3/8/08




FINAL MANUSCRIPT



 
16-4

Appendix B

Table B-1:  The Eighty-One UB-04 Form Locators
Table B-2:   A Comparison of the UB-92 and UB-04 Claim Forms
Table B-1:
The Eighty-One UB-04 Form Locators
	Form Locator
	Description
	Medicare-Required?

	1 (Unlabeled Field)
(Provider Name, Address, and Telephone Number)
	The name, address (service location), and telephone number of the provider submitting the bill.  
	Yes

	2 (Unlabeled Field)

(Pay-to Name and Address)
	To be used only if the provider would like payments  mailed to a different address from that listed in FL 1; for example, a central processing office or a PO box.
	Situational

	3a 
Patient Control Number 
	Patient’s unique number assigned by the facility and used to locate the patient’s financial record. For example, the patient control number is used to identify payments on RAs.
	Yes

	3b 
Medical Record Number
	Number assigned by the facility to the patient’s medical record and used to locate the patient’s treatment history. 
	Yes

	4 
Type of Bill
	Four-digit alphanumeric code:
First digit is a leading 0 (Note: The leading 0 is not included on electronic claims.) 
Second digit identifies the facility type (e.g., 1 = hospital, 
2 = SNF).

Third digit identifies the care type (e.g., 1 = inpatient Part A, 
2 = inpatient Part B,  3 = outpatient).

Fourth digit identifies the billing sequence in this episode of care (e.g., 1 = this bill encompasses entire inpatient confinement or course of outpatient treatment for which provider expects payment from the payer;  2 = this bill is the first bill in an expected series of bills).
	Yes

	5 
Federal Tax Number
	Also known as the TIN or EIN; a ten-digit alphanumeric number (XX-XXXXXXXX) reported in the bottom line of FL 5.  (Note: The hyphen in the number is not used on electronic claims.)

The top line of FL 5 may be used as necessary to report a federal tax sub-ID for an affiliated subsidiary of the hospital, such as a hospital psychiatric pavilion.  
	Yes

	6 
Statement Covers Period (From–Through)
	The beginning and ending dates (MMDDYY) of the period included on the bill; dates before patient’s entitlement are not shown. From date is used to determine timely filing. 
	Yes

	7 (Unlabeled Field)
	Reserved for national assignment.
	

	8a 
Patient Identifier
	May be used if the patient and the insured are not the same; the patient identifier is the number assigned to the patient by the patient’s insurance carrier (this number would be different from the Insured’s Unique Identifier in FL 60).
	Situational

	8b

Patient Name
	Patient’s last name, first name, and middle initial. A comma (or space) is used to separate last and first names on the paper claim.
	Yes

	9 a, b, c, d, e
Patient’s Address
	Patient’s full mailing address: (a) street number and name, PO Box or RFD; (b) city; (c) state; (d) ZIP Code; and (e) country code (if other than USA).
	Yes

	10 
Patient Birth Date
	Patient’s birth date (MMDDYYYY); for paper claims, if birth date is unavailable, report eight zeroes.
	Yes

	11 
Patient Sex
	For Medicare claims, report M for male; F for female. Other payers may also accept U for Unknown.
	Yes

	12 
Admission, Start of Care Date
	Date of admission for inpatient care, or start of care date for home health services (MMDDYY).
	Yes

	13 
Admission Hour
	The hour during which the patient was admitted for inpatient care. A two-digit hour code, based on military time, is used to indicate hour (e.g., 3:15 a.m. = 03; 1:40 p.m. = 13).
	No

	14 
Type of Admission/Visit
	Required for inpatient bills: 
1 = emergency
2 = urgent
3 = elective
4 = newborn

5 = trauma

9 = information not available (rarely used)
	Yes

	15 
Point of Origin for Admission or Visit
	Point of origin for IP admission or OP visit:

1 = non-health care facility (e.g., home, a physician’s office, or workplace)
2 = clinic 

3 = reserved
4 = transfer from a hospital (different facility)
5 = transfer from a SNF or ICF
6 = transfer from another health care facility

7 = emergency room

8 = court/law enforcement

9 = information not available

A = reserved
B = transfer from another home health agency 

C = readmission to same home health agency

D = transfer from one distinct unit of the hospital to another distinct unit of the same hospital resulting in a separate claim to the payer

E = transfer from ambulatory surgery center

F = transfer from hospice and is under a hospice plan of care or enrolled in a hospice program

G-Z = reserved

Code structure for newborns
1-4 = reserved
   5 = born inside this hospital
   6 = born outside of this hospital
7-9 = reserved 
	Yes



	16 
Discharge Hour
	Code indicating the hour patient was discharged from inpatient care. Hour codes are based on military time (see FL 13, Admission Hour).
	No

	17

Patient Discharge Status
	For Part A inpatient, SNF, hospice, home health, and outpatient hospital services:

01 = discharge to home or self-care (routine discharge)
02 = discharge to another short-term general hospital

03 = discharge to SNF

04 = discharge to ICF

05 = discharge to a designated cancer center or children’s hospital
06 = discharge to home under care of a home health service organization
07 = left against medical advice or discontinued care

09 = admitted as inpatient (after outpatient services)

20 = expired

30 = still patient or expected to return for outpatient services

40 = expired at home (hospice claims only)

41 = expired in a medical facility (hospice claims only)

42 = expired, place unknown (hospice claims only)

50 = hospice—home

51 = hospice—medical facility
70 = discharge to another type of health care institution not defined elsewhere in this code list

	Yes

	18 -28

Condition Codes
	Codes relating to bill that affect processing; examples include:

02 = condition is employment-related

04 = information only bill
05 = lien has been filed

06 = ESRD-patient in first eighteen months of entitlement covered by employer group health insurance

07 = treatment of nonterminal condition for hospice patient
08 = beneficiary would not provide information concerning other insurance coverage

09 = neither patient nor spouse is employed

10 = patient and/or spouse employed, but no employer group health plan coverage exists
31 = patient is student (full-time, day)
40 = same day transfer

50 = product replacement for known recall of a product

67 = beneficiary elects not to use lifetime reserve days 
A9 = second opinion surgery

C3 = partial approval (after review by the QIO or intermediary)
	Situational

	29

 Accident State
	State where an accident occurred on claims containing services related to an auto accident; two-digit state abbreviation is reported.
	No

	30 (Unlabeled Field)
	Reserved for national assignment.
	

	31 -34 
Occurrence Codes and Dates*
	Codes and date data (MMDDYY) relating to bill that affect processing; examples include:

01 = accident/medical coverage
04 = accident/employment related

05 = accident/no medical or liability coverage
11 = onset of symptoms/illness

17 = date occupational therapy plan established or reviewed

18 = date of patient/beneficiary retirement
19 = date of spouse retirement

21 = utilization notice received

24 = date insurance denied by primary payer

25 = date benefits terminated by primary payer

31 = date beneficiary notified of intent to bill for inpatient care accommodations

32 = date beneficiary notified of intent to bill for Medicare medically unnecessary procedures or treatments

45 = date treatment started for speech therapy

A1 = birthdate—insured A

A2 = effective date—insured A policy

A3 = benefits for insured A exhausted
A4 = split bill date (date patient became Medicaid-eligible)
	Situational

	35, 36

Occurrence Span Codes and Dates*
	Codes and beginning/ending dates (MMDDYY) for specific events relating to the billing period that affect processing, such as: 
72 = first/last visit dates (actual dates of first and last visits in this billing period when different from FL 6, Statement Covers Period)
77 = provider liability period (from and through dates of a period of noncovered care for which provider is liable; utilization is charged)
	Situational

	37 (Unlabeled Field)
	Reserved for national assignment.
	

	38 (Unlabeled Field)
(Responsible Party Name and Address)
	May be used on commercial claims if a window envelop is used for mailing the claim. 

For Medicare as secondary payer, the address of the primary payer may be shown here.
	No

	39, 40, 41 
Value Codes and Amounts*
	Codes and related dollar amounts required to process the claim; examples include:

08 = Medicare lifetime reserve amount for first calendar year in billing period

09 = Medicare coinsurance amount for first calendar year in billing period

14 = no-fault, including auto/other, when primary payer payments are being applied to covered Medicare charges on this bill

31 = patient liability amount; the amount approved by hospital or the QIO to charge the beneficiary for noncovered services

50 = physical therapy visits; number of visits provided from onset of treatment through this billing period

80 = number of days covered by the primary payer (as qualified by the payer) (Note: for paper claims only.)
81 = number of days not covered by the primary payer (Note:  for paper claims only.) 
A1, B1, C1 = amounts assumed by provider to be applied to the patient’s deductible amount for payer A, B, or C  (Note: for paper claims only.)
A2, B2, C2 = amounts assumed by provider to be applied to the patient’s coinsurance amount involving payer A, B, or C  (Note: for paper claims only.)
A3, B3, C3 = amount estimated by provider to be paid by payer A, B, or C
D3 = amount estimated by the provider to be paid by the indicated patient
	Situational

	42 (lines 1-23)

Revenue Code*
	Lines 1-22: For reporting the appropriate four-digit code(s) to identify a specific accommodation and/or ancillary service.  The corresponding narrative description is reported next to the code in FL 43 (Revenue Description). Up to 22 codes (lines 1-22) can be listed on each page. 

Line 23: On paper claims, code 0001 (total charges) is placed before the total charge amount and reported on line 23 of the final claim page.  
	Yes

	43 (lines 1-22)

Revenue Description
	Line 1-22: Narrative description for each revenue code used in FL42. (Note: not used on electronic claims.)

Line 23: Incrementing page count and total number of pages (Page __ of __ ) is reporting on line 23 on each page.
	No

	44  (lines 1-22)
HCPCS/(Accommodation)Rates/HIPPS Rate Codes
	HCPCS codes for applicable procedures (ancillary and outpatient services); accommodation rates for inpatient bills; or HIPPS rate codes for determining payment for service line item under certain prospective payment systems.
	Yes

	45 (lines 1-23)

Service Date
	Lines 1-22: For outpatient claims, the date (MMDDYY) the outpatient service was provided. A single line item date is required for every revenue code. 
Line 23: The creation date is required in line 23 of this field for all pages of the claim. 
	Yes

	46 (lines 1-22)

Service Units
	Number of units for each applicable service provided, such as number of accommodation days, pints of blood, or number of lab tests.
	Yes



	47 (lines 1-23)

Total Charges
	Lines 1-22: Total line item charges. 

Line 23: On paper claims, the sum total of charges for the billing period is reported in line 23 on final page of bill, using revenue code 0001. 
	Yes

	48 (lines 1-23)
Noncovered Charges
	Lines 1-22: Total of noncovered charges of those listed in FL 42.
Line 23: On paper claims, the sum total of noncovered charges is reported in line 23 on final page of bill, using revenue code 0001.
	Yes

	49 (Unlabeled Field)
	Reserved for national assignment.
	

	50 (lines A, B, C)

Payer Name (payers A, B,C)
	The name of the payer organization from which the provider is expecting payment; lines A, B, and C are used to report the primary, secondary, and tertiary payer.  Information in FLs  51-55 on the same line all pertains to this payer.

If Medicare is primary payer, Medicare is entered on line A. If Medicare is secondary or tertiary payer, the primary payer is entered on line A, and Medicare information on lines B or C.
	Yes

	51 (lines A, B, C)

Health Plan Identification Number (payers A, B, C)
	For reporting the HIPAA national health plan identifier when one is established; otherwise, the provider’s six-digit Medicare-assigned number, or legacy number assigned by other payer, is entered on the line corresponding to payer A in FL 50. 
If other payers are involved, their ID numbers are reported in lines B and C.
	Yes

	52 (lines A, B, C)

Release of Information Certification Indicator (payers A, B, C)
	A code indicating whether the provider has obtained release of information authorization from the patient. Codes include:

Y = provider has on file a signed statement permitting data release to other organizations in order to adjudicate the claim.
(Note: The back of the UB-04 contains this certification.)
I = provider has informed consent to release medical information for conditions or diagnoses regulated by federal statues (to be used when the provider has not collected a signature and state and federal laws do not supersede the HIPAA Privacy Rule).
	Yes

	53 (lines A, B, C)

Assignment of Benefits Certification Indicator (payers A, B, C)
	A code indicating whether the provider has obtained a signed form from the patient authorizing the third-party payer to send payments directly to the provider.  Codes include:
N = no

W = not applicable (when patient refuses to assign benefits; for paper claims only)

Y = yes

(Note: not required for Medicare claims.)
	No

	54 (lines A, B, C)

Prior Payments--Payer (payers A, B, C)
	The amount provider has received to date (from payer A, B, or C) toward payment of this bill.  
	Situational

	55 (lines A, B, C)

Estimated Amount Due—Payer (payers A, B, C)
	The amount the provider estimates is due from the indicated payer (A, B, or C) toward payment of this bill.
	Situational

	56 
National Provider Identifier—Billing Provider
	The billing provider’s ten-digit National Provider Identifier (NPI); HIPAA mandated use of NPIs as of May 23, 2007.  
	Yes

	57 (lines A, B, C) 
Other (Billing) Provider Identifier
	For reporting health plan legacy number assigned to provider by the indicated payer in FL 50 (payer A, B, C); used as a secondary identifier to supplement NPI when required.  
	Situational

	58 (lines A, B, C)

Insured’s Name
	The name of the insured individual in whose name the insurance, as reported in FL 50 A, B, or C, is listed. The information in FLs 59–62 on the same line all pertains to this person. 
This name (last name, first name, and middle initial) must correspond to the name on the insured’s health insurance card.
	Yes

	59 (lines A, B, C)

Patient’s Relationship to Insured
	Code for patient’s relationship to insured:

01 = spouse
18  = self
19 = child

20 = employee
21 = unknown
39 = organ donor
40 = cadaver donor
53 = life partner
G8 = other relationship
	Yes

	60 (lines A, B, C)
Insured’s Unique Identifier
	The identification number assigned to the insured by the payer organization; for example, in the case of Medicare, the patient’s Medicare number. 


	Yes

	61 (lines A, B, C)

Insured’s Group Name
	The name of the group or plan under which the individual is insured; used when available and the group number (FL 62) is not used.
For Medicare secondary, the primary payer’s insurance group or plan name, if known, is reported in line A.
	Situational

	62 (lines A, B, C)

Insured’s Group Number
	The number assigned by the insurance company to identify the group or plan under which the individual is insured. 
For Medicare secondary, the primary payer’s insurance group number, if known,  is reported in line A.
	Situational

	63 (lines A, B, C)
Treatment Authorization Codes
	Number or other indicator that designates that the treatment covered by this bill has been authorized by the payer indicated in FL 50 (lines A, B, C).

On Medicare claims, whenever the QIO review is performed for outpatient preadmission, preprocedure, or inpatient preadmission, authorization number is shown.
	Situational

	64 (lines A, B, C)
Document Control Number (DCN)
	The internal control number assigned to the original bill by the indicated health plan (FL 50 A, B, C); reported when filing a replacement or cancellation to a previously processed claim.

	Situational

	65 (lines A, B, C)

Employer Name of the Insured
	The name of the employer that is providing health care coverage for the insured indicated in FL 58 A, B, or C. (Note: not used on electronic claims.)
	Situational

	66 
Diagnosis and Procedure Code Qualifier (ICD Version Indicator)
	ICD version indicator.  Codes include:
9 = ICD-9-CM

0 = ICD-10-CM (not yet accepted on claims; for future use when ICD-10-CM codes are implemented) 
	Yes

	67 
Principal Diagnosis Code and POA Indicator
	ICD-9-CM diagnosis codes reported to highest level of specificity available.  
A POA (present on admission) code indicator is required in the eighth position of this FL (shaded area) to indicate whether the diagnosis was present at the time of admission. POA indicators include:

Y = yes

N = no

U = no information in the record

W = clinically undetermined

1 or Blank = exempt from POA reporting (1 on electronic claims)
	Yes

	67 A-Q

Other Diagnoses Codes  with POA Indicators
	Codes for additional conditions that coexisted at admission or developed and that had an effect on the treatment or the length of stay.  
A POA indicator is required in the eighth position of this field (shaded area).  See list of POA code indicators in FL 67 above

(Note: The UB-04 form provides fields A-Q for up to eighteen additional codes.  Medicare allows for up to eight additional codes, reported in the top line in fields A-H. )
	Yes

	68 (Unlabeled Field)
	Reserved for national assignment.
	

	69 
Admitting Diagnosis Code
	For inpatient claims only. The patient’s admitting diagnosis is required if the claim is subject to QIO review.
	Yes

	70 a, b, c
Patient’s Reason for Visit
	For outpatient claims only. The patient’s reason for visit is required for all unscheduled outpatient visits. Up to three diagnosis codes can be reported (a, b, c). 
(Note: May be reported for scheduled outpatient visits, such as for ancillary tests, when this information provides additional support for medical necessity.)
	Situational

	71 

Prospective Payment System (PPS) Code
	Used to identify the DRG. Required on IP claims if the hospital’s DRG contract with the payer stipulates that this information be provided.  
(Note: Not used for Medicare claims; workers’ compensation programs often require this information.)
	No

	72 a, b, c
External Cause of Injury (ECI) Code
	The ICD-9-CM code(s) for an external cause of injury, poisoning, or other adverse effect. (Note: Not used for Medicare claims.)   

POA: FLs 72 a, b, c contain a shaded area for reporting a POA indicator code.  (Note: Medicare only requires POA codes for ECI codes when they are being reported in FLs 67 A-Q as other diagnosis codes.)
	No

	73 (Unlabeled Field)
	Reserved for national assignment.
	

	74 
Principal Procedure Code and Date 
	For reporting the ICD-9-CM procedure code most closely related to principal diagnosis code, along with corresponding date of procedure (MMDDYY).  Required on inpatient claims only.  Not to be used on outpatient claims.
	Situational

	74 a-e

Other Procedure Codes and Dates
	For reporting up to five additional ICD-9-CM procedure codes and dates. Required on inpatient claims only. Not to be used on outpatient claims.
	Situational

	75 (Unlabeled Field)
	Reserved for national assignment.
	

	76

Attending Provider Name and Identifiers
	Line 1: NPI (primary identifier) of the attending provider. Required for any services received other than nonscheduled transportation services.
A secondary identifier may also be reported in line 1.  Report secondary identifier qualifier followed by ID number. Secondary identifier qualifiers include:
OB = state license number.

1G = provider UPIN number.

G2 = provider commercial number.

Line 2: Last name and first name of attending provider.
	Situational

	77 
Operating Physician Name and Identifiers
	Line 1: NPI (primary identifier) of physician who also performed principal or surgical procedures; required when a surgical procedure code is reported on the claim. 
A secondary identifier may also be reported in line 1. Report secondary identifier qualifier followed by ID number, as described in FL 76 above. 
Line 2: Last name and first name of operating physician.
	Situational

	78, 79

Other Provider Name and Identifiers
	Line 1: Provider type qualifier code and NPI of other provider such as a referring or assisting provider.
Provider type qualifier codes include:

DN = referring provider.

ZZ = other operating physician.

82 = rendering provider.

A secondary identifier may also be reported in line 1. Report secondary identifier qualifier followed by ID number, as described in FL 76 above.  

Line 2: Last name and first name of other provider.
	Situational

	80 
Remarks
	For providing information that is not shown elsewhere on the claim and that is necessary for proper payment; for example, DME and Medicare Secondary Payer information. 
	Situational

	81 a, b, c, d
Code-Code Field
	For reporting FL overflow codes or to report externally maintained codes approved by the NUBC, such as taxonomy codes or public health reporting codes, not used in current form. Report code qualifier followed by code. 
Code qualifiers for overflow codes (not used on Medicare claims) include:

A1 = condition codes

A2 = occurrence codes and dates

A3 = occurrence span codes and dates

A4 = value codes and amounts

Other example of code qualifiers:

B3 = health care provider taxonomy code (billing provider only).
(Note: Taxonomy code is required for institutional providers submitting Medicare claims; used to identify subparts of facility when provider has chosen not to apply for individual subpart NPIs.)
	Situational


* A complete set of codes is provided in the corresponding chapter text and in Appendix A.   
Table B-2: 

A Comparison of the UB-92 and UB-04 Claim Forms
Table B-2 compares the UB-02 and the UB-04 claim forms in terms of:
· New data 

· Deleted data

· Data with an expanded field size or number of fields

· Hard-to-find data

· Data with new values or codes

Familiarity with the changes in the UB-04 in each of these categories provides a good understanding of the differences between the two forms. In general, although most of the form locators have been renumbered on the UB-04, the major sections on the form are the same and are laid out in the same order as on the UB-92: provider information, patient information, insurance codes and transaction information, payer and insured information, diagnosis and procedure codes, physician information, and a remarks section. The major changes in the UB-04 form occur at the level of individual form locators—in the type of data required, the format of the data, codes used to report the data, and the number of fields available for reporting each data element.

	
1)  New Data

	
	

	UB-04 Form Locator

	Description of Change
	Related Comments

	  1   Unlabeled (Provider Name, Address, and Telephone No.)
	A provider telephone number, along with name and address, is now required in FL 1.
	

	  2   Unlabeled 
(Pay-to Name and Address)
	New FL: To be used only if the provider would like payments to be mailed to a different address from that listed in FL 1, for example, a central processing office or a PO box.
	

	   8  Patient Name/Identifier
	Data in this FL now has two subfields: a) Patient ID, which is situational, and b) Patient Name, which is required. 

New subfield A is for the patient’s ID if the ID is different from the insured’s ID in FL 60 (Insured’s Unique ID).  Subfield b is for the patient’s name, as was reported on the UB-92.
	

	  9   Patient Address
	The data in this FL is now divided into 5 subparts:

a. Street Address

b. City

c. State

d. ZIP code

e. Country Code (if other than USA) 
	

	29   Accident State
	New FL:  Used to report the state where an accident occurred for claims containing services related to an auto accident.
	

	43   Revenue Description, Line 23
	Same FL; however, Line 23 contains new “PAGE ___ OF ___” entry, for keeping track of the total number of pages for the claim. This information is required on each page.
	


	45   Service Date, Line 23
	Same FL; however, Line 23 now requires the “CREATION DATE” of the claim on each page. 
	On the UB-92,  FL 86 previously contained this information (billing date).

	56   NPI (National Provider Identifier)   
	New FL: As mandated by HIPAA, every claim must now report the institutional provider’s newly assigned ten-digit NPI.  The NPI is the provider’s primary ID.
	Previously the provider’s legacy numbers were the primary IDs. These are now secondary IDs, listed in FL 57 “Other Prv ID,” if required.


	66   Dx (ICD Version Indicator);  one-digit field   
	New FL: This field is used to report the diagnosis and procedure code set used for the claim.  “9” is required at present, for ICD-9-CM.  When ICD-10-CM is implemented, “0” will be used to report it. 
	

	67   Principal Diagnosis Code and POA Indicator 
	New POA (present on admission) code indicator required:  A POA code is required in the eighth position (shaded area) of this field after each diagnosis code to indicate whether the diagnosis was present at the time of admission.  There are five possible indicators: 

   Y          Yes

   N          No

   U          No information in the record

   W         Clinically undetermined

   (blank)  Exempt from POA reporting

                (some diagnosis codes will

                 not require a POA code)             
	This new code is for monitoring quality of care.  It indicates whether the corresponding diagnosis was present on admission or acquired during the hospital stay. If acquired during stay, a lower payment may be made.

	67 A-Q   Other Diagnosis Codes with POA Indicators
	New POA (present on admission) code indicator required: A POA code is required in the eighth position (shaded area) of this field. See POA code indicators in FL 67 above. 
	


	70    Patient’s Reason for Visit (3 fields labeled a, b, c)
	New FL:  This is a new and distinct field, separate from the Admitting Diagnosis Code field, which was used on the UB-92 to report the patient’s reason of visit for both IP and OP claims. 

The new field is for reporting the patient’s reason(s) for visit, for OP visits only; it is primarily used for unscheduled OP visits (ED visits).  
	On the UB-04, unlike the UB-92, the Admitting Diagnosis Code field is reserved for IP visits only.

	71   PPS (Prospective Payment System) Code 
	New FL: The PPS code is used to identify the DRG; it is required on IP claims if the hospital’s DRG contract with the payer stipulates that this information be provided.

This code is not used on Medicare claims; it is required by many workers’ compensation programs.
	

	72    ECI (External Cause of Injury) Code 
(3 fields labeled a, b, c, with POA indicators )
	New POA (present on admission) code indicator available: The eighth position (shaded area) of this field is available for reporting a POA indicator, if required. See code indicators in FL 67 above.  

(Note: Medicare claims do not require the POA indicator for ECI codes unless they are reported in FL 67 A-Q, as Other Diagnosis codes.)
	On the UB-92, this data was reported in FL 77 “E-Code” (one field); the UB-04 allows for three fields (a-c). 

	76   Attending Provider Name and Identifiers 
	New NPI requirement: For the primary identifier in Line 1, this field now requires the attending provider’s NPI, as mandated by HIPAA.  

A secondary provider identifier may also be reported in this field, as required, along with one of the following qualifier codes indicating the type of identifier being reported:

   0B = State License Number

   1G = Provider UPIN Number

   G2 = Provider Commercial Number
	

	77   Operating Physician Name and Identifiers
	New FL.   This field is a distinct and separate field from the Other Provider Name and Identifier fields in FLs 78-79.  

New NPI requirement:  The operating physician has the same NPI requirement and may use qualifier codes for a secondary identifier as described for FL 76 above. 
	Previously, on the UB-92, this information was entered in FL 83, Other Physician ID, which held data for up to two physicians. 

	78-79  Other Provider Name and Identifiers
	New NPI requirement: These FLs have the same NPI requirement for the other provider listed. An additional provider type qualifier code is reported to indicate the type of other provider being reported. Provider type qualifier codes include:

DN = Referring Provider

ZZ = Other Operating Physician

82 = Rendering Provider

A secondary identifier may also be reported, as described in FL 76 above.
	

	81   Code-Code Field
	New FL: This is a new field, designed to add flexibility to the form. It allows for reporting overflow of other codes—condition, occurrence, occurrence span, or value codes.  It is also used to report taxonomy numbers, or other externally maintained codes approved by the NUBC, which are not included elsewhere on the form.
	The name “Code-code” refers to the use of a code qualifier to point to another set of codes. For example, in the entry A1 44, “A1” is the code qualifier for condition codes, and “44” is the condition code being reported.


	
2) Deleted Data 

	
	

	UB-92 Form Locator

	Description of Change
	Related Comments

	Unlabeled FLs 2, 11, 31, 37, 38, 56, 78
	These unlabeled fields were either deleted or assigned new data.
	

	7     Covered Days
	The data for reporting the number of covered days in the current billing period is now reported using value code 80; the corresponding amount lists the number of days. 
	Example:  FL 39, Value Codes and Amounts: Code 80, Amount 25 (days)

	8    Noncovered Days
	The data for reporting the number of non-covered days in the current billing period is now reported using value code 81; the corresponding amount lists the number of days.
	Example:  FL 39, Value Codes and Amounts: Code 81, Amount 2 (days)

	9    Coinsurance Days
	The data for reporting the number of coinsurance days in the current billing period is now reported using value code 82; the corresponding amount lists the number of days.
	Example:  FL 39, Value Codes and Amounts: Code 82, Amount 15 (days)

	10   Lifetime Reserve Days (LRDs)
	The data for reporting the number of LRDs in the current billing period is now reported using value code 83; the corresponding amount field lists the number of days.
	Example:  FL 39, Value Codes and Amounts: Code 83, Amount 5 (days)

	16   Patient Marital Status
	FL deleted. This information is no longer reported.
	If needed for public health reporting, Code-code field (FL 81) is used.

	54    Prior Payments, “Due from Patient” line
	The “Due from Patient” line connected with FL 54 line 4 has been deleted. This information is no longer reported.   
	

	55   Estimated Amount Due, “Due from Patient” line
	The “Due from Patient” line connected with FL 55 line 4 has been deleted. The information is now reported with value code D3, “Patient Estimated Responsibility.”
	Example: FL 39, Value Codes and Amounts: Code D3, Amount 452.00 (dollars)


	64   Employment Status Code of the Insured
	FL deleted. This information is no longer reported.
	

	66   Employer Location of the Insured
	FL deleted. This information in no longer reported.
	

	79   Procedure Coding Method Used
	FL deleted. This information in no longer reported.
	

	85   Provider Representative Signature
	FL deleted. This information is no longer reported.
	

	86   Date Bill Submitted
	This information is now reported in FL 45 (Service Date) on Line 23, “Creation Date.”
	


	
3) Expanded Data 


	
	

	UB-04 Form Locator
	Description of Change
	Related Comments

	4    Type of Bill
	The field size for FL 4 was expanded by one digit so that a leading zero could be added to all type of bill codes, making the TOB a four-digit code.
	Example: TOB 111 is now reported as 0111,  but still means the same thing (hospital, IP, admit through discharge)

	18-28   Condition Codes
	The number of fields for reporting condition codes was increased from seven (old FLs 24-30) to eleven (new FLs 18-28).
	

	35-36   Occurrence Span Codes
	The number of fields for reporting occurrence span codes was increased from two (old FL 36, lines a and b) to four (new FLs 35-36, lines a and b).
	

	44   HCPCS / Rates / HIPPS Rate Codes
	The field size was expanded from 9 to 14 positions to allow reporting of up to four modifiers instead of two.
The FL label was also expanded to include “HIPPS Rate Codes” as this more accurately reflects the third type of information reported in this field.
	

	63   Treatment Authorization Codes 
	The field size for FL 63 was expanded by thirty characters (previously, on the UB-92, it was eighteen characters).  
	

	67    Principal Diagnosis Code and POA Indicator
	The field size for FL 67 was expanded from six to eight positions.  The seventh position will allow for expanded diagnosis codes in the future (ICD-10-CM codes will allow for seven digits rather than the current three to five digits for ICD-9-CM); the eighth position (shaded area) is to accommodate the new POA indicator. 
	


	67A-Z Other Diagnosis Codes;

72a-c ECI (External Cause of Injury) Diagnosis Codes


	The field size for the Other Diagnosis Codes and the External Cause of Injury diagnosis codes was expanded from six to eight positions.  The seventh position will allow for expanded diagnosis codes in the future (ICD-10-CM codes will allow for seven digits rather than the current three to five digits for ICD-9-CM codes); the eighth position (shaded area) is to accommodate the new POA indicator. 

The number of fields for each type of diagnosis code was also increased:  the UB-04 holds up to 17 Other Diagnosis Codes fields in FLs  67 A-Q (previously it only held up to 8 additional codes); the External Cause of Injury fields were increased from one to three (72 a, b, c).
	Note that the other two fields containing diagnosis codes (FL 69 Admitting Diagnosis Code and new FL 70a-c Patient’s Reason for Visit) also contain 7 positions to allow for future ICD-10-CM codes; there is no eighth position as they do not require POA reporting. 

	74   Principal Procedure Code and Date;

74a-e   Other Procedure Codes and Dates
	The field size for procedure codes has been expanded from 6 to 7 (with 1 buffer space) to allow for expanded ICD-10-CM procedure codes in the future.
	ICD-9-CM codes are three to five digits long.  ICD-10-CM codes will allow for seven digits.


	
4) Hard-to-Find
    Data 

	
	

	 UB-04 Form Locator
	Description of Change
	UB-92 Form Locator

	3b   Medical Record Number 
	The data is still the same—the record number of the file containing the patient’s treatment history—but it has been relocated to FL 3b.  

Note that the Medical Record Number is reported below the Patient Control Number (FL 3a), which the number is assigned by the provider to the patient’s financial record. 
	FL 23, Medical Record No.

	45   Service Date, Line 23 (“Creation Date”)
	The data is still the same—the date the claim is processed by the provider—but it has been relocated and relabeled as “Creation Date.”
	FL 86, Date Bill Submitted

	64    Document Control Number (DCN)
	The data is still the same—the internal control number assigned to the original bill by the health plan—but it has been relocated to a new form locator with its own label. 

The DCN is reported when filing a replacement or a cancellation to a previously processed claim (TOB code 0XX7 and 0XX8). 
	FL 37 (Unlabeled)


	
5) Data with New 
    Values or Codes

	
	

	UB-04 Form Locator
	Description of Change
	Related Comments

	47   Total Charges, sign field removed
	One character space to the right of the cents field, for reporting a minus sign, was deleted.  
	On the UB-92, a minus sign indicated a credit. 

	48   Noncovered Charges, sign field removed
	One character space to the right of the cents field, for reporting a minus sign, was deleted.  
	On the UB-92, a minus sign indicated a credit.

	50 Payer Name;

51 Health Plan Identification Number
	The payer name and health plan ID number are now separate and distinct fields.  FL 50 contains the Payer Name only.  FL 51 contains the Payer’s ID number. 
	On the UB-92, both elements were reported in FL 50, Payer.

	52   Release of Information Certification Indicator
	The indicator codes are “Y” for yes (the hospital has a signed release statement) or “I” for informed consent (used when the hospital has not collected a signature and state or federal laws do not supersede the HIPAA privacy rule).
	On the UB-92, the code indicators were:

   Y   Yes

   N   No 

   R   Restricted 

         authority

	53   Assignment of Benefits Certification Indicator
	The indicator codes are: 

   N    No

   Y    Yes

   W   Not applicable (when patient 

         refuses to assign benefits)
	On the UB-92, the code indicators were:

   N   No

   Y   Yes

	59   Patient’s Relationship to Insured
	The most recent set of reporting codes include:

   01   Spouse

   18   Self

   19   Child

   20   Employee

   21   Unknown

   39   Organ Donor

   40   Cadaver Donor

   53   Life Partner

   G8  Other Relationship
	This set of codes, effective for use with the UB-92 on October 16, 2003, is also used on the UB-04.
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