
359 Report – Monthly Aging Report (A/R Report) 

 

This report runs at the first of the month and has invoicing information through the end of the previous month.  

You should only have Medicaid payors on this report – with the exception of Contracts, payor code 8. This 

report shows invoices that are unresolved and are listed on the A/R screen (PARI screen).  These invoices can 

range from current to over 90 days old.  The current invoices do not need to be researched.  Any invoice 30 

days old or more needs to be examined. 

 

If the claim’s date of service is over one year old (12 months), write it off.  However, first verify the claim(s) 

will not be paid due to a large-scale claim issue (e.g. incorrect denials, errors) with the payor.   

 

Check the Medicaid/MCO Denied Reports (578, 678, etc.) to see if the problem has already been addressed.  

Check KY HealthNet and the MCO provider portal to determine if coverage was valid for date of 

service (DOS).  If coverage was valid for DOS, the invoice needs to be re-billed.  If coverage was invalid for 

DOS, you will need to correct the coverage (if it exists with another Medicaid payor) and re-bill or take the 

necessary steps to write off.   

 

In many instances, the problem will have already been addressed under the Medicaid/MCO Denied Reports. 

 

 

 



459 Report – Monthly Aging Report   
 

This report also runs monthly.  It is similar to the 359 however it is a district snapshot by payor code.   

 



578, 678, 878 etc. Medicaid Claims Denied (Weekly Report) 

 

Medicaid/MCO remittance reports run on Monday nights.  This report should be available on Tuesday 

mornings.  This report shows all information concerning the service and invoice and the reason for denial.  It 

also shows the ICN number that will match up to remittance reports.  The reason for denials should be 

researched.  If invoice is actually invalid and the claim will not pay (i.e. invalid Medicaid coverage, 

duplicate billing) you will take the necessary steps to write it off.  If the claim needs corrections, make 

them and re-bill.   Corrections and re-bills can do done through CDP’s system or on payor portals when 

available.  

 

 

  

 



306 Report – Medicaid Billing Error Listing (Rejected claims from CDP) 

 

Medicaid billing runs on Sunday nights and this report should be available on Monday mornings.  This report 

lists services that CDP was unable to send to Medicaid because of errors.  The rejection reason needs to 

be researched and corrected.  Once the correction is made, the service will be picked up by CDP and sent to 

Medicaid for processing.  The rejection will stay on this report until it is corrected. 

 

 
 

  

 



 

277 Clearing House Rejects and Acceptance Report – Rejected and Accepted Claims        

by Payor.   These reports need to be reviewed and rejected claims need to be addressed.           

 

 

 
 

 

 



432 Report – Medicaid Claims Paid (Weekly Report) 

 

Medicaid remittance reports run on Monday nights.  This report should be available on Tuesday mornings.  

The report shows the amount billed and the amount paid.  If only part of an invoice was paid, the reason code 

is listed. 

 

If non-payment or denial is legitimate then write off the open amount.  If you feel you received an 

erroneous denial or under-payment, make corrections and rebill.  If you feel no corrections are necessary and 

it is an error on the payor’s part, contact your MCO provider representative.  If the MCO provider’s 

response/resolution is not satisfactory, contact Local Health Operations to see if further assistance is available.  

If paid claims are not auto-posted by CDP they will need to be posted manually.   

 

 

 



319 Report – Patient Encounters Entered Daily (PEFs) 

 

This report shows what PEFs were entered into the system the previous day.  To work this report, match the 

previous day’s PEFs to the names on the report to determine that all PEFs have been entered. 

 

If a PEF on the report was not entered, it needs to be entered using the correct date of service.  In order 

to ensure timely filing per payor guidelines, be sure to enter patient encounter data timely into the system.   

 

 
 

  



850 Report – Outstanding PEF Report (Daily, if applicable) 

 

This report shows open and voided PEFs.  If the status says “open”, it means a PEF label was made but the 

PEF was not entered or voided.  You must determine what occurred with the PEF – if it needs to be entered 

or voided.  The voided PEF is just for your records.  That information will be deleted from the next report. 

 

This report is cumulative for open PEFs.  The PEF information will remain on this report until it is cleared 

up. 

 

 
 

  



308 Weekly Medicaid Invoice Register – There will be another number at the end of 308_ to represent the 

designated Medicaid/MCO payor number (e.g., 2, 3, etc.).   

 

 
 

 

 

 

 


