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FIGURE 12.P-1 REQUEST FOR ANTICIPATED PAYMENT (RAP) - NON-TRANSFER SITUATION
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FIGURE 12.P-2 RAP - NON-TRANSFER SITUATION WITH LINE ITEM SERVICE ADDED

This is an example of what a RAP might look like if other line item data had to be added because your
software required a total charge greater than zero on the CMS 1450 UB-04. The system will look only at
the HIPPS code information in order to generate payment. Remember that you will also need to enter
this line item data on the claim. That is, in this example, your claim would also contain the charge for
the Skilled Nursing visit on October 1, 2000.
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FIGURE 12.P-3

Note:

RAP - TRANSFER SITUATION

Point of Origin [Form Locator (FL) 151 is a B, which indicates that this beneficiary transferred
to your HHA from another HHA.
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FIGURE 12.P-4

Note:

RAP - DISCHARGE/RE-ADMIT

HHA, but was readmitted within the same 60-day episode.

Point of Origin (FL 15) is a C, which indicates that this beneficiary was discharged from your
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FIGURE 12.P-5 RAP - CANCELLATION

Note: The Type of Bill (TOB) changes to end in an 8, a Claim Change Reason Code (e.g., D5) is
included, and the RHHI's Internal Control Number (ICN) that identified the original RAP is included.
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FIGURE 12.P-6 CLAIM - NON-TRANSFER SITUATION
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FIGURE 12.P-7

Note:
from another HHA.

CLAIM - TRANSFER SITUATION - BENEFICIARY TRANSFERS TO YOUR HHA

Point of Origin (FL 15) is a B, which indicates that this beneficiary transferred to your HHA
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FIGURE 12.P-8 CLAIM - SIGNIFICANT CHANGE IN CONDITION (SCIC) SITUATION

Note: Two HIPPS Codes appear on this claim due to a SCIC.
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FIGURE 12.P-9 CLAIM - NO-RAP-LOW UTILIZATION PAYMENT ADJUSTMENT (LUPA) CLAIM

In this example, the beneficiary transferred to another HHA. Your HHA provided two services and had
not yet submitted the RAP when the beneficiary transferred; therefore, you have a No-RAP-LUPA Claim
situation.
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FIGURE 12.P-10 CLAIM ADJUSTMENT

The TOB changes to end in a 7, a Claim Change Reason Code (e.g., D9) is included, and the RHHI's ICN

that identifies the original claim is included. Remarks are noted in FL 80 at the bottom of the claim.
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TRICARE Reimbursement Manual 6010.61-M, April 1,2015
Chapter 12, Addendum P
Examples Of Claims Submission Under Home Health Agency Prospective Payment System (HHA PPS)

FIGURE 12.P-11 CLAIM - CANCELLATION

The TOB changes to end in an 8, a Claim Change Reason Code (e.g., D6) is included, and the RHHI's ICN
that identified the original claim is included.
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