CARC CODE CO109 - Wrong Insurance/Other Primary Insurance
Description - This denial means the claim was submitted to the wrong payer or the service is not covered under the patient’s current insurance plan.
Next Steps: 
Handling Denials for this CARC Code: 
Before continuing to workflow Please ensure we are using all available resources to determine the appropriate authorization information. Consider the following scenarios when a claim is denied for lack of authorization: 
1. Use all available resources (Client system, Payer Portals, Payer Policies, Client SOP’s, Standing Rules, PhyTech Workflows, etc…)
a. Standing Rule Note:  (Check Standing Rules and SOP’s - Do NOT add to NEEDBACK if client already has a standing rule to adjust off and/or adjust to CASH) – Apply the standing rule to your claim.
*Action: Use available resources to determine the correct insurance based on eligibility and the client system.
1. Check PHI Eligibility
1. Check Client System
1. Verify Provider Portals
0. If correct insurance is found:
0. Update Insurance in PHI for all applicable DOS/Claim(s)
0. Check Eligibility
0. Rebill Claim to correct primary insurance. 
2. Problem Type: REBILL
2. NA Date: 22 days from the rebill date
0. If correct insurance is NOT found:
1. Add the claim to the client needback list.
1. Problem Type: NEEDBACK
1. NA Date: 5 days
1. Reassign to: ZZ-Needback work queue
Next Steps:
Please review, research, and resolve these claims to ensure we obtain the appropriate payments.
*****Note: Medicare Part A as Primary – Review All Account Notes Carefully
If the patient has Medicare Part A only (no Part B), the listed secondary insurance should be treated as the primary payer.
Steps to follow:
· Remove Medicare Part A as the primary insurance.
· Reorder the insurance so that the secondary becomes the primary.
· Submit the claim to the secondary insurance as the primary payer.
Pay close attention to account notes that include MEDICARE PART A ONLY—this is a key indicator that the above steps need to be taken.
General Expectation
All team members must exhaust all internal efforts to resolve claims and secure payment before requesting additional information from the client.


