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Professional Providers-ACA Requirements for Ordering Providers

On February 28, 2017 an RA message was published to address the ACA requirement that
professional services providers include the ordering provider NPl number on claims submitted to
Medicaid for reimbursement. This message is also available for review on the lamedicaid.com
home page. Updated billing instructions to assist providers with meeting this requirement are
being provided below for convenience (scroll down to view updated instructions). Updates to
the billing instructions located in the professional services manual at lamedicaid.com are
forthcoming. Questions regarding this message, the updated billing instructions, and/or fee for
service claims should be directed to Molina Provider Relations at (800) 473-2783 or (225) 924-
5040.

March 2017



CMS 1500 (02/12) INSTRUCTIONS FOR
PROFESSIONAL SERVICES

Field/ltem # [Description Instructions Alerts
1 Medicare / Medicaid |Required -- Enter an “X” in the
/ Tricare / ChampVA |box marked Medicaid (Medicaid

/ Group Health Plan
/| FECA Blk Lung

#).

la

Insured’s I.D.
Number

Required — Enter the recipient’s
13 digit Medicaid ID number
exactly as it appears when
checking recipient eligibility
through MEVS, eMEVS, or REVS.

NOTE: The recipients’ 13-digit
Medicaid ID number must be used
to bill claims. The CCN number
from the plastic ID card is NOT
acceptable. The ID number must
match the recipient’s name in
Block 2.

Patient’'s Name

Required — Enter the recipient’s
last name, first name, middle
initial.

Patient’s Birth Date

Sex

Situational — Enter the recipient’s
date of birth using six (6) digits
(MM DD YY). If there is only one
digit in this field, precede that digit
with a zero (for example, 01 02
07).

Enter an “X” in the appropriate
box to show the sex of the
recipient.

Insured’s Name

Situational — Complete correctly
if the recipient has other
insurance; otherwise, leave blank.

Patient’s Address

Optional — Print the recipient’s
permanent address.

Patient Relationship
to Insured

Situational — Complete if
appropriate or leave blank.

Insured’s Address

Situational — Complete if
appropriate or leave blank.

Reserved For NUCC
Use

Leave Blank.




Field/ltem #

Description

Instructions

Alerts

9

Other Insured'’s

Situational — Complete if

Name appropriate or leave blank.
9a Other Insured’s Situational — If recipient has no |[ONLY the 6-digit code
Palicy or Group other coverage, leave blank. should be entered for
Number commercial and
Medicare HMO's in this
If there is other commercial field.
insurance coverage, the state
assigned 6-digit TPL carrier code |DO NOT enter dashes,
is required in this block. The hyphens, or the word
carrier code is indicated on the TPL in the field.
Medicaid Eligibility Verification
(MEVS) response as the Network |NOTE: DO NOT ENTER
Provider Identification Number. A 6 DIGIT CODE FOR
TRADITIONAL
Make sure the EOB or EOBs from [MEDICARE CLAIMS.
other insurance(s) are attached to
the claim.
9 RESERVED FOR Leave Blank.
NUCC USE
9c RESERVED FOR Leave Blank.
NUCC USE
9d Insurance Plan Situational — Complete if
Name or Program |appropriate or leave blank.
Name
10 Is Patient’s Situational — Complete if
Condition Related |appropriate or leave blank.
To:
11 Insured’s Policy Situational — Complete if
Group or FECA appropriate or leave blank.
Number
lla Insured’s Date of Situational — Complete if
Birth appropriate or leave blank.
Sex
11b Other Claim ID Leave Blank.
(Designated by
NUCC)
llc Insurance Plan Situational — Complete if
Name or Program  |appropriate or leave blank.
Name
11d Is There Another Situational — Complete if
Health Benefit Plan? |appropriate or leave blank.
12 Patient’s or Situational — Complete if

Authorized Person’s

appropriate or leave blank.




Field/ltem #

Description

Instructions

Alerts

Signature (Release
of Records)

13 Insured’s or Situational — Obtain signature if
Authorized Person’s |appropriate or leave blank.
Signature (Payment)

14 Date of Current Optional.
lliness / Injury /
Pregnancy

15 Other Date Leave Blank.

16 Dates Patient Optional.
Unable to Work in
Current Occupation

17 Name of Referring |Situational — Complete if For LA Medicaid other

Provider or Other
Source

applicable.

In the following circumstances,
entering the name of the
appropriate physician is required:

e If Services are performed at
the request of an ordering
provider:

Enter the applicable qualifier
to the left of the vertical, dotted
line to identify which provider
is being reported.

o DK Ordering Provider

Enter the name (First Name,
Middle Initial, Last Name)
followed by the credentials of
the professional who ordered
the service(s) or supply(ies) on
the claim.

e If services are performed by
an independent laboratory,
enter the NPI and name of the
ordering physician.

e If the recipient is a lock-in
recipient and was referred to
the billing provider for
services, enter the lock-in
physician’s name.

e |f ACA services are delivered

source is defined as the
ordering provider. The
ordering provider is
required. Referring
provider is not required.




Field/ltem # |Description Instructions Alerts
by a PA or APRN, the name of | This requirement ended
the supervising ACA certified |with date of service
physician is required in this 01/01/2015.
field.
17a Other ID# Situational — Complete if
applicable.
If 17 is completed, 17A is Enter the 7-digit
required. Medicaid ID Number
here.
17b NPI # Situational — Complete if
applicable.
The 10-digit NPI Number
If 17 is completed, 17B is is required when 17 or
required. 17A is complete.
18 Hospitalization Optional.
Dates Related to
Current Services
19 Additional Claim Leave Blank.
Information
(Designated by
NUCC)
20 Outside Lab? Optional.
21 ICD Ind. Required — Enter the applicable |The most specific

Diagnosis or Nature
of lllness or Injury

ICD indicator to identify which
version of ICD coding is being
reported between the vertical,
dotted lines in the upper right-
hand portion of the field.

9 ICD-9-CM

0 ICD-10-CM

Required — Enter the most
current ICD diagnosis code.

NOTE:

ICD-9-CM Diagnosis Codes
beginning with “E” or “M” are
not acceptable for any
Diagnosis Code.

ICD-10-CM “V”, “W", “X", & “Y”

diagnosis codes must be
used. General codes are
not acceptable.

ICD-9 diagnosis codes must
be used on claims for dates
of service prior to 10/1/15.

ICD-10 diagnosis codes must
be used on claims for dates
of service 10/1/15 forward.

Refer to the provider notice
concerning the federally
required implementation of
ICD-10 coding which is
posted on the ICD-10 Tab at
the top of the Home page
(www.lamedicaid.com).




Field/ltem #

Description

Instructions

Alerts

series diaghosis codes are not
part of the current diagnosis file
and should not be used when
completing claims to be
submitted to Medicaid.

22

Resubmission
and/or Original
Reference Number

Situational. If filing an adjustment
or void, enter an “A” for an
adjustment or a “V” for a void as
appropriate AND one of the
appropriate reason codes for the
adjustment or void in the “Code”
portion of this field.

Enter the internal control number
from the paid claim line as it
appears on the remittance advice
in the “Original Ref. No.” portion of
this field.

Appropriate reason codes follow:

Adjustments
01 = Third Party Liability Recovery

02 = Provider Correction

03 = Fiscal Agent Error

90 = State Office Use Only —
Recovery

99 = Other

Voids

10 = Claim Paid for Wrong
Recipient

11 = Claim Paid for Wrong
Provider

00 = Other

To adjust or void more
than one claim line on a
claim, a separate form is
required for each claim
line since each line has
a different internal
control number.

23

Prior Authorization
Number

Situational — Complete if
appropriate or leave blank.

If the services being billed must
be Prior Authorized, the PA
number is required to be entered.

24

Supplemental
Information

Situational — Applies to the detail
lines for drugs and biologicals
only.

In addition to the procedure code,

Physicians and other
provider types who
administer drugs and
biologicals must enter
drug-related information




Field/ltem #

Description

Instructions

Alerts

the National Drug Code (NDC) is
required by the Deficit Reduction
Act of 2005 for physician-

administered drugs and shall be

entered in the shaded section of
24A through 24G. Claims for
these drugs shall include the
NDC from the label of the
product administered.

To report additional information
related to HCPCS codes hilled in
24D, physicians and other
providers who administer drugs
and biologicals must enter the
Qualifier N4 followed by the 11-
digit NDC. Do not enter a space
between the qualifier and the
NDC. Do not enter hyphens or
spaces within the NDC.

Providers should then leave one
space then enter the appropriate
Unit Qualifier (see below) and
the actual units administered in
NDC UNITS. Leave three spaces
and then enter the brand name as
the written description of the drug
administered in the remaining
space.

The following qualifiers are to be
used when reporting NDC units:

F2 International Unit

ML  Milliliter
GR Gram
UN Unit

in the SHADED section
of 24A — 24G of
appropriate detail lines
only.

This information must
be entered in addition to
the procedure code(s).

Please refer to the NDC
Q&A information posted
on lamedicaid.com for
more details concerning
NDC units versus
service units and entry
of NDC numbers with
less than 11 digits.

24A

Date(s) of Service

Required -- Enter the date of
service for each procedure.

Either six-digit (MM DD YY) or
eight-digit (MM DD YYYY) format
is acceptable.




Field/ltem #

Description

Instructions

Alerts

24B

Place of Service

Required -- Enter the appropriate
place of service code for the
services rendered.

24C

EMG

Situational — Complete if
appropriate or leave blank.

24D

Procedures,
Services, or
Supplies

Required -- Enter the procedure
code(s) for services rendered in
the un-shaded area(s).

If a modifier(s) is required, enter
the appropriate modifier in the
correct field.

24E

Diagnosis Pointer

Required — Indicate the most
appropriate diagnosis for each
procedure by entering the
appropriate reference Letter (“A”,
“B”, etc.) in this block.

More than one
diagnosis/reference number may
be related to a single procedure
code.

24F

$Charges

Required -- Enter usual and
customary charges for the service
rendered.

24G

Days or Units

Required -- Enter the number of
units billed for the procedure code
entered on the same line in 24D

Please refer to the NDC
Q&A information posted
on lamedicaid.com for
more details concerning
NDC units versus
service units.

24H

EPSDT Family Plan

Situational — Leave blank or
enter a “Y” if services were
performed as a result of an
EPSDT referral.

241

I.D. Qualifier

Optional. If possible, leave blank
for Louisiana Medicaid billing.

247

Rendering Provider
I.D. #

Situational — If appropriate,
entering the Rendering Provider’s
7-digit Medicaid Provider Number
in the shaded portion of the block
is required.

Both the 7-digit
Medicaid provider
number and the 10-digit
NPI numbers are
required when entering
arendering provider.




Field/ltem #

Description

Instructions

Alerts

Entering the Rendering Provider’s
NPI in the non-shaded portion of
the block is Required if the
shaded portion is complete.

Rendering =Attending

25 Federal Tax I.D. Optional.
Number
26 Patient’s Account Situational — Enter the provider
No. specific identifier assigned to the
recipient. This number will appear
on the Remittance Advice (RA). It
may consist of letters and/or
numbers and may be a maximum
of 20 characters.
27 Accept Assignment? |Optional. Claim filing
acknowledges acceptance of
Medicaid assignment.
28 Total Charge Required — Enter the total of all
charges listed on the claim.
29 Amount Paid Situational — If TPL applies and
block 9A is completed, enter the
amount paid by the primary payor.
Enter ‘0’ if the third party did not
pay.
If TPL does not apply to the claim,
leave blank.
Do not report Medicare
payments in this field.
30 Reserved for NUCC |Leave Blank.
use

31 Signature of Optional. — The practitioner or the
Physician or practitioner’s authorized
Supplier Including  [representative’s original signature
Degrees or is no longer required.
Credentials

Enter the date of form completion.

Date

32 Service Facility Situational — Complete as
Location Information |appropriate or leave blank.

32a NPI# Optional.

32b Other ID# Situational — Complete if

appropriate or leave blank.




Field/ltem #

Description

Instructions

Alerts

33

Billing Provider Info
& Ph #

Required -- Enter the provider
name, address including zip code
and telephone number.

33a NPI# Required — Enter the billing The 10-digit NPl Number
provider’'s 10-digit NPl number. must appear on paper
claims.
33b Other ID# Required — Enter the billing The 7-digit Medicaid

provider’s 7-digit Medicaid 1D
number.

ID Qualifier - Optional. If
possible, leave blank for Louisiana
Medicaid billing.

Provider Number must
appear on paper claims.

A sample form follows.




SAMPLE PROFESSIONAL CLAIM FORM

WITH ICD-10 DIAGNOSIS CODE
(DATES ON OR AFTER 10/1/15)

—_

EizE

=]
HEALTH INSURANCE CLAIM FORMW

AFPROVED EY NATICHAL

UMIFCRM CLAIM COMMTTEE (NUCC

Mail To:

Molina

P.0. Box 91020

Baton Rouge, LA 70821

[TTPeA A
1. MEDICARE MEDICID TRICARE CHAMPYA, _| \i. LA 1|14, INEURED'S |.D. NUMBER or FYnOram (0 e 1
i " o % AN
anes manoarion [ ] 1234567890123
2. PATIENT'S NAME (Last Mame, Frst Hame, Mdde Inifal) 8 FIr‘IITI_ 4. INSURED'S HAME fLast hane, First name, Midde Inital)
LOU, JANNIE
5. PATIENT G ADDAESS (0., SUesl) B FA S HIF SFEL 7 INEURED'S AODRESS (0, Shesl)
:-nr‘ | Spouse |.n n—| |r'-'-|| |
Iy STATE RESERVED FOR RUCT LUISE T T ETATE
TELEFHOWE dndude Areq Coce) 1P OO TELEFHCRE [Indude Area Coce)
2 OTHER INBURELY B MAME (Lazt Marmne, First Mang, Middle kil (1015 PATIENT'S CONDITION RELATED TC: 1. INSURED'S PCOLICY GROUP OR FECA NUMEER
= CTHER IRISURED 'S POUSY CF SROUP NUMEEF SAMP E 2 INSURED SDATE OF BETH SEX
nla] ki .
TPL CODE IF APPLICABLE i : W F
b RESERYED FOR HUCC LISE AT :‘I HER CLAIN D (Des grated oy [MUC)

RESERVED FOR MUCC LSE

EXAMPLE OF _'I‘cn

d. INSURARCE FLAR HAME DR PROGHAM RAME 100, CLAM CODES (Do gnabed Dy MUCT

" |\10= #01 NEME TR PROGHR A HAME

d. IS5 THERE &MOTHER HEALTH BEMEFIT FLAKY

ROVIDER

ol madica e

date ile

59,93 and Bd

O O e N

¥-| <———— PATIENT AND INSURED INFORMATION ——————|4—CARRIER— )~

10

5 G, | e recuest payment ol gaernr u.lu_n- 5 Eittar o ,-’L||J o noacepk rices ceso becl beinm,
SIGMED DATE SIGNED
"—'I-\Ill 1JRAF IIIIIIJI S5, INIURY, of PHEGHANCY (LMFY [ 15 OTHER DATE 16. DATES PATIEMT | HAELE T WORE I CURBENT OGP ATICN
it i MM | DD Y i ey oo
Al I Al | FROM | TC !
97 HAME F AEFERARING F .f_“_‘LI R CTHER SOURCE 172, 123456}’ 1B HOEFITALEEATICN DATES RELATED TOC l[_-]I"II |\|I :I f
DK | JOHN DOE, MD 1| e | 1234567890 1 Facw T : i
49 LDDITICAAL CLAIM IMFOSMATION Desicpatec by HUCT, 1L 3 DE LAE g CHARGE
T T ‘ | = "
21 DIAGMCS!S OF HATUR FILLIIE FINJUR e A-L D earuceline beiow 24E iy 1B 1SS0
S Chine. | 01 22 RESLEMISSION - -
I CODE CRIGINAL REF. NC
. G809 . [R252 . 12451 .
s - - 0l 23 FRICA ALTHORIZATION HUMEER
: e PA # IF APPLICABLE
EE S, OF 5FFLIES E. F E Zz
starces) DIAGHICSIS oies =il o FE c
[ WMICDIFIER FONTER F CHARGES UNNs | A | ouaL PR =
1236548 §
w | 0|16 |00 08| 6230 | ! ABC 500000 | 1 | || 1236540875 5
N458281056302 GR.8 LIORESAL | , Y 15055 |2
| 0|16 ][00 08| 1 o475 | I ABC 500000 | 8 | |we | 1238540875 =
. | |7
L i | | N I 5
n
1 1 1 1 N T N Mt e it [
P : | | N A R S
. 0 ; ) 0 ) S 1=
Pl : | [ | I I B o
>
1 1 1 | I e e B H B R e x
L : | : [ e
25 IERAL TAX | D NUMBER 3= EIN (] 1 TOTAL CHARGE . ALK a0 ] Cllsa
& 5500.00 | - |
1
CATICH IMFCRMATICH 33 BLLNGFROVMIDER POz FH# [ 800 | 233-3333
ALWAYS OPEN : !
aply 10 his 11 ane ane 700 MAIN ST
JANE DOE, MD ANY TOWN, LA 70000
e 9n2Ns o - 1326547895 |- 1987654
MUCT Instriiction Manual available ab wwe. nuce org PLEASE PRINT OR TYPE APPROVED OMB-UE35- 1797 FORM 1300 (Le-12)




SAMPLE PROFESSIONAL CLAIM FORM ADJUSTMENT
WITH ICD-10 DIAGNOSIS CODE
(DATES ON OR AFTER 10/1/15)

o) TN 62 W SV B AV

HEALTH INSURANCE CLAIM FORMW

Mail To:

Molina

P.0. Box 91020

Baton Rouge, LA 70821

AFPROVED EY NATICHAL UNIFGRM CLAIM COMMTTEE (NUCC) D2H2
—,—:v:_.; AT T
1. MEDICARE MEDICAD TRICARE CHALPYA, SHOLE . 1a. INBURED'S1.D. NUMBER or FrooeErn 1 e 1
rivacieaias) [ Mesicaios) [ (iDd0ens) e 0 | (o 1234567890123

2. PATIENT'S NAME (Last Mame, Arst Hame, Widde Inifal &.PA T HTB BIRTH DATE 4. INSLJRED 'S NAME (st Mame, First Mame, kidde Inial)

LOU, JANNIE i I81 W rlx
5. PATIENT 5 ADDRAESS (0., Sresl) ELATICRSHI INSURED 7 IHELRES'E ADDFESS (0, Shasl)

[ Jowe[] ore[ ]

Iy STATE | & RESERVED FOR MUCE US T ETATE
AP CCOE TELEF HOWE dndude Aeq Coce) TELEFHCRE [Indude Area Cock)y

()

( )

ZIP SO0 ‘

2 OTHER INBUREL B MANE (Lazt Mamne, First Mang, Middle hiid) [10.15 PATIENT'S CONDITION RELATED TC: 1. INSURED'S POLICY GROUP OR FECA NUMEER
& OTHER INSURED'S POLICY OF GROOP N ULESE SAMP E % INSURED S DATE OF BRTH =
PR ;
TPL CODE IF APPLICABLE i M F
b RESERVED FOR MUCE LSE ~E CLAIMNID iDes grates oy MUGE)

SERWED FOR MUCC DSE

EXAMPLE OF ICD

d. INSURARCE FLAR NAME DR PROGHAM NAME
1=

10 procaes his daim. | @so request ymentol
Flon

100, CLAIM CODES (Dos grated Dy MUCT)

l 1G=an S0E TR FROGE M HAME

d. |5 THERE ANCTHER HEALTH BENEFIT FLANT

s = allnorzz
dica Den2iis 10 e uncersigned fysdan o supdian o
Tk belnn

¥-| 4——— PATIENT AND INSURED INFORMATION —— |- CARRIER—)~

SIGMED DATE SIGHED
14 DATE OF CURRENT ILLMESS, IMIURY, of PHEGHAMNCY (LMFY [ 15, OFHER DATE ATIEMT UMABLE TONORE 1M CURHENT O |'—\II II
M| oo i : i MM | DD iy oo W [T
AL | Rl : ! I - |
HAME OF REFERRING PROMDER OR GTHER SOURCE 17a 123456? 1OSFITALLEAT IO DAT AELATED I\"l I H II :I RVICES
DK | JOHN DOE, MD 7n | ne | 1234567890 AN ] i
ADDITIEr AL CLAI I MFORMATION (De 1ic 1. O 310E LAE FCHARCE
[ = [
H DI AGNCBIS TR HATL FILLMESS OF KL e ate A-L 1o serice line beiow [24E T i 0 i = ?E;u;u SEI0K R ——
. G809 . [R252 - 2451 ol a0 | 6259012345600
. . ) Ol 23, FRICA ALTHORIZATION HUMEER
, ol PR # IF APPLICAELE
2d ] C |O A SUPFLIES E. F E =Z
FLACE D IS DI AGHCEIS =5 T o
W DO MM OO SEAMGE| EMG | CPTHCPCS | WODIFIER POMTER & CHARGES wis | | aus R
=
e os |16 |09 s o1e| 11 6230 | ! ABC 50000 | 1 | o
-
| | 1 [ D eeiin ittt e =
L : L A I I &
: : : M W —— g
L : || N R 5
@
1 1 1 [ D B eiein ittt e =
P : | | A . S
I | I i | S
Pl : | [ | I N S
>
1 1 I [ T e e e T L e e e £
L : | | L | [ 3
5, FEDERAL TAX | DL MUMBER 3= EIN 25. PATIENT'S ACCOUNT HO 27 A ':"l“'-i \\ el M TOTAL CHARIGE |!:'. AMOUNT PAID Rezwd. for M ka
1234 X|wes | |n 500.00 | ; |
Il
32, SERVICE FACILTY LOCATION INFORMATICH 33 BLUNGFRCVDER WFOEFH# [ 800 ) 233-3333
" ALWAYS OPEN : !
.J|\ Llh |J| i 700 MAIN ST
JANE DOE, MD ANY TOWN, LA 70000
e 912Ns - 1326547895 |- 1987654
MUCT Ingniction Manual available ab wwe. nuce org PLEASE PRINT OR TYPE APPROVED OWB-0555- 1745 FORM 200 (02 12)
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[EIEHE

[=
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212

—|_|_|F'IG\

PICA [T

1. MEDICARE MEDICAID TRICARE
|| iechcares) || mecicaise) | | apemooe DMMD

ﬁE&*‘mpuND

OTHEA| 14, INSURED'S 1.D. NUMBER {For Program in lism 1)

D (09
3 PATIENT'B BIATH DATE

gl s o] e[]

2 PATIENT'S NAME (Lest Nama, Firet Name, Midde Inltial)

4. INSURED'S NAME (Lest Namg, Firgt Narme, Middo Initial):

5. PATIENT'S ADDRESE (No., Strast) 6. PATIENT RELATIONSHIP TO INSLIRED

sef| | spose] |chik] | other[ |

7. INBURED'S ADDRESS (No., Strast)

Gy STATE | 8. REBERVED FOR NUCC USE

ZiP CODE TELEPHONE (Include Area Coda}

( )

cITY STATE

ZIP CODE TELEPHONE {Inciuds Area Coda)

( &

8, OTHER INSURED'S NAME {Lagt Nems, First Name, Midde Inttial) 10. IS PATIENT'S CONDITION RELATED TO:

& OTHER INSURELY'S FOLICY OR GROUP NUMBER a. EMPLOYMENT? (Curmant ar Previous)

[Jres [ no

b. AUTO ACCIDENT?

b. RESERVED FOR NUCC USE

11, INSURED'S POLIGY GROUP OR FECA NUMBER

a, INSURWWET BIFI'Y1\"H

/N 7]

i PLACE (State) |B: R CLAIM ID (Designazed by NUCC)
[(res Sfney, | U'Iri
. RESERVED FOR NUCC USE ¢ OTHER ACCIDENT? 2 INSURANCE PLAN NAME OR PROGRAM NAME
[ [l""
. INSURANGE PLAN NAME OR PROGRAM NAME 10d. GLAIM CODES (Designatsd by NUGG) d. IS THERE ANGTHER HEALTH BENEFIT PLANT

I:‘YES I:‘NO & yos, complata ltems 9, Ba, and 8d.

AEAD BACK OF FORM BEFORE COMPLETING & lnulu'ml
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE. ;mh of any medicsl ummm
o process this deim. | slsa regqusst to myset or ko the party whi

13. INSUREDY'S OR AUTHORIZED PERSONS BIGNATURE | authorza
~ peyment of medical banefita to the undsraigned physician or supgplier for
sanvices deacribed below.

balow.
SIGNED DATE SIGNED
14, l%n‘a OF [c,:.: RRENT ILLNESS, nTum or PREGNANCY (LMF) |15, OTHER M‘I'F A 18. DATES PA11‘ENT UNAH.E TO WORK IN cum‘EN‘T (I)J%CTPAHW
) P | | FROM TO
7. NAME OF RIEFEHHING PROVIDEA OF OTHER SOURCE 178, : : 1. HOBPITALIZM'ISDDATE%Y 'I'ED'I'ocL‘mEN'r gDEnvlcEQN
0 ]
I 170, NP1 !
19.A_nprrmc_:|..\m INFORMATION (Dssignated n.mm 20 CUTRIDELAS? ] ChARGES
g _ [ Jves | |no | ‘
21, DIAGNOSIS OFl NATURE OF ILLNESS OF INJURY Fislate AL to sarvice o balow (24E) |y 10 i i 22, ESEEBMISSION S
Al Bl A2 D | |
El F. L al WL | PrIORAUTHORIZATION MUMBER
[ 9 wp-——., s
24. A,  DATE(S) OF SEFVICE B. | C. | D. PROCEDURES, BERVICES, OR BUPFLIES E, F. a_ [ H] | & z
" 2 "Ta PLACEOF| (Explain Unuaual Clrcumetances) DIAGNOSIS pars E’,ﬁ’ . RENDERING (=]
MM DD o¥¥ MM DD  YY |BERWCE| EMG | CFTMCPCS | MODIFIER POINTER $ CHARGES UNTS | P | QuAL PROVIDER ID. # 5
1 B e erP Wi i, e ] =
[ L | | | [ [ | | e 8
) 1 | S &
T . | | | [w F
3 [ | | | | B a
P b 0t F 1 1 P b L | | [w 5
g A O T O . A . I — 8
i ool e G R T R
O O O ———— | || [ g
S s ot b e T
T O 0 OO O O - || [ £
25. FEDERAL TAX LD. NUMBER 88N EIN 28. PATIENT'S ACCOUNT NO. 28, TOTAL CHARGE 29. AMOUNT PAID | 30. Rawvad for NUCC Use
[1C] ‘ﬁ : | e ) |

1. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{1 certtly thet the statements on the reverse
epply & this bil and are made a part thersol.)

32, SEAVICE FACILITY LOCATION INFOHMA'HM

319, BILLING PROVIDER INFO & PH # (

& B

SIGNED DATE
—

‘h.

$-| <———— PATIENT AND INSURED INFORMATION — |« CARRIER —»

NUCC Instruction Manual avallable al; WWW.NUCE.0rg PLEASE PRINT OR TYPE

12

APPROVED OMB-0838-1197 FORM 1500 (02-12)
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