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QMB Indicator in the Medicare Fee-for-Service 
Claims Processing System 

Change Request (CR) 9911 modifies the Medicare claims processing 
systems to help providers identify the Qualified Medicare Beneficiary 
(QMB) status of each patient and to support providers' ability to follow 
QMB billing requirements. Beneficiaries enrolled in the QMB program 
are not liable to pay Medicare cost-sharing for all Medicare A/B claims. 
CR 9911 adds an indicator of QMB status to Medicare's claims 
processing systems. This system enhancement will prompt notifications 
to providers (through the Provider Remittance Advice) and to 

beneficiaries (through the Medicare Summary Notice) to reflect that the 
beneficiary is enrolled in the QMB program and has no Medicare cost-

sharing liability.  

 

Under federal law, Medicare providers may not bill individuals enrolled 
in the QMB program for Medicare deductibles, coinsurance, or 
copayments, under any circumstances. (See Sections 1902(n)(3)(B); 
1902(n)(3)(C); 1905(p)(3); 1866(a)(1)(A); 1848(g)(3)(A) of the Social 
Security Act.) State Medicaid programs may pay providers for Medicare 
deductibles, coinsurance, and copayments. However, as permitted by 
Federal law, states can limit provider reimbursement for Medicare cost-

sharing under certain circumstances.  

 

Medicare providers must accept the Medicare payment and Medicaid 
payment (if any, and including any permissible Medicaid cost sharing 
from the beneficiary) as payment in full for services rendered to an 

individual enrolled in the QMB program. 

 

With the implementation of CR 9911, Medicare's Common Working File 
(CWF) will obtain QMB indicators so the claims processing systems will 

have access to this information. 

 



 

CWF will provide the claims processing systems the QMB indicators if 
the dates of service coincide with a QMB coverage period (one of the 
occurrences) for the following claim types: Part B professional claims; 
Durable Medical Equipment, Prosthetics, Orthotics and Supplies 
(DMEPOS) claims; and outpatient institutional Types of Bill (TOB) 012x, 
013x, 014x, 022x, 023x, 034x, 071x, 072x, 074x, 075x, 076x, 077x, 
and 085x); home health claims (TOB 032x) only if the revenue code for 
the line item is 0274, 029x, or 060x; and Skilled Nursing Facility (SNF) 
claims (based on occurrence code 50 date for revenue code 0022 lines 

on TOBs 018x and 021x). 

 

The QMB indicators will initiate new messages on the Remittance 
Advice that reflect the beneficiary's QMB status and lack of liability for 
Medicare cost-sharing with three new Remittance Advice Remark Codes 

(RARC) that are specific to those enrolled in QMB.  

 

As appropriate, one or more of the following new codes will be returned: 

 

N781 – No deductible may be collected as patient is a Medicaid/
Qualified Medicare Beneficiary. Review your records for any wrongfully 

collected coinsurance, deductible or co-payments. 

N782 – No coinsurance may be collected as patient is a Medicaid/
Qualified Medicare Beneficiary. Review your records for any wrongfully 

collected coinsurance, deductible or co-payments. 

N783 – No co-payment may be collected as patient is a Medicaid/
Qualified Medicare Beneficiary. Review your records for any wrongfully 

collected coinsurance, deductible or co-payments. 

 

In addition, the MACs will include a Claim Adjustment Reason Code of 
209 ("Per regulatory or other agreement. The provider cannot collect 
this amount from the patient. However, this amount may be billed to 
subsequent payer. Refund to patient if collected. (Use only with Group 

code OA (Other Adjustment)). 

 

Finally, CR 9911 will modify the MSN to inform beneficiaries if they are 
enrolled in QMB and cannot be billed for Medicare cost-sharing for 

covered items and services. 


