
Instructions for Completing Medicaid Credit Balance Report 
 
Complete the “Medicaid Credit Balance Report” as follows: 

• Full name of facility as it appears on the Medicaid Records 

• The facility’s Medicaid provider number.  If the facility has more than one provider number, use a separate sheet for each number.  
DO NOT MIX 

• Circle the date quarter end 

• Enter year 

• The name and telephone number of the person completing the report.  This is needed in the event DMA has any questions regarding some 

item in the report 
Complete the date fields for each Medicaid balance by providing the following information: 

Column 1 – The last name and first name of the Medicaid recipient (e.g., Doe, Jane) 

Column 2 – The individual Medicaid identification (MID) number 

Column 3 – The month, day, and year of beginning service (e.g., 12/05/03) 

Column 4 – The month, day, and year of ending service (e.g., 12/10/03) 

Column 5 – The R/A date of Medicaid payment (not your posting date) 

Column 6 – The Medicaid ICN (claim) number 

Column 7 – The amount of the credit balance (not the amount your facility billed or the amount Medicaid paid) 

Column 8 – The reason for the credit balance by entering: “81” if it is a result of a Medicare payment; “83” if it is the result of a health insurance 

payment; “84” if it is the result of a casualty insurance/attorney payment or “00” if it is for another reason.  Please explain “00” credit 

balances on the back of the form. 

After this report is completed, total column 7 and mail to Third Party Recovery, DMA, 2508 Mail Service Center, Raleigh, NC  27699-2508. 



MEDICAID CREDIT BALANCE REPORT 
 
PROVIDER NAME:__________________________ CONTACT PERSON:  ___________________________________ 
PROVIDER NUMBER: _______________________ TELEPHONE NUMBER:  _________________________________ 
QUARTER ENDING:  (Circle one)  3/31 6/30 9/30 12/31    YEAR: _________________ 
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Circle one: Refund Adjustment Return form to: Third Party Recovery 
   DMA 
   2508 Mail Service Center 
 Raleigh, NC  27699-2508  
Revised 10/07 


