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By 2030, adults over 65 will make up 20% 
of the US population. How will primary 
care physicians have to adapt to meet the 
needs of an increasing number of adults 
with age-related health issues? With age, 

come many conditions that are first assessed 

and best managed in a primary care setting 

rather than in an ER or specialist office. 

Our aging population will increase demand 

on the health care system as a whole, but 

especially on primary care. Primary care 

offices will need to develop practices that 

are efficient and patient-centered to best 

meet this demand and to increase access to 

quality geriatric care. Coordination of care 

within teams will be critical. Primary care 

physicians have to let go of the traditional, 

one-to-one, physician-patient relationship 

and learn to embrace a collaborative, care-

team approach that leverages highly trained 

nurses, specialists, social workers, community 

resources, pharmacists, and home health 

service providers, working together to 

manage geriatric patient care plans. The 

bottom line is that we are going to need 

a lot more primary care providers, which 

means we’ll need systems and education 

programs that support and encourage young 

physicians to enter, and stay in, primary care.

Many geriatric patients face the challenge of 
both cognitive decline and multiple chronic 
conditions. How do you help them remember 
to take their medications, for example, or 
understand their health benefits, or even just 
make healthy choices at home to prevent 
additional comorbidities? Cognitive decline 

can be a major barrier to implementing and 

Name:  
Dr. William “Ross” Wadland

Specialties:  
Family Medicine, Geriatrics 

Practicing Since:  
2006

Provider Profile 

Qualifications: 
 • MD, Michigan State University, College of 

Human Medicine

 • Family Practice Residency, Maine Medical 

Center, Portland, ME

 • Fellowship, Geriatric Medicine, Maine 

Medical Center, Portland, ME

Dr. Wadland attended medical school in his home state of Michigan and first became 
interested in geriatric medicine during his Family Practice residency in Maine. As part 
of his subsequent fellowship at Maine Medical Center, he researched falls in the elderly 
and geriatric depression. Dr. Wadland’s work includes a combination of primary care, 
skill rehabilitation, inpatient medicine, medical education, and hospice care at various 
locations including Maine Medical Center (MMC), MMC Geriatric Center, and a number 
of elderly housing/skilled nursing facilities in Southern Maine. Board certified in Hospice 
and Palliative Medicine, Ross is also a staff physician at Hospice of Southern Maine’s 
Gosnell House. We recently spoke with Dr. Wadland about improving the geriatric 
patient experience, health outcomes, and cost of care in the primary care setting.

Professional Organizations: 
 • Board Certified by the American Geriatrics Society, the American 

Academy of Hospice and Palliative Medicine, and the American 

Academy of Family Physicians
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monitoring a treatment plan. The first and 

most important step is to identify and assess 

the level of decline. Many patients experience 

mild decline that goes unrecognized until 

they end up in the ER due to medication 

mismanagement. For patients with memory 

loss, medication reconciliation is fundamental 

to effective care.  I have the patient bring 

all medications to an office visit and review 

them together. Providing a printed medication 

list and encouraging use of a weekly pill box 

with assistance from a family member also 

can help. Frequency reminders, medication 

adherence phone calls and automatic pill boxes 

are also good options. Many pharmacies also 

do Medication Therapy Management (MTM) 

reviews which can be extremely helpful. 

Primary care physicians have a responsibility 

to keep the medication list as effective and 

simple as possible. The best way to avoid a 

mistake is to avoid unnecessary or potentially 

harmful medications in the first place.  

The New York Times recently ran an article 
about “deintensification” of health care 
as people age.1 The article discusses the 
idea that older adults with multiple chronic 
conditions can be overtreated and may suffer 
harm as a result. Should physicians manage 
markers such as blood pressure or glucose 
levels less aggressively as their patients 
age? Management of chronic conditions 

like hypertension and diabetes does need 

to change as a person ages. I try to avoid 

using phrases such as “less aggressive” or 

“withdrawing care” because they give the 

patient and his/her family mixed messages. 

But easing up on certain treatments and 

health goals is often appropriate with geriatric 

patients. For example, standard blood 

pressure and blood sugar guidelines may not 

be appropriate for older adults whose life 

expectancy is under 10 years or who have 

multiple chronic conditions that could be made 

worse by aggressive controls. With frail older 

adults it is important to have an individual care 

plan and to reassess medications on a regular 

basis as their condition changes over time. 

Many geriatric patients travel south for the 
winter. How do you maintain continuity of 
care with patients who are out of touch, 
and out of state, for half the year? Long-

distance care can be challenging. I try to 

schedule physicals before patients leave 

for the winter. We also use a patient portal 

to maintain regular communication. If 

someone has a tenuous health condition 

that may be exacerbated while they are 

away, I emphasize the risks and encourage 

the patient to reconsider travel plans.

Do you see an increase in fall-related injuries 
among your geriatric patients in the winter? 
How do you advise patients and their 
caregivers to avoid falls? Falls are a year-

round concern for a geriatrician. Most of my 

patients who are at the highest risk for falls 

are already homebound so I don’t necessarily 

see an increase among that population.  There 

definitely is a seasonal increase in falls among 

more active, independent adults, however.  

I talk to these patients about preparing 

for winter, getting help with maintaining 

walkways, using handrails, assistive devices, 

and traction devices on their shoes.  

What steps can younger adults take to better 
prepare for aging? Regular physical activity 

is so crucial to not only decreasing risk of 

chronic health conditions but also maintaining 

and promoting functional independence.  A 

common theme among my patients who are 

over 90 and have excelled at aging is that 

they have been lifelong walkers.  Staying 

engaged in your community and personal 

interests is also very important for health and 

well-being. The other aspect of aging that I 

try to preach is acceptance. Be realistic about 

how your body changes with age. Aging is 

not a disease, but a natural part of life. 
1http://mobile.nytimes.com/2015/11/10/health/some-older-
patients-are-treated-not-wisely-but-too-much.html?smid=fb-ny
times&smtyp=cur&referer=http://m.facebook.com&_r=0
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Our 5-Star 
Story and the 
Important Part 
You Play
For the second year in a row, 

Martin’s Point Generations 

Advantage plans are the only 

Medicare Advantage plans 

in Maine and New Hampshire to earn the 

highest-possible quality rating from Medicare. 

All of us here at Martin’s Point are extremely 

proud of our repeat 5-Star designation and 

we want to thank you for the important 

part you played in making it possible.

Earning 5 Stars is not something a health 

plan can do on its own—it requires the skill 

and commitment of health care providers like 

you and your dedicated teams, and the active 

engagement of our members (your patients) in 

maintaining and improving their own health.

How Your Work Connects to Medicare Star 
Ratings

The work you do every day to provide 

excellent care to your patients is directly 

connected to many of the measures CMS 

considers in its Star Rating process: 

 •   Delivering preventive care, including annual   

physical exams, recommended screenings, 

tests, and vaccines 

 •  Following best practices for 

diabetes care—monitoring 

A1C, kidney function, and 

annual retinal eye exams 

 •  Closely managing medication 

adherence for chronic 

conditions 

 •  Educating patients on fall 

risks and bladder control

We appreciate the 

focus you place on these care practices 

that are so important to the health of 

your patients and our members.

What are Medicare’s Quality Ratings and Why 
Do They Matter? 
Medicare uses a Star Rating System to 

measure the performance of Medicare 

Advantage and Part D Prescription Drug 

Plans. Ratings range from one to five stars. 

A 5-Star rating is considered excellent. Star 

ratings help Medicare beneficiaries compare 

plans based on quality and performance.  

What is an Overall Plan Rating and What Does 
Medicare Measure? 

An Overall Plan Rating is a summary of how 

well a plan has performed. Medicare uses 

information from member satisfaction surveys, 

plans, and health care providers to give 

overall performance star ratings to plans.

YOU
are one of the stars 

behind our stars!

THANK YOU
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For plans covering health services, the 

overall rating covers many different topics 

that fall into five main categories: 

 • Staying healthy. Whether members got 

various screening tests, vaccines, and other 

check-ups that help them stay healthy.

 • Managing chronic conditions. How often 

members with certain medical conditions 

got specific tests and treatments that help 

them manage their condition.

 • Member experience with the health plan. 
How members rate their satisfaction with  

the plan.

 • Member complaints and changes in the 
health plan’s performance. How often 

Medicare found problems with the plan, and 

how often members had problems with the 

plan. This also includes how much the plan’s 

performance has improved (if at all) over 

time.

 • Health plan customer service. How well the 

plan handles member appeals.

For plans covering drug services, the overall 

score for quality of those services covers topics 

that fall into four main categories:

 • Drug plan customer service. How well the 

plan handles member appeals.

 • Member complaints and changes in the drug 
plan’s performance. How often Medicare 

found problems with the plan, and how 

often members had problems with the plan. 

This also includes how much the plan’s 

performance has improved (if at all) over 

time.

 • Member experience with plan’s drug 
services. How members rate their 

satisfaction with the plan.

 • Drug safety and accuracy of drug pricing. 
How accurate the plan’s pricing information 

is, and how often members with certain 

medical conditions are prescribed 

drugs in a way that is safer and clinically 

recommended for their condition.

For plans covering both health and drug 

services, the overall score for quality of those 

services covers all of the topics above.

How Often are Plans Reviewed?

Medicare reviews and rates Medicare 

Advantage Plans and Part D Prescription 

Drug Plans every year and releases 

new ratings in the fall, so ratings can 

change from one year to the next.

What is a 5-Star Special Enrollment Period?

Medicare allows enrollments into 5-Star plans 

outside of their regular Annual 

Enrollment Period in the fall. Medicare 

beneficiaries can switch to a 5-Star 

Medicare Advantage Plan or Medicare 

Prescription Drug Plan once from December 

8, 2015 through November 30, 2016.

If you would like to learn more about Medicare’s 

Star Rating System, visit www.Medicare.gov or 

www.MartinsPoint.org/Stars

Working Together to Provide 5-Star 
Experiences and Outcomes

We look forward to working with you in the 

year ahead as we strive together to improve 

the health of our shared community. Through 

our continued focus on service and care-

management programs, and your attention 

and skill in managing our members’ health, 

we believe we can provide the highest quality 

health care experiences and outcomes for our 

members well into the future. 

If we can help you in any way as you care for 

our members, you can always reach us at  

1-888-732-7364. Thank you, again, for the 

excellent work that you do and for being a 

tremendous partner in caring for our  

members. 
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Two Free Preventive Care Services in One Appointment 

Two of the most important preventive-care benefits we cover at 100 percent are the Annual 
Physical Exam and Medicare’s Annual Wellness Visit. We encourage our members to receive 

both of these services each year, because together they serve as the primary platform for the 

annual assessment and documentation of each member’s health—promoting early detection 

and treatment of acute and chronic conditions and facilitating member access to free disease 

management programs we offer for certain chronic conditions. 

We encourage our members to schedule these two services back-to-back in one longer 

appointment. This more comprehensive visit affords the time for provider and patient to discuss 

and document health conditions, set goals, and create a health plan for the upcoming year. 

Comprehensive Preventive Care Covered at 100%

Annual Physical Exam 
A hands-on examination, including:

 • Height, weight, blood pressure, and body 

mass index (BMI)

 • Full physical exam of all systems

 • Discussing the following:

• Medical history, current conditions

• Individual risk factors

• Treatment options

 • Ordering tests/screenings

 • Documenting diagnosis codes for all 

current conditions

Medicare Annual Wellness Visit 
A conversation with your patient about:

 • Current and future health goals

 • A plan to reach them

 • Recommended preventive services 

 • Current medications

 • Activity levels and mental health

 • Managing bladder control issues

 • How to reduce fall risks

Generations Advantage members pay $0 

for their Annual Physical Examination and 

Medicare Annual Wellness Visit when delivered 

by an in-network provider. And, you can bill 

us separately for these services in the same 

plan year (whether they are performed on 

the same date of service as a longer, more 

comprehensive visit, or on different dates  

of service.)

 • Annual Physical Examination Billing 
Codes: 99387/99397 

 • Annual Wellness Visit Billing Codes: First 

Visit: G0438, Subsequent Visit(s): G0439 

For more information on Generations 

Advantage benefits and coverage, please visit 

https://ForProviders.MartinsPoint.org/Tools/

Benefits-and-Eligibility. 

Generations Advantage  
Comprehensive Preventive-Care 
Coverage
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Retrospective Authorization Request  
Process Change
Retrospective authorization requests are for 

services that have already been rendered (or 

will be imminently) for which preauthorization 

was not obtained. Effective January 1, 2016, our 

retrospective authorization request guidelines 

and submission protocols are as follows:

US Family Health Plan Retrospective 
Authorization Requests 

We will review retrospective authorization 

requests for all qualified care, before or 

after claim submission. Both participating 

and nonparticipating providers may submit 

requests using our Authorization Form 

(https://ForProviders.MartinsPoint.org/Tools/

Preauthorizations). 

Generations Advantage Retrospective 
Authorization Requests 

Martin’s Point will review retrospective 

authorization requests for Generations 

Advantage members only under the following 

circumstances:

 • Urgent/Emergent: Applies when a prudent 

layperson would consider that waiting for 

preauthorization could seriously jeopardize 

the life or health of the member, or the 

member’s ability to regain maximum 

function. Or, it is the servicing practitioner’s 

opinion that waiting for preauthorization 

would subject the member to severe 

pain that cannot be adequately managed 

without the requested service. For urgent/

emergent services occurring after normal 

business hours, providers must call us at 

1-888-339-7982 the next business day 

with the member’s name, date of birth, the 

facility name and contact information, the 

date of admission, the attending physician, 

and the admitting diagnosis. Documentation 

is required. 

 • Unable to Know: Applies when the provider 

did not have, and was unable to obtain, 

the patient’s insurance information prior 

to a service being rendered. Acceptable 

circumstances include: 

• Unresponsive patients delivered to an 

emergency room with no identification, 

or children requiring immediate medical 

attention who are delivered to a medical 

facility by someone other than their 

parent.

• The patient provided current insurance 

information prior to the service and the 

provider verified that the coverage was 

in force at time of treatment, but post-

service, it was discovered that another 

health plan is primary and responsible for 

coverage.  

  This category does not include situations 

where the provider was able to 

communicate with the patient prior to 

giving treatment, but insurance coverage 

information was not obtained and/or was 

not verified preservice. Nor does it include 

situations in which the provider may have 

had insurance information on file for the 

patient and assumed it was still in force, 

or may have requested and copied the 

patient’s insurance card, but failed to verify 

coverage preservice, and later discovered 

that the member was not eligible for 

coverage.

 • Not Enough Time: Applies when the patient 

requires immediate or very near-term 

medical services that are typically related 

to a service already being performed 

(e.g., diagnostic, office visit, surgery, etc.). 

Acceptable reasons include: 

• Patient is seen by a provider who identifies 

an acute need for hospital admission.  

• Patient is undergoing a procedure (which 
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We’ve Moved!
We recently moved our “For Providers” web content to a new address:  

www.ForProviders.MartinsPoint.org. Please visit when you have a moment. You’ll notice a few changes:

Navigation: You will still be able to navigate from the home page to specific topics of interest using 

the links on the bottom half of the home page. And now, you will also be able to use the Tools, 

Resources, Provider Manual, and Contact Us drop-down menus in the yellow bar shown below.

may or may not require preauthorization) 

that evolves into a different/more-complex 

procedure or, during the procedure, 

the provider identifies the need for an 

additional surgery or procedure, which is 

scheduled for the same day. 

  “Not Enough Time” situations do not 

include those in which the provider renders 

a service that is considered experimental 

or investigational, and/or is not a covered 

benefit. 

Please do not submit retrospective 
authorization requests for services rendered 
to Generations Advantage members unless 
your situation meets one of these criteria. 
If it does, please submit your request with 
documentation that supports the “Urgent/
Emergent,” “Unable to Know,” or “Not Enough 
Time” exception. We will first assess the 
criteria for coverage and then for medical 
necessity.

 • Participating providers seeking retrospective 

authorization for services rendered to a 

Generations Advantage member must 
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Articles: Learn more about how to do business with Martin’s Point and catch up on 

trending topics such as “Diabetes Care Protocols” and “Mentorship in the Practice.”

New URLs: If you bookmarked any pages on the old site, those links will automatically redirect 

you to the new pages. But, you may want to update your bookmarks when you have a moment.

 • Claims: Review claim submission guidelines or check the status of a claim at  

https://ForProviders.MartinsPoint.org/Tools/Claims

 • Authorizations: Review our authorization requirements or check the status of a request at 

https://ForProviders.MartinsPoint.org/Tools/Preauthorizations

 • Credentialing: Review our credentialing guidelines and forms at  

https://ForProviders.MartinsPoint.org/Tools/Credentialing

 • Update Your Info: Notify us of provider or facility information changes at  

https://ForProviders.MartinsPoint.org/Tools/Update-Your-Info

 • PCP Report Tool: Generate reports on your Martin’s Point patient panels at  

https://ForProviders.MartinsPoint.org/Tools/PCP-Report-Tool

 • Benefits and Eligibility: Review health plan benefits or check member eligibility at  

https://ForProviders.MartinsPoint.org/Tools/Benefits-and-Eligibility

 • Pharmacy: Check our drug formularies and authorization requirements at  

https://ForProviders.MartinsPoint.org/Tools/Pharmacy

 • Health Management: Learn about free health management programs available to our members 

at https://ForProviders.MartinsPoint.org/Resources/Health-Management

 • Provider Newsletter: Read current and past issues of our provider newsletter at  

https://ForProviders.MartinsPoint.org/Resources/Provider-Newsletter

 • Quality and Compliance: Learn about our quality and compliance programs at  

https://ForProviders.MartinsPoint.org/Resources/Quality-and-Compliance

 • Provider Manual: Find comprehensive information about our policies and procedures at 

https://ForProviders.MartinsPoint.org/Provider-Manual

Please call our Provider Inquiry Team at 1-888-732-7364 with any questions. 

file a claim for that service, wait for claim 

denial, and then submit an Authorization 

Form (https://ForProviders.MartinsPoint.

org/Tools/Preauthorizations). Please do not 

submit a request for claim adjustment.

 • Nonparticipating providers seeking 

retrospective authorization for services 

rendered to a Generations Advantage 

member must file a claim for that service, 

wait for claim denial, and then initiate the 

claim appeal process at https://Medicare.

MartinsPoint.org/Member-Toolkit/

Grievances-and-Appeals. 

Questions? Please visit https://ForProviders.

MartinsPoint.org or call 1-888-732-7364. 
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Claims Corner
Billing Guidance for Noncovered Services Delivered to Generations Advantage Members 

Did you know that Advanced Beneficiary Notices of Noncoverage (ABNs) may not 

be used by providers to notify Martin’s Point Generations Advantage members that 

a service is not covered? For Generations Advantage plan members, an Integrated 
Denial Notice (IDN), also known as an “organization determination,” is required. 

On May 5, 2014, The Centers for Medicare & Medicaid Services (CMS) issued a memo 

entitled “Improper Use of Advance Notices of Non-coverage” which affects Generations 

Advantage provider agreements. The memo explains what a provider must do to 

charge a Medicare Advantage member for noncovered services. In the past, Medicare 

Advantage members were often billed for noncovered services when the provider 

obtained a detailed waiver or an Advance Beneficiary Notice-like document from the 

member preservice. However, CMS has stated that providers may not use this waiver 

process with members of Medicare Advantage plans; instead, they must follow the 

preservice organization determination process as defined by CMS. Generations Advantage 

is a Medicare Advantage program and therefore falls under these requirements.  

What is an ABN?

ABNs were established for Original Medicare to notify members that a service is not 

covered under the original Medicare program. ABNs are issued preservice by providers 

to Original Medicare beneficiaries to allow sufficient time to consider their options. 

What is an IDN?

An IDN is a plan-issued coverage determination notice, also known as an organization 

determination. Upon denial, in whole or in part, of a Medicare Advantage member’s request 

for coverage, Medicare Advantage plans are required to issue an IDN. The IDN informs 

enrollees of the specific reason for the denial as well as their appeal rights under the Medicare 

Advantage program. The use of noncompliant advance notices of noncoverage by providers 

diminishes the member’s protections that are part of the organization determination process. 

Potential Scenario ABN IDN (Organization Determination) 

Applies to? Original Medicare Medicare Advantage Plans

Who can issue the notice? Providers Medicare Advantage Plans 

Appeal rights included? No Yes 

Participating Generations Advantage providers have contractually agreed that, except 

for the collection of copayments, coinsurance, deductibles, payments for noncovered 

services, or payments for covered services provided after their agreement is terminated, 

in no event, shall they bill, charge, collect a deposit from, or seek any recourse against 

any member or person acting on a member’s behalf, for covered services. The Member 
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shall be held harmless from any liability for payment and the provider shall look solely 

to Martin’s Point Generations Advantage for payment for covered services. 

This does not prohibit the collection of amounts due for services that have been identified 

in advance as noncovered, provided the Member has been notified of his/her financial 

obligation in accordance with the CMS regulations for Medicare Advantage organizations. 

CMS regulations require that a coverage determination be made with a standard denial 

notice for a noncovered service. If prior to rendering the service, the provider obtains, 

or instructs the member to obtain, a coverage determination for a noncovered service, 

the member can be held financially responsible for such noncovered services. 

How to Request an IDN or Organization Determination

Providers (the member’s PCP or the servicing provider/facility) may request a 

preservice organization determination using our Authorization Request Form 

(available online at https://ForProviders.MartinsPoint.org/Tools/Preauthorizations) 

or, by calling 1-888-339-7982, 8 am–4:30 pm EST, Monday through Friday.

Failure to Obtain a Preservice Organization Determination

If a provider supplies noncovered services to a member without following the preservice 

organization determination process, the provider must hold the member harmless for the 

noncovered services and cannot charge the member any amount beyond any applicable cost-

sharing amounts (i.e., copayments, coinsurance, and/or deductibles). If a provider fails to follow 

the CMS-mandated process before supplying noncovered services, the provider will not be 

entitled to reimbursement from Generations Advantage or the member for those services.

In compliance with CMS guidance, Martin’s Point no longer accepts Advance Beneficiary 

Notices or similar waivers from providers seeking to charge Generations Advantage members 

for noncovered services.  Thank you for your cooperation with this federal mandate. 

For more information, please refer to chapters 4 and 13 of the 
Medicare Managed Care Manual at: https://www.cms.gov/ 
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TRICARE “No Government Pay List” 
Reminder
The Department of Health Affairs oversees a 

list of services/items titled “No Government 

Pay List” (NPG). The list is comprised of CPT 

and HCPC codes (or other experimental drugs 

or services without defined codes) that the 

government has deemed “noncovered” for 

TRICARE beneficiaries. Martin’s Point US 
Family Health Plan members cannot be held 
liable for the services on this list unless a 
signed Patient Financial Responsibility Form 
was obtained prior to rendering the service. 

Per the TRICARE Policy Manual: “If the 

beneficiary did not know, or could not 

reasonably be expected to know, that certain 

services were potentially excludable from the 

TRICARE Basic Program by reason of being 

not medically necessary, not provided at an 

appropriate level, custodial care, or other 

reason relative to reasonableness, necessity 

or appropriateness, then the beneficiary 

will not be held liable for such services.”

For more information, please visit:

 • TRICARE No Government Pay List:  
http://health.mil/Military-Health-

Topics/Business-Support/Rates-and-

Reimbursement/No-Government-Pay-

Procedure-Code-List

 • Patient Financial Responsibility Form: 
https://forproviders.martinspoint.org/Tools/

Claims

 • TRICARE Policy Manual:  
http://manuals.tricare.osd.mil/

DisplayManual.aspx?SeriesId=POLICY 
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Electronic Funds Transfer/Direct Deposit 
Authorization Form
Electronic funds transfer (EFT) is the electronic 

transfer of money from one bank account 

to another, either within a single financial 

institution or across multiple institutions, 

through computer-based systems and without 

the direct intervention of bank staff. Also 

known as “Direct Deposit,” Martin’s Point 

EFT service is available to providers who 

have first signed up to receive Martin’s Point 

Electronic Remittance Advices (ERAs/835s). 

EFT Service Request Instructions 

1.  Contact your claims clearing house 
directly to request Electronic Remittance 
Advices (ERA/835 files). We offer 

three Electronic Data Interchange 

(EDI/clearing house) partners: 

 • Emdeon Business Services:  
1-800-845-6592 

Martin’s Point Payor ID: 53275 

 • Office Ally: 1-866-575-4120  

Martin’s Point Payor ID: MPHC1 

 • Relay Health: New users 1-866-735-2963 

Current users 1-800-527-8133  

Martin’s Point Payor ID: MPHC2 

2.  After you have received your first 835 
file, please complete and submit our EFT/

Direct Deposit Authorization Form (https://

forproviders.martinspoint.org/Tools/Claims) 

to request EFT service. You may also use 

this form to change or cancel EFT service 

in the future. If changes are made to a bank 

account (e.g., financial institution or a new 

account number), another form must be 

submitted to Martin’s Point Health Care. 

3.  To ensure legibility, please type or clearly 
print all requested information. 
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Claim Adjustment, Correction, Replacement, 
and Void Requests
Effective January 1, 2016, Martin’s Point will reject all claim adjustment, correction, replacement, 

and void requests that do not include the Martin’s Point claim number from the claim 

that is being adjusted, corrected, replaced, or voided. This applies to both Martin’s Point 

Generations Advantage and the US Family Health Plan. Use the original claim number if 

you want to adjust, correct, replace, or void the original claim. Use the previously-adjusted 

claim number if you want to adjust, correct, replace, or void a previously-adjusted claim.

Electronic adjustment, correction, replacement, and void requests

When submitting your request electronically, please make sure that within Claim Loop 2300:

CLM05-3: Claim Frequency Code

 • Must include the number ‘7’ if you want to adjust, replace, or correct the original claim. 

Example: CLM*A37YH566*500***11::7*Y*A*Y*Y*C 

 • Must include the number ‘8’ if you want to void the original claim.  

Example: CLM*A37YH566*500***11::8*Y*A*Y*Y*C

REF—Payer Claim Control Number 

 • A new REF segment which contains a REF01 must contain the value ‘F8’ and REF02. 

 • Must contain the Martin’s Point claim number from the claim that is being adjusted, corrected, 

replaced, or voided. Example: REF*F8*12345E06789

REF Payer Claim Control Number 1 S 2300

REF01 Reference Identification Qualifier ID 2–3 R F8

REF02 Claim Original Reference Number AN 1–50 R

Add a new segment (NTE*ADD*) explaining the reason for the claim 

adjustment, replacement, correction, or void request. For example: 

 • NTE*ADD*Adjusted Claim—CPT Code change from 93010 to 99284 

 • NTE*ADD*Adjusted Claim—Added 3 new Service Lines and Charges

 • NTE*ADD*Adjusted Claim—Removed Service Line 

 • NTE*ADD*Adjusted Claim—Modifier GF added to CPT Code 99284 

 • NTE*ADD*Voided Claim

Paper adjustment, correction, replacement, and void requests

CMS/HCFA-1500 Claims 

 • Box 22: RESUBMISSION CODE (Claim Frequency Code): Enter ‘7’ if you want to adjust, replace 

or correct a claim. Enter ‘8’ if you want to void a claim. 

 • Box 22: ORIGINAL REF. NO. (Original Reference Number): Must contain the Martin’s Point claim 

number from the claim that is being adjusted, corrected, replaced, or voided.
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 • Box 26: PATIENT’S ACCOUNT NO. (Patient Account Number): Must contain the patient account 

number from the original claim. 

UB-04 Claims

 • Box 3a: PAT CNTL # (Patient Control Number): Must contain the patient control number from 

the original claim. 

 • Box 4: TYPE OF BILL: Last digit must be ‘7’ to adjust, replace, or correct a claim. Last digit 

must be ‘8’ to void a claim.

 • Box 64—DOCUMENT CONTROL NUMBER: Must contain the Martin’s Point claim number from 

the claim that is being adjusted, corrected, replaced, or voided.

Submission Instructions:

Claim adjustment requests may be submitted only after the original claim has been paid or 

denied. Both participating and nonparticipating providers must file requests for claim adjustment 

within 120 days from the remittance date. Electronic submission is strongly encouraged and 

in most cases, no form is required. For example, if you want to change or add a code, billing 

amount, unit count, or modifier, simply submit another claim with the corrected information 

and the Martin’s Point claim number from the claim that is being adjusted or corrected. 

If your claim dispute pertains to one of the following situations, you may complete and 

submit our Claim Dispute Form (https://forproviders.martinspoint.org/Tools/Claims).

 • Code Review: Supporting clinical documentation is required.

 • Contract Terms: You believe the claim was not paid in accordance with negotiated terms. 

 • Coordination of Benefits: The original claim could not be processed completely until 

information from another insurer was received.

 • Duplicate Claim: The original denial was due to a duplicate claim submission. 

 • Filing Limit: The original claim was denied for untimely filing. 

 • Request for Additional Information: The original claim was denied due to missing or incomplete 

information.

 • Retraction of Payment: You are requesting a retraction of an ENTIRE payment (e.g., wrong 

provider paid, incorrect provider information, patient not on provider panel, service not 

performed, etc.).

If you wish to dispute a claim that was denied for lack of authorization, do 

not submit a Claim Dispute Form. Please submit an Authorization Form 

(https://ForProviders.MartinsPoint.org/Tools/Preauthorizations).

Patient Control Numbers

Please also make sure the patient control number on your adjustment request also matches 

that on the original claim. We understand that some practice management systems 

may automatically assign a new patient control number each time you create a claim. 

However, our system will automatically pend your claim adjustment request if the patient 

control number does not match the original claim. This will cause processing delays.



PO Box 9746

Portland, Maine 04104–5040

www.MartinsPoint.org

Please visit https://ForProviders.MartinsPoint.org/ for more information on the topics covered in this 
newsletter and to review the Martin’s Point provider manual. You may also call 1-888-732-7364 with 
any questions or to request paper copies of any of the information on our website. 
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