CARC Code 272 – Coverage/program guidelines were not met or were exceeded:
This denial indicates the claim was denied because the billed service did not meet the payer’s specific coverage criteria or exceeded program limitations. This could relate to frequency limits, age restrictions, diagnosis-to-procedure mismatches, or failure to meet medical necessity guidelines.
Next Steps:
Handling Denials for this CARC Code:
Before continuing with workflow, confirm whether the service billed complies with payer-specific coverage rules and clinical guidelines.
1. Use all available resources (Client system, Payer Portals, Payer Policies, Clinical Guidelines, Client SOPs, Standing Rules, PhyTech Workflows, etc.)
· Standing Rule Note: (Check Standing Rules and SOPs – Do NOT add to NEEDBACK if the client already has a standing rule to adjust off and/or adjust to CASH) – Apply the standing rule to your claim.
Next Steps:
1. Review the payer’s coverage policies for the procedure or service billed:
· Check for frequency limits, required diagnoses, age/gender applicability, and any prior authorization requirements.
2. Compare the claim details to these requirements to identify any discrepancies.
3. If the denial was valid based on policy limits:
· Adjust off the claim as appropriate per client instructions.
4. If the service was medically necessary and should be covered:
· Gather supporting documentation and submit an appeal or medical necessity letter to the payer.
5. Document all review steps and actions in the patient’s account for audit and tracking.

