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FOR YOUR INFORMATION!
SPECIAL MEDICAID BENEFITS
FOR CHILDREN AND YOUTH

THE FOLLOWING SERVICES ARE AVAILABLE TO CHILDREN AND YOUTH WITH
DEVELOPMENTAL DISABILITIES.
TO REQUEST THEM CALL THE OFFICE FOR CITIZENS WITH DEVELOPMENTAL DISABILITIES
(OCDD)/DISTRICT/AUTHORITY IN YOUR AREA.
(See listing of numbers on attachment)

MR/DD MEDICAID WAIVER SERVICES

To sign up for "waiver programs" that offer Medicaid and additional services to eligible persons (including those whose
income may be too high for other Medicaid), ask to be added to the Mentally Retarded/ Developmentally Disabled
(MR/DD) Request for Services Registry (RFSR). The New Opportunities Waiver (NOW) and the Children’s Choice
Waiver both provide services in the home, instead of in an institution, to persons who have mental retardation and/or
other developmental disabilities. Both waivers cover Family Support, Center-Based Respite, Environmental Accessibility
Modifications, and Specialized Medical Equipment and Supplies. In addition, NOW covers services to help individuals live
alone in the community or to assist with employment, and professional and nursing services beyond those that Medicaid
usually covers. The Children’s Choice Waiver also includes Family Training. Children remain eligible for the Children’s
Choice Waiver until their nineteenth birthday, at which time they will be transferred to an appropriate Mentally
Retarded/Developmentally Disabled (MR/DD) Waiver.

(If you are accessing services for someone 0-3 please contact EarlySteps at 1-866-327-5978.)

SUPPORT COORDINATION

A support coordinator works with you to develop a comprehensive list of all needed services (such as medical care,
therapies, personal care services, equipment, social services, and educational services) then assists you in obtaining
them. If you are a Medicaid recipient and under the age of 21 and it is medically necessary, you may be eligible to
receive support coordination services immediately. Contact Statistical Resources, Inc. (SRI) at 1-800-364-7828.

THE FOLLOWING BENEFITS ARE AVAILABLE TO ALL MEDICAID ELIGIBLE CHILDREN AND YOUTH UNDER THE
AGE OF 21 WHO HAVE A MEDICAL NEED.
TO ACCESS THESE SERVICES CALL KIDMED (TOLL FREE) at 1-877-455-9955
(or TTY 1-877-544-9544)

MENTAL HEALTH REHABILITATION SERVICES

Children and youth with mental illness may receive Mental Health Rehabilitation Services. These services include clinical
and medication management; individual and parent/family intervention; supportive and group counseling; individual and
group psychosocial skills training; behavior intervention plan development and service integration. All mental health
rehabilitation services must be approved by mental health prior authorization unit.

PSYCHOLOGICAL AND BEHAVIORAL SERVICES
Children and youth who require psychological and/or behavioral services may receive these services from a licensed
psychologist. These services include necessary assessments and evaluations, individual therapy, and family therapy.

EPSDT/KIDMED EXAMS AND CHECKUPS

Medicaid recipients under the age of 21 are eligible for checkups ("EPSDT screens"). These checkups include a health
history; physical exam; immunizations; laboratory tests, including lead blood level assessment; vision and hearing checks;
and dental services. They are available both on a regular basis, and whenever additional health treatment or services are
needed. EPSDT screens may help to find problems, which need other health treatment or additional services. Children
under 21 are entitled to receive all medically necessary health care, diagnostic services, and treatment and other
measures covered by Medicaid to correct or improve physical or mental conditions. This includes a wide range
of services not covered by Medicaid for recipients over the age of 21.
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PERSONAL CARE SERVICES

Personal Care Services (PCS) are provided by attendants when physical limitations due to illness or injury require
assistance with eating, bathing, dressing, and personal hygiene. Personal Care Services do not include medical tasks
such as medication administration, tracheostomy care, feeding tubes or catheters. The Medicaid Home Health program or
Extended Home Health program covers those medical services. PCS must be ordered by a physician. The PCS provider
must request approval for the service from Medicaid.

EXTENDED SKILLED NURSING SERVICES

Children and youth may be eligible to receive Skilled Nursing Services in the home. These services are provided by a
Home Health Agency. A physician must order this service. Once ordered by a physician, the home health agency must
request approval for the service from Medicaid.

PHYSICAL THERAPY, OCCUPATIONAL THERAPY, SPEECH THERAPY, AUDIOLOGY SERVICES, and
PSYCHOLOGICAL EVALUATION AND TREATMENT

If a child or youth wants rehabilitation services such as Physical, Occupational, or Speech Therapy, Audiology Services,
or Psychological Evaluation and Treatment; these services can be provided at school, in an early intervention center, in
an outpatient facility, in a rehabilitation center, at home, or in a combination of settings, depending on the child’s needs.
For Medicaid to cover these services at school (ages 3 to 21), or early intervention centers and EarlySteps (ages 0 to 3),
they must be part of the IEP or IFSP. For Medicaid to cover the services through an outpatient facility, rehabilitation
center, or home health, they must be ordered by a physician and be prior-authorized by Medicaid.

FOR INFORMATION ON RECEIVING THESE THERAPIES CONTACT YOUR SCHOOL OR EARLY
INTERVENTION CENTER. EARLYSTEPS CAN BE CONTACTED (toll free) AT 1-866-327-5978.
CALL KIDMED REFERRAL ASSISTANCE AT 1-877-455-9955 TO LOCATE OTHER THERAPY
PROVIDERS.

MEDICAL EQUIPMENT AND SUPPLIES

Children and youth can obtain any medically necessary medical supplies, equipment and appliances needed to correct, or
improve physical or mental conditions. Medical Equipment and Supplies must be ordered by a physician. Once ordered
by a physician, the supplier of the equipment or supplies must request approval for them from Medicaid.

TRANSPORTATION

Transportation to and from medical appointments, if needed, is provided by Medicaid. These medical appointments do
not have to be with Medicaid providers for the transportation to be covered. Arrangements for non-emergency
transportation must be made at least 48 hours in advance.

Children under age 21 are entitled to receive all medically necessary health care, diaghostic services,
treatment, and other measures that Medicaid can cover. This includes many services that are not covered
for adults.

IF YOU NEED A SERVICE THAT IS NOT LISTED ABOVE CALL THE REFERRAL ASSISTANCE COORDINATOR AT
KIDMED (TOLL FREE) 1-877-455- 9955 (OR TTY 1-877-544-9544).
IF THEY CANNOT REFER YOU TO A PROVIDER OF THE SERVICE YOU NEED,
CALL 1-888-758-2220 FOR ASSISTANCE.
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OTHER MEDICAID COVERED SERVICES

° Ambulatory Care Services, Rural Health Clinics, and Federally Qualified Health Centers
° Ambulatory Surgery Services

° Certified Family and Pediatric Nurse Practitioner Services
° Chiropractic Services

° Developmental and Behavioral Clinic Services

° Diagnostic Services-laboratory and X-ray

° Early Intervention Services

° Emergency Ambulance Services

° Family Planning Services

° Hospital Services-inpatient and outpatient

° Nursing Facility Services

° Nurse Midwifery Services

° Podiatry Services

° Prenatal Care Services

° Prescription and Pharmacy Services

° Health Services

° Sexually Transmitted Disease Screening

MEDICAID RECIPIENTS UNDER THE AGE OF 21 ARE ENTITLED TO RECEIVE THE
ABOVE SERVICES AND ANY OTHER NECESSARY HEALTH CARE, DIAGNOSTIC
SERVICE, TREATMENT AND OTHER MEASURES COVERED BY MEDICAID TO CORRECT
OR IMPROVE A PHYSICAL OR MENTAL CONDITION. This may include services not
specifically listed above. These services must be ordered by a physician and sent to Medicaid
by the provider of the service for approval.

If you need a service that is not listed above call KIDMED (TOLL FREE) at 1-877-455-9955
(or TTY 1-877-544-9544).

If you do not RECEIVE the help YOU need ask for the referral assistance coordinator.
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Services Available to Medicaid Eligible Children Under 21

If you are a Medicaid recipient under the age of 21, you may be eligible for the following

services:

*Doctor’s Visits

*Hospital (inpatient and outpatient) Services

*Lab and X-ray Tests

*Family Planning

*Home Health Care

*Dental Care

*Rehabilitation Services

*Prescription Drugs

*Medical Equipment, Appliances and
Supplies (DME)

*Support Coordination

*Speech and Language Evaluations and
Therapies

*Qccupational Therapy

*Physical Therapy

*Psychological Evaluations and Therapy

*Psychological and Behavior Services

*Podiatry Services

*Optometrist Services

*Hospice Services

*Extended Skilled Nurse Services

*Residential Institutional Care or Home and
Community Based (Waiver) Services

*Medical, Dental, Vision and Hearing
Screenings, both Periodic and
Interperiodic

*mmunizations

*Eyeglasses

*Hearing Aids

*Psychiatric Hospital Care

*Personal Care Services

*Audiological Services

*Necessary Transportation: Ambulance
Transportation, Non-ambulance
Transportation

*Appointment Scheduling Assistance

*Substance Abuse Clinic Services

*Chiropractic Services

*Prenatal Care

*Certified Nurse Midwives

*Certified Nurse Practitioners

*Mental Health Rehabilitation

*Mental Health Clinic Services

and any other medically necessary health care, diagnostic services, treatment, and other
measures which are coverable by Medicaid, which includes a wide range of services not
covered for recipients over the age of 21.

If you need a service that is not listed above call the referral assistance coordinator at KIDMED
(toll free) 1-877-455-9955 (or TTY 1-877-544-9544). If they cannot refer you to a provider of the
service you need call 225-342-5774.

*kk

If you are a Medicaid recipient, under age 21, and are on the waiting list for the MR/DD Request
for Services Registry, you may be eligible for support coordination services. To access these
services, you must contact your Regional Office for Citizens with Developmental Disabilities
office. If you are a Medicaid recipient under age 21, and it is medically necessary, you may be
able to receive support coordination services immediately by calling SRI (toll free) at 1-800-364-
7828.
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You may access other services by calling KIDMED at (toll-free) 1-877-455-9955. If you are deaf
or hard of hearing, please call the TTY number, (toll-free) 1-877-544-9544. If you have a
communication disability or are non-English speaking, you may have someone else call
KIDMED and the appropriate assistance can be provided.

Some of these services must be approved by Medicaid in advance. Your medical provider
should be aware of which services must be pre-approved and can assist you in obtaining those
services. Also, KIDMED can assist you or your medical provider with information as to which
services must be pre-approved.

Whenever health treatment or additional services are needed, you may obtain an appointment
for a screening visit by contacting KIDMED. Such screening visits also can be recommended
by any health, developmental, or educational professional. To schedule a screening visit,
contact KIDMED at (toll-free) 1-800-259-4444 (or 928-9683, if you live in the Baton Rouge
area), or by contacting your physician if you already have a KIDMED provider. If you are deaf or
hard of hearing, please call the TTY number, (toll-free) 1-877-544-9544. If you have a
communication disability or are non-English speaking, you may have someone else call
KIDMED and the appropriate assistance can be provided.

Louisiana Medicaid encourages you to contact the KIDMED office and obtain a KIDMED
provider so that you may be better served.

If you live in a CommunityCARE parish, please contact your primary care physician for
assistance in obtaining any of these services or contact KIDMED at (toll-free) 1-877-455-9955.
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OFFICE FOR CITIZENS WITH DEVELOPMENTAL DISABILITIES
CSRAs

METROPOLITAN HUMAN SERVICES
DISTRICT

Janise Monetta, CSRA

1010 Common Street, 5" Floor

New Orleans, LA 70112

Phone: (504) 599-0245

FAX: (504) 568-4660

Toll Free: 1-800-889-2975

CAPITAL AREA HUMAN SERVICES
DISTRICT

Pamela Sund, CSRA

4615 Government St. — Bin#16 — 2" Floor
Baton Rouge, LA 70806

Phone: (225) 925-1910

FAX: (225) 925-1966

Toll Fee: 1-800-768-8824

REGION llI

John Hall, CSRA

690 E. First Street
Thibodaux, LA 70301
Phone: (985) 449-5167
FAX: (985) 449-5180

Toll Free: 1-800-861-0241

REGION 1V

Celeste Larroque, CSRA

214 Jefferson Street — Suite 301
Lafayette, LA 70501

Phone (337) 262-5610

FAX: (337) 262-5233

Toll Free: 1-800-648-1484

REGION V

Connie Mead, CSRA

3501 Fifth Avenue, Suite C2
Lake Charles, LA 70607
Phone: (337) 475-8045
FAX: (337) 475-8055

Toll Free: 1-800-631-8810

REGION VI

Nora H. Dorsey, CSRA

429 Murray Street — Suite B
Alexandria, LA 71301
Phone: (318) 484-2347
FAX: (318) 484-2458

Toll Free: 1-800-640-7494

REGION VIl

Rebecca Thomas, CSRA

3018 Old Minden Road — Suite 1211
Bossier City, LA 71112

Phone: (318) 741-7455

FAX: (318) 741-7445

Toll Free: 1-800-862-1409

REGION VI

Deanne W. Groves, CSRA
122 St. John St. — Rm. 343
Monroe, LA 71201
Phone: (318) 362-3396
FAX: (318) 362-5305

Toll Free: 1-800-637-3113

FLORIDA PARISHES HUMAN SERVICES
AUTHORITY

Marie Gros, CSRA

21454 Koop Drive — Suite 2H

Mandeville, LA 70471

Phone: (985) 871-8300

FAX: (985) 871-8303

Toll Free: 1-800-866-0806

JEFFERSON PARISH HUMAN SERVICES
AUTHORITY

Stephanie Campo, CSRA

Donna Francis, Asst CSRA

3300 W. Esplanade Ave. —Suite 213
Metairie, LA 70002

Phone (504) 838-5357

FAX: (504) 838-5400
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ABOUT THIS DOCUMENT

This document has been produced at the direction of the Louisiana Department of Health and
Hospitals (DHH), Bureau of Health Services Financing (BHSF), the agency that establishes all
policy regarding Louisiana Medicaid. DHH contracts with a fiscal intermediary, currently Unisys
Corporation, to administer certain aspects of Louisiana Medicaid according to policy,
procedures, and guidelines established by DHH. This includes payment of Medicaid claims;
processing of certain financial transactions; utilization review of provider claim submissions and
payments; processing of pre-certification and prior authorization requests; and assisting
providers in understanding Medicaid policy and procedure and correctly filing claims to obtain
reimbursement.

This training packet has been developed for presentation at the Fall 2007 Louisiana Medicaid
Provider Training workshops. Each year these workshops are held to inform providers of recent
changes that affect Louisiana Medicaid billing and reimbursement. In addition, established
policies and procedures that prompt significant provider inquiry or billing difficulty may be
clarified by workshop presenters. The emphasis of the workshops is on policy and procedures
that affect Medicaid billing.

This packet does not present general Medicaid policy such as recipient eligibility and 1D cards,
and third party liability. The 2006 Basic Training packet may be obtained by downloading it from
the Louisiana MEDICAID website, www.lamedicaid.com.
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OVERVIEW

The CMS-1500 (08-05) claim form was introduced to Louisiana Medicaid for all dates of
submission beginning March 5, 2007, but was mandated for use on June 4, 2007.

Effective June 4, 2007, the Form CMS-1500 (12-90) was discontinued and only the Form CMS-
1500 (08-05) is now accepted. This includes all rebilling of claims even though earlier
submissions may have been on the Form CMS-1500 (12-90).

Health plans, clearinghouses, and other information support vendors were required to handle
and accept the Form CMS-1500 (08-05) by June 4, 2007.

Failure to submit all hard copy claims on the revised form results in the rejection of those claims
and delays payment.

The changes from Form CMS-1500 (12-90) to Form CMS-1500 (08-05) were significant.
Among the more important changes are the fact that the CMS-1500 (08-05) accommodates the
entry of NPIs for service and billing providers and the entry of National Drug Codes (NDCs) for
drugs and biologicals. Other differences are highlighted in a special Alert column in the
instructions that are provided here. Please note that the repositioning of certain data fields and
special instructions related to Louisiana Medicaid billing are indicated in the Alert column.
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PROFESSIONAL
AND
GENERAL
SERVICES

CMS-1500 (08/05) Instructions
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CMS 1500 (08/05) INSTRUCTIONS FOR PROFESSIONAL AND
GENERAL SERVICES

Locator # Description Instructions Alerts
1 Medicare / Medicaid |Required -- Enter an “X” in the box
/ Tricare Champus / |marked Medicaid (Medicaid #).
Champva / Group
Health Plan / Feca
Blk Lung
la Insured’s I.D. Required — Enter the recipient’'s 13
Number 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.

2 Patient’'s Name Required — Enter the recipient’s last
name, first name, middle initial.

3 Patient’s Birth Date |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).

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

4 Insured’s Name Situational — Complete correctly if
the recipient has other insurance;
otherwise, leave blank.

5 Patient's Address Optional — Print the recipient’s
permanent address.

6 Patient Relationship |Situational — Complete if appropriate

to Insured or leave blank.

7 Insured’s Address  |Situational — Complete if appropriate
or leave blank.

8 Patient Status Optional.

9 Other Insured’s Situational — Complete if appropriate

Name

or leave blank.
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Locator #

Description

Instructions

Alerts

9a

Other Insured'’s
Policy or Group
Number

Situational — If recipient has no other
coverage, leave blank.

If there is other coverage, the state
assigned 6-digit TPL carrier code is
required in this block (the carrier
code list can be found at
www.lamedicaid.com under the
Forms/Files link).

Make sure the EOB or EOBs from
other insurance(s) are attached to the
claim.

9% Other Insured’s Date |Situational — Complete if appropriate
of Birth or leave blank.
Sex

9c Employer's Name or |Situational — Complete if appropriate
School Name or leave blank.

9d Insurance Plan Situational — Complete if appropriate
Name or Program  |or leave blank.
Name

10 Is Patient’s Situational — Complete if appropriate
Condition Related  |or leave blank.
To:

11 Insured’s Policy Situational — Complete if appropriate
Group or FECA or leave blank.
Number

lla Insured’s Date of Situational — Complete if appropriate
Birth or leave blank.
Sex

11b Employer's Name or |Situational — Complete if appropriate
School Name or leave blank.

1llc Insurance Plan Situational — Complete if appropriate
Name or Program or leave blank.
Name

11d Is There Another Situational — Complete if appropriate
Health Benefit Plan? |or leave blank.

12 Patient’s or Situational — Complete if appropriate

Authorized Person’s
Signature (Release
of Records)

or leave blank.
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Locator # Description Instructions Alerts
13 Patient’s or Situational — Obtain signature if
Authorized Person’s |appropriate or leave blank.
Signature (Payment)
14 Date of Current Optional.
lliness / Injury /
Pregnancy
15 If Patient Has Had |Optional.
Same or Similar
lliness Give First
Date
16 Dates Patient Optional.
Unable to Work in
Current Occupation
17 Name of Referring |Situational — Complete if applicable.
Provider or Other
Source In the following circumstances,
entering the name of the appropriate
physician is required:
If services are performed by a CRNA,
enter the name of the directing
physician.
If the recipient is a lock-in recipient
and has been referred to the billing
provider for services, enter the lock-in
physician’s name.
If services are performed by an
independent laboratory, enter the
name of the referring physician.
17a Unlabelled Situational — If the recipient is linked |The PCP’s 7-

to a Primary Care Physician, the 7-
digit PCP referral authorization
number is required to be entered.

digit referral

authorization
number must
be entered in
block 17a.
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Locator # Description Instructions Alerts
17b NPI Optional. The revised
form
accommodates
the entry of the
referring
provider’'s NPI.
18 Hospitalization Optional.
Dates Related to
Current Services
19 Reserved for Local |Reserved for future use. Do not use. [Usage to be
Use determined.
20 Outside Lab? Optional.
21 Diagnosis or Nature |Required -- Enter the most current
of lllness or Injury ICD-9 numeric diagnosis code and, if
desired, narrative description.
22 Medicaid Optional.
Resubmission Code
23 Prior Authorization |Situational — Complete if appropriate
Number or leave blank.
If the services being billed must be
Prior Authorized, the PA number is
reqguired to be entered.
24 Supplemental Situational — Applies to the detail Physicians and

Information

lines for drugs and biologicals only.

In addition to the procedure code, 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 billed in
24D, physicians and other providers
who administer drugs and biologicals
must enter the Qualifier N4 followed
by the NDC. Do not enter a space
between the qualifier and the NDC.
Do not enter hyphens or spaces
within the NDC.

other provider
types who
administer
drugs and
biologicals
must enter this
new drug-
related
information in
the SHADED
section of 24A
— 24G of
appropriate
detail lines
only.

This
information
must be
entered in
addition to the
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Locator #

Description

Instructions

Alerts

Providers should then leave one
space then enter the appropriate Unit
Qualifier (see below) and the actual
units administered. 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

procedure
code(s).

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.

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.

When required, the appropriate
CommunityCARE emergency
indicator is to be entered in this field.

This indicator
was formerly
entered in
block 241.

24D

Procedures,
Services, or
Supplies

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

24E

Diagnosis Pointer

Required — Indicate the most
appropriate diagnosis for each
procedure by entering the appropriate
reference number (“1”, “2”, etc.) in this
block.

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

2007 Louisiana Medicaid CMS 1500 (08/05) Provider Training




Locator # Description Instructions Alerts
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
24H EPSDT Family Plan |Situational — Leave blank or enter a
“Y” if services were performed as a
result of an EPSDT referral.
241 [.D. Qual. Optional. If possible, leave blank for |The revised
Louisiana Medicaid billing. form
accommodates
the entry of I.D.
Qual.
24J Rendering Provider |Situational — If appropriate, entering [The revised
I.D. # the Rendering Provider's Medicaid form
Provider Number in the shaded accommodates
portion of the block is required. the entry of
Entering the Rendering Provider’s NPIs for
NPI in the non-shaded portion of the |Rendering
block is optional. Providers
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 (including
any contracted adjustments). Enter
‘0’ if the third party did not pay.

If TPL does not apply to the claim,
leave blank.

2007 Louisiana Medicaid CMS 1500 (08/05) Provider Training




Locator #

Description

Instructions

Alerts

30

Balance Due

Situational — Enter the amount due
after third party payment has been
subtracted from the billed charges if
payment has been made by a third
party insurer.

31

Signature of
Physician or
Supplier Including
Degrees or
Credentials

Date

Required -- The claim form MUST be
signed. The practitioner or the
practitioner’s authorized
representative must sign the form.
Signature stamps or computer-
generated signatures are acceptable,
but must be initialed by the
practitioner or authorized
representative. If this signature does
not have original initials, the claim will
be returned unprocessed.

Required -- Enter the date of the
signature.

32

Service Facility
Location Information

Situational — Complete as
appropriate or leave blank.

32a

NPI

Optional.

The revised
form
accommodates
entry of the
Service
Location NPI.

32b

Unlabelled

Situational — Complete if appropriate
or leave blank.

When the billing provider is a
CommunityCARE enrolled PCP,
indicate the site number of the
Service Location. The provider must
enter the Qualifier LU followed by the
three digit site number. Do not
enter a space between the qualifier
and site number (example “LU001",
“LU002", etc.)

If PCP, enter

Site Number

and Qualifier

of the service
location.

33

Billing Provider Info
& Ph #

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

2007 Louisiana Medicaid CMS 1500 (08/05) Provider Training




Locator #

Description

Instructions

Alerts

33a

NPI

Optional.

The revised
form
accommodates
the entry of the
Billing
Provider’'s NPI.

33b

Unlabelled

Required — Enter the billing
provider’s 7-digit Medicaid ID number.

Format change
with addition
of 33a and 33b
for provider
numbers.

2007 Louisiana Medicaid CMS 1500 (08/05) Provider Training
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SAMPLE CMS-1500 (08/05) FOR HOSPITAL PROGRAM

D s W N =

(1500
HEALTH INSURANCE CLAIM FORM

FED BY NATIONAL

UNIFORM GLAIM COMMITTEE

k. OTHER INSURED'S DATE OF BIRTH
(214 D Y
M
PHOOL NAME

PLACE (Stane)

|:| O
|:| vES |:| O

[Jves

OTHER ACCIDENT?

S FICA
1. MEDICA MEDICAID TRICARE CHAMPYA fa INSURED'S 1.0 MUMBE (For Prograrm in Nem 1)
D(.b{mn: are (Medicaid é-||:| oot 5N |:| (Mernber 107 |:| Ht;‘L(!rH LI E‘{ 1234567891011
2 PATIENT'S NAME {Laat Mame_ Firal Nama, Middle initial) k] I".-TIFMT 'S BIRTH DATF SEX MIURED'S NAME (Last Mame, First Marms, Middle Inital)
Smith. Maureen 06 |01 |1989 [ ] *
£ PATIENT'S ADDRESS (Mo, Streat) & PATIENT HL_:'\II““ 1P TS INSURED 7 INSURED'S ADDRESE (Mo, Slreet)
6340 Westwind Street 5:-||D SDCIJGC-I:l L‘-r|h:|:| :l:l
CITY STATE | & PATIENT STATUS CITY =TATE
Baton Rouge LA Sirgle D Married l:l '.'JlﬂﬁrD
ZIP CODE TELEPH Inglude Area Code) ZIP CODE TELEPHONE {Inchige Ara
70816 () e [ ] Sim® [ ST
] RINSURED'S NAME { {ame, First Name, Middle Imbal) 10 IS PATIENT: SMDITICN RELA 11
a OTHER INSURED"S FOLD COR GROUP NUMEBER @ EMPLOYMENT? {Cumant or Pravious) a SEX
(TPL Carrier Code, if applicable) vES DH.Q '.JD f |:|
b AUTO ACCIDENT?

b EMPLOYER'S MAME O

SCHOOL NAME

o INSURANCE PLAN MAME OH PROGHAM NAME

d. INSURS

1CE PLAN MAME OR PROGRAM RAME 10d

RESERVED FOR LOCAL USE

iE Al HER HEALTH BENEFIT

J Glj TES D =]

BLAN?

and

I yes. relum o ympdete ilem 9 a-d

HE.AD EIACK OF FOFIM
12 PATIENT'S OR AUTHORIZED P N.-'\IUHL | autha
1o procass this daim | alao c

il

BEFORE COMPLETING & SIGNING THIS FORM

OrMANON MeoEsS:
sapls assignmeant

ary

13 INSURED'S OR AUTH 5 SIGNATURE | st

aned physician or supplier for

IR CTHER SCURGE ml

bl
SIGNED DATE SIGMED

14 DATE O FPATIENT H, SIMILAR ILLMESS. |18 DATES P -\TIFNT IIN‘\F! E T(zW'}I'rF IH G F-‘ﬁ‘Fan'
MM “IVE FIRST C ] T b

Community CARE auth #

170 | MPI

if applicable

19. RESERVED FOR LOGAL USE

¥ CHARGES

DTEE: Ijmo I |

21 DIAGNDSIE OR N

OF ILLMESS OR INJURY (Relate tema 1,2, S ord

toy Itermn 24E by Ling)

MEDICAID RESUBMISSION
GODE

CRIGINAL REF. NO
1 250_ 0o 5 |
23 PRIOR AUTHORIZATION NUMBER
2 ‘| (Prior Auth # if appllcable)
74 A OF SERVICE > PR DURES, PPLIES E F J
Ta (Explan Unust ANoRS) DIAGNOSIS REMDERING
MM MM [8]s] Y CPTIHCPCS | MODIFIER POIN 3 CHARC
04/01] 07|04 01 | 07] 23 [ogos2 | | 1 | |1 | 75100 | |

I

28 PATIENT'S ACCOL

Enter # here

JNT MO

28 TOTAL GHARGE 28, AMOUN
s 75,00 | sTPL Pmt

T FaID

32 SERVICE FACILIT

ity Ihat the state
1y 10 this bill @nd are r

04/04/2007

BILLING PROVIDER INFO & PH #
Moon Medical Center HBP

1020 Main St.
Sunny, LA 70821

DATE

= 9876543210 | 1790000

PATIENT AND INSURED INFORMATION —————»|<—CARRIER —)»

PHYSICIAN OR SUPPLIER INFORMATION

NUCC Instructm Manual available at: www.nucc.org

APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)

2007 Louisiana Medicaid CMS 1500 (08/05) Provider Training
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SAMPLE CMS-1500 (08/05) FOR MENTAL HEALTH REHAB (ADULT EXAMPLE)

(1500
HEALTH INSURANCE CLAIM

FICA

FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/08

FiCA

MEI

HCARE MEDICAID

TRICARE
HAMPLIS

1 L wil] g
CHAM HEALTH PLAN
[ ecicsre ss[3] imecicaia #1 [ tsponsors ssm [ tssmoer 0w [ csStvor )

CHAMPVA GROL

1a INSURED'S | D NUMBER

1234999999999

(For Program in liem 1)

Smith, John
& PATIENT'S ADDRESS (No . Swee

2. PATIENT'S NAME fLast Name  First Name  Middie Initial)

3. PATIENT'S BIRTH DATE
MM DDy Yy =

09 (14 160 MR 7

& PATIENT RELATIONSHIF TO INSURED

o] s e o]

4 INSURED'S NAME (Last Name, First Name, Middie Ininal)

7. INSURED'S ADDRESS (No., Strat)

ZIP CODE

)

TELEPHONE (Inciude

STATE (8

PATIENT STATUS

o |:| Marned |:] O D
. Fan-Timea
Emplayed Studeat & ]

Full-Time
10 ISPATIENT'S CONDITION RELATED

Sir

y Argd G

STATE

a9 GODE TELEPHONE (Include Area Code)

C )

9 OTHER INSURED'S NAME (Last Nam
& OTHER INSURED'S POLICY OR GROUP NUMBER

b, OTHER INSURED'S DATE OF BIRTH
MM | Y

oo,

&, First Name, Middle Inival)

& digit TPL number here, if applicable

& EMPLOYMENT? {C

YES
b AUTO ACCIDENT?

D'\'I‘S

L 1
¢ EMPLOYER'S NAME OR SCHOO!

d. INSURANGE PLAN NAME OF PROGRAM NAME

o OTHER ACCIDENT?

O

m

10d. RESERVED FOR LOCAL USE

11 INSURED'S POLICY

OUF OR FECA NUMBER

& INSURED'S DATE OF BIRTH
MMy OOy YY
1 1

1 | " |:|

b EMPLOYER'S NAME CR SCHOOL MAME

¢ INSURANCE PLAN NAME OR PROGRAM NAME

d. 1% THERE ANOTHER HEALTH BENEFIT FLAN®

I yee. rétum i and complets iem 9 a-d

PATIENT AND INSURED INFORMATION ——— |~ CARRIER —

12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATL

balow

BIGNED,

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM
JAE 1

to process this daim. | also request payment of government benafits either 10 myself o to the party who acoapts assignment

aizey I

34 of arry medical o other informanon neckssany

DATE

3 SIGNATURE | authy
edcal benadis 10 e undersigned physician o supplier
bid balow.

SIGNED

14, DATE ©
MMy D coidint

URRENT ILLNESS (First symptom) OF
[ INJURY (A R

16, IF PATIENT HAS HAD SAME DR SIMILAR ILLNESS
GIVE FIRST DATE MM, DD I Y

16, DATES PATIENT LINABLE T0 WORK IN CURRENT OCCUPATION
MMODO MM DD VY

1%, RESERVED FOR LOCAL USE

| 1 REGNANGYILMF) H 1 FROM ] H
17. NAME OF REFERRING PROVIDER OR OTHER S0URGE 7a] | 18 HOSFITALIZATION DATES FELATED
1 1
17b. ] M—'I] FROM i 1
1 il

1
$ CHARGES

20 QUTSIDE LAB?

DYES DNO |

21, DIAGNCSIS OR NATURE OF ILLNESS OR INJURY (Radal s 1, 2,2 or 416 Nem 24E by Ling) HER AID RESUBMISSION ORIGMAL REF. NO
L3017 . . 4' - |~ ’
23 PRIOR AUTHORIZATION NUMBER
. ) 123456700
24 A DATE(S) OF SERVICE B [+ QR SUPPLIES E F ie] H I J.
From To }uczy ) ‘IJIN.',N(J 15 ‘ ors }.—":“,‘,’ ] RENDERING

MM [o]e] YY MM [o]e] YY |SEAVICE | ENMG MODIFIER POINTER 3 CHARGES LNTS Pin | QUAL FROVIDER 1D #
| S . [ Jrzseer

03jotjo7]o3 o1 {o7 11| [Heot4 | & 0 1 1 | 18876 | 52 | [ | 1234567890

| A1234567
0301107 |03jo1 jo7]11] |Heots | 0 b b 1 | 4405| 5 | |An (1234567890

D T S

J_ |

N

|| [

(o> NS ) I SN 5 I\

PHYSICIAN OR SUPPLIER INFORMATION

1 : | | NP1
&SN EIN 26 PATIENT'S ACCOUNT NO ' 28 TOTAL UHAII?.GI'_ 9 AMOUNT FAID
[l s 23281 | sTPLAmt| |3+ 232 |81
& HY. ICI.Ah\IT”JFi SUP P.' Zl'!:i 32 SERVICE FACILITY LOCATION INFORMATION 33 BILLING PROVIDER INFO A PH # ( )
Lon s MHR's R Us
apply K this bl and @ apan henol) 123 Happy St.
Dma Billen 3/15/07 Anywhere, LA 7000
SIGNED DATE ° fb # 1234567890 F 1234567

MUGCC Instruction Manual available at: www.nucc.org

AFPROVED OMB-0938-0999 FORM CMS-1500 (08/05)

2007 Louisiana Medicaid CMS 1500 (08/05) Provider Training
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SAMPLE CMS-1500 (08/05) FOR DME

—

(o2 TN 2 B SN S I AV

(1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0805
] [ |PE)J\

DME

FI\':A[ ] ]

1. MEDICARE MEDICAID Tfrl AR CHAMPVA

2 PATIENT'S NAME (Last Name, First Name, Middle Inival)
Carabella, Travis

& PATIENT'S ADDRESS (No., Stresl)

D Madicare !}E Medicaid F}D rm:wr& SENH D vamber D4} D {SSN ar 10}

OTHE!
HI nl [H PLAN

3. PATIENTS B FHH LA‘H:
oo

"

& PATIENT I\rlﬂ'll(?‘l"HlP TQ INSURED

S-_-l.'[l S;-ou:wl:l le-jlj Olr-mD

18, INSURED'S | D NUMBER

1234567891234

4 INSURED'S NAME (Last Name, First Name, Migdle Intial)

R [For Program in ltem 1)

7. INSURE

Y3 ADDRESS (No , Streel)

cITY STATE

ZIF CODE TELEPHOME (Inciuds Area Code)

)

g PATIENT STATUS

single [] Mamed E]
Full-Time Fart-Time
S o il L

Student Studen!

Oher D

ETATE

ZIP CODE TELEPHONE (Include

C )

Area Code)

9. OTHER INSURED'S NAME {Last Name, First Name, Middle Inital)

a OTHER INSURED'S POLICY OR GROUP NUMBER
(TPL Carrier code if applicable)
b. OTHER INSURED'S DATE OF BIRTH

MM oo Y

I
o EMPLOYI

| M
S NAME OR SCHOOL NAME

10 IS PATIENT'S CONDITION RELATED TO

a EMPLOYMENT? (Curent or Previous)

Dvis I:l.l:c)

b AUTO ACCIDENT?

YES
& OTHER ACCIDENT?

s [

11, INSURED'S POLICY GROUP OR FECA NUMBER

a INSURED'S DATE OF BIRTH
MM DD ¥y
I I

L] | MD

b EMPLOYER'S NAME QR SCHOOL NAME

-

& INSURANCE PLAN NAME OR PROGRAM NAME

d INSURANGE PLAN NAME OR PROGRAM NAME

TS5 OR AUTHC
this claim | al:

PERSON'S SKGHATURE |aw
st paYmMent of Govarmmant b

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
1 @

10d. RESERVED FOR LOCAL USE

s o arry redical or other inkeemanan wu..,solv
Sl oF 1 T4k party who acos

DATE

d 15 THERE ANCTHER HEALTH BENEFIT PLAN?

D vES [] HO ¥ yes, retum Yo and complets item 9 a-d

13, INSURED'S OR AUTHORIZED PERSON'S SIGHATURE | authonze
payment of medical benetis 1 the undersgned physician or supplier lor
senices described balow

SIGNED

14 L:(‘I’?‘“ Q

15 IF FPATIENT HAS HA‘) SM{'E L’"I'l SIMI_ﬂﬂ’ LLMNESS

GIVE FIRST DATE

16 DATE 'sPJ\II N

WORK INCURRENT QCCUPATION
MMy DDy Y

EC ROM To .
L
17 MAMr_ OF frEFEﬁI'!INI" PROVIDER OR OTHER SOUF 17a | |pCP Referral # if needed 18 Hc\:rnﬁk‘wq |)r1 EATES RELATED r)cunr.EuT Sfrm- ES
o
170 | et | FROM | o | |

19 RESERVED FOR LOCAL USE

20, CUTSIDE LABY

D YES l:l L s] I

¥ f.;rlaFlGrS

21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Iems 1, 2, 3 or 4 10 Item 24E by Lina) 1D RESUBMISSION _ .
?83 41 + QRIGINALREF NO
. L N 1
23 PRICR AUTHORIZATION HUMBER
. . 423456789
24 A DATE(S) OF SERVICE c |D DURES, SERVIC £ F G L] ] =
From o FLACE OF] {Explain Unusual Circus DIAGHOSIS ‘ DArs };w [ BENDERING =]
MM [8]u] YY MM u]s) YY [SERVICE | EMG CPTIHCPCS L POINTER 3 CHARGES LNTS Pon | QLAL PROVIDER ID # ii
=
! 1 1 1 I 1 1 i Bt o
08jo1f{o7/08(31 {07[12| |A43s1 | | | | [ 1 | 25000] 120] [wei s
=
I 1 1 1 1 | 1 | e =
S A A B A T | Ll | [ g
-
I I |11 T &
L ' ' s L L ' A a
I 1 ] | ' | 1 ! e i«
A A A T N N N T T | L | [wl] °
o
1 1 i | ( R -
P o
N A N N 1l A I I 2
I 1 1 | R | T
P i A 1l i el &
26 FEDERAL TAX I D MUMBER SEN EIN 28. TOTAL CHARGE 29 AMCUNT PAID 230 BALANCE DUE
I ] 1
EJ D s 250 o0 | sTPLAmt | |s  250(00
31 SIGNATURE © 33 BILLING PROVIDER INF (‘J LPH# )
INGLUDING 1l
{1 cemity that he statem, The Best DME Agency
apply 1o this bill a0 a 111 Main Strest
Claine Belle  9/11/07 Solomon, LA 00000
o P * 1111111111 P 1111111

PATIENT AND INSURED INFORMATION ————p—-<{— CARRIER —)p

NUCC Instruction Manual available at: www.nucc.org

AFFROVED OMB-0938-0989 FORM CMS-1500 (08/05)
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SAMPLE CMS-1500 (08/05) FOR EPSDT HEALTH SERVICES

—

(o2 TN 2 B SN S I AV

(1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0805
] [ |PE)J\

FI\':A[ ] ]

1. MEDICARE MEDICAID Tfrl AR

2. PATIENT'S NAME (Last Name, First Name, Middle Inival)
Smith, Johnny

& PATIENT'S ADDRESS (No., Stresl)

CHAMPVA

D Madicare !}E Medicaid F}D rm:wr& SENH D vamber D4} D {SSN ar 10}

3. FAT

OTHE!
HI nl [H PLAN

ENT'S B hrH L,\Lr[-_
oo

®

& PATIENT I\rlﬂ'll(?‘l"HlP TQ INSURED

S-_-l.'[l S;-ou:wl:l le-jlj Olr-mD

R|1a INSURED'S | D NUMEBER

1234567891234

4 INSURED'S NAME (Last Name, First Name, Migdle Intial)

[Far Program in itgm 1)

7. INSURE

Y3 ADDRESS (No , Streel)

cITY

ZIF CODE TELEPHOME (Inciuds Area Code)

)

STATE

g PATIENT STATUS

Employed []

Omer D
Pan-Trnel:]

Studen!

Full-Time
Student

O

ETATE

ZIP CODE TELEPHONE (Include

C )

Area Code)

9. OTHER INSURED'S NAME {Last Name, First Name, Middle Inital)

a OTHER INSURED'S POLICY OR GROUP NUMBER
(TPL info here if applicable)

a EMP

b. OTHER INSUREL'S DATE OF BIRTH
MM oo Y

b AUTO ACC

10 IS PATIENT'S CONDITION RELATED TO

LOYMENT? (Curmrent or Previous)

Dvis I:l.l:c)

DENT>

11, INSURED'S POLICY GROUP OR FECA NUMBER

a INSURED'S DATE OF BIRTH
MM DD ¥y
I I

L] | MD

b EMPLOYER'S NAME QR SCHOOL NAME

-

TS5 OR AUTHC
this claim | al:

PERSON'S SKGHATURE |aw
st paYmMent of Govarmmant b

FEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
1 @ release of ary med

! | W rEl YES El HO | |
@ EMPLOYER'S NAME DR SCHOGL NAME ¢ OTHER ACCIDENT? & INSURANGE PLAN NAME OR PROGRAM NAME
D YES D b
o INSURANGE PLAN NAME OF PROGRAM NAME 100 RESERVED FOR LOGAL USE 15 THERE ANGTHER HEALTH BENEFIT PLAN?

| or athes infrmation wu...solv
oF 12 190 Dary who aces

D vES [] HO ¥ yes, retum Yo and complets item 9 a-d

13, INSURED'S OR AUTHORIZED PERSON'S SIGHATURE | authonze
payment of medical benetis 1 the undersgned physician or supplier lor
senices described balow

SIGHED DATE SIGNED
14 iL:(w‘u OF CURRENT 15 IF PATIENT HAS HA’)SA»EPHSIMn_Arr LLNESS: {16 DATES PATIEN WORK IN CURRENT QCCUPATION
M | AR GIVE FIRSTDATE M [ | MM DD kE
| Ei: ] ll ROM | T | |
17 MAM:—. oF frEFEﬁI'!INI" PROVIDER OR OTHER SOUF 17a | | 18 HC\:;I'ITGIE‘I"-'-\ 108 [ATES RELATED T)annr.EuT Sfrr.n- =
|t
170 | et | FROM | I o | :

19 RESERVED FOR LOCAL USE

20, CUTSIDE LABY 5’..‘!IAF|GFS

D YES l:l L s] I I

21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Itarrs 1, 2, 3 or 4 10 Item 24E by Line) + 10 RESUBMISSILN o o INALREF NG
714 30 . ) |
23 PRIOR AUTHORIZATION HUMBER
B R (Prior Auth # if applicable)
24 A DATE(S) OF SERVICE c (1] DURES, SERVIC E F & H 1 J
From o FLACE OF] {Explain Unusual Circus DIAGHOSIS - ey Y BENDERING
MM DD Y MM u]s) ¥Y [SERVICE | EMG CPTIHCPCS L POINTER 1 CHARGES LNTE Pan | CLAL PROVIDER ID #
‘ o o , 1284867
4 {20i07| 4aj20j07] | Jevooz | 1 1 i [ 1 | 56100 1 | [we|1234567890
I 1 | 1 1 | 1 | Feed e e e = === =
S A A B A T | Ll | [
I 1 | 1 1 1 1 1 Fe==d======= ===
N S N N S N A A T T 1l A R
! 1 1 | 1 1 1 1 e ————————
N R I T S I | A T N I N I T
! 1 i | 1 ! 1 | et b R R
I [ | P | J_ J_ I | J_ I | [we
1 1 1 1 s
N S N T il L el
28 FEDERALTAX 1D NUMEBER £EN EIN 26 PATIENT'S ACCOUNT NC ) _-23 TOTAL CHARGE 20 AMOUNT PAID 30 BALANCE DUE
[]D s 56 |00 | s(TPLAMY)| | 56 00

91 BIGNATURE O
INGLUDING 1l
{1 certity that e sutem
apply 1o this bill a0 a

Doea Bebler 5/15/07

33 BILLING PROVIDER INF fJ LPH# (
ABC School Board

45 Oak Street

Sunny, LA 70000

1] DATE

* 1111111111 "’1111111

PATIENT AND INSURED INFORMATION ————p—-<{— CARRIER —)p

PPLIER INFORMATION

ORsSU

PHYSICIAN

NUCC Instruction Manual available at: www.nucc.org

AFFROVED OMB-0938-0989 FORM CMS-1500 (08/05)

2007 Louisiana Medicaid CMS 1500 (08/05) Provider Training

15



SAMPLE CMS-1500 (08/05) FOR PCS (EPSDT)

(1500 )
HEALTH INSURANCE CLAIM FORM

AFFROVED BY NATIOMAL UNIFORM CLAIM COMMITTEE 08/08

FRAN, LIONEL

3 Pf‘TIENT‘S OIRTr' DATE

05 |18 ME] F|_|

FICA PICA
1. MEDICARE MEDICAID TI"!(‘,:\\‘I_"?E CHAMPYA HP!\I IH SN HI KI . OTHER | 1a INSURED'S 1.0, NUMBER (For Prograrm in Nem 1)
D #[3<¢] a[ ] ¢s 5N [ | iember Dar [ ] (8Sor ity Dc’ S |:| | 0001001235101
! PATIENT'S NAME {Last Mame, First Name, Middle mital) 4. INSURED'S MAME (Lagt Name, First Name, Midde Inital)

£ PATIENT'S ADDRESS (Mo . Street)

& PATIENT ﬂFIﬂTION‘iHI." T INSURED

F}ell|:| Snc:uaal:lchlchD Omﬂ.rD

7 INSURED'S ADDRESS (Mo . Streel)

& OTHER INSURED'S POLICY OR GROUP NUMBER

CITY STATE | & PATIENT STATUS Iy STATE
Single |:| Marmiad D On-'.‘rD
ZIP CODE TELEPHOME {Indluds Arsa Code) ZIP CODE TELEPHONE {Inchuds Arsa Code)
Full-Tirme Pan-Time ( )
( ) Emplayed Student Student |:|
9 OTHER INSURED'S NAME (Last Mame, First Mame, Middie Irbal) 10 IS PATIENTS CONDITICN RELATED TC: 11 INSURED'S POLICY GROUP OR FECA NUMBER

& EMPLOYMEMT® (Cumant or Préevious)

D (U]

[]res

b OTHER INSURED'S DATE OF BIRTH
(110 (] WY

|| |+

SEX

b ALUTO ACCIDENT?

[Jves

PLACE {State)

. EMFLOYER'S NAME OR SCTHOOL NAME

D [{[=]
© OTHER ACGIDENT?

D YES D N

a INSURED'S DATE OF BIRTH
MK o f

1 )y had
I M
I L

b. EMPLOYER'S MAME OR SCHOOL NAME

-

¢ INSURAMCE PLAM MAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. 15 THERE ANOTHER HEALTH BENEFIT PLAN?

O O

I yes, retum 1o @nd complate ilem 9 g-d

12 PATIENTS

il

SIGHED

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM
DR AUTHORIZED FERSON'S SIGNATURE | authorize fe releass of any medical or other information necessany
o process lhis claim. | alse reguest payment of govemment benefils eithes 1o mysell o 16 the party who accepls assignment

DaTE

13 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
payment of medical banefls i Ihe underggned physician or supplier 1o
SeNIcHS desenbed Dalow

SIGHNED

PATIENT AND INSURED INFORMATION ————)»|<4—CARRIER —|

LLHESS (First symplom) OR
MULRY (Accident) OR

" BT OB Y {

16 IF PATIENT H.ﬂS HA[’L‘JANE QR ._;IMILAR ILLHESS

GIVE FIR

1€ DATES p,r\ TIEM bBNABLt',]\EJ WORK IN CUFﬁ‘F'iutNI ({JC:[JCUP{'\I I%jl
1
I

|
1 | PREGNANCY{LMPY FROM |l Il T |l
17 NAME OF REFERRING PROVIDER OF OTHER SOURCE 1Ta 18 HOSPITRA'%‘.‘I?AT E'\IN) D.ATF‘! 'irl ATED TO f‘lJ"l'iFhI I_;QEF?UI(‘F“
S | | !
17h | MPI FROM I I To I I
19 RESERVED FOH LOCAL USE 20 QUTSIDE LAE? $ CHARGES
Oves o |
21 DIAGNOSIS OR NATURE OF ILLMESS OR INJURY (Relate Nema 1,2, 3 or 4 to e 24E by Lins) MEDICAID RESUBMIESION
CODE ORIGINAL REF. MO
1 343 1 s
23 PRIOA AUTHORIZATION NUMBER
. . 400010022
24, A DATE(S) OF SERVICE B o URES. SERVICES, OR SUPPLIES E I J
From To PLACE OF (Explan Unusual Circumatanoes) DIAGNOSIS o REMDERING
MM oD WY MM DD Y| SERNICE | EMG CPTHOPCS | MODIFIER FPOINTER QILIAL PROVIDER 1D _#
1 . o 1234567
: S L6t
o8 lo4jo7]o8{31lo7]12] |Tme [EPI 1 1 ] 1 el | 1234567890
R | | P il P D
L 1 L 1 I L L 1 1 HEl
1 1 I 1 I | 1 1 it Aty
N I I S T I [ S N A I B

D . WM

P P [ | . NP
! | ! ] i | | i B e L L
I | I | I 1
I | | I I | |_ J H | I | J_ [ | NEl
| 1 I | I | | . L
| L | I I " NP
26 FEDERAL TAX |.D. NUMBER SEN EIN 26 PATIENT'S ACCOUNT NC. a7 4\5{%\;’!}{}%;‘;%{3\!!\4 MT? |28 TOTAL CHARGE 29, AMQUNT PAID 30. BALANCE DUE
o | |
1] ves o s 1133 1444 I3 1133 144
#1 BIGNATURE OF PHYSICIAN OR SUFFLIER 32 BERVICE FACILITY LOCATION INFORMATION 33 BILLING PROVIDER IMFQ & PH # ( )
INCLUDING DEGREES OR CREDENTIALS .
(1 carity Ihat the slaements on hieg rkverss A-1 PCS Provider
apply 1o this bill and are made a pan harsol ) Baton Rouge LA
'
SinED oaTE E ° 1111111111 P 1111111

NUCGC Instruction Manual available at: www.nucc.org

APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)
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SAMPLE CMS-1500 (08/05) FOR PROFESSIONAL SERVICES

—

(o> NS ) I SN 5 I\

(1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/08
FICA

FiCA

MEI

HCARE MEDICAID

TRICARE
HAMPLIS

CHAMPVA

1 L P
CHAM HEALTH PLAN
[ ecicsre as[3] imecicaia #1 [ tsponsors ssn [ tssmoer 0w [ cssvor 0y

GROI

1a INSURED'S | D NUMBER

1234567891234

(For Program in liem 1)

2. PATIENT'S NAME (Last Name, First Name, Middie Initial)

Adalam, Mary

£ PATIENT'S ADDRESS (No , S

3 PATIENT'S BIRTH DATE -
MM oy DDy Yy
06 (11.89 «[1 []

& PATIENT RELATIONSHIP TO INSURED

o] s e o]

7. INSURED'S ADDRESS (No., Strat)

4 INSURED'S NAME (Last Name, First Name, Middie Ininal)

ZIP CODE

TELEPHONE (Indlude Area C

)

STATE (8

PATIENT STATUS

o |:| Marned |:] O D
. Fan-Timea
Emplayed Studeat & ]

Full-Time
10 ISPATIENT'S CONDITION RELATED

Sir

a9 GODE

C )

TELEPHONE (Include Area Code)

STATE

9 OTHER INSURED'S NAME (Last Name, First Name, Middle inital)

& OTHER INSURED'S POLICY OR GROUP NUMBER

TPL carrier code if applicable

b, OTHER INSURED'S DATE OF BIRTH
MM | Y

oo,

& EMPLOYMENT? {C

YES
b AUTO ACCIDENT?

D'\'I‘S

L 1
¢ EMPLOYER'S NAME OR SCHOO!

d. INSURANGE PLAN NAME OF PROGRAM NAME

o OTHER ACCIDENT?

O

m

10d. RESERVED FOR LOCAL USE

11 INSURED'S POLICY

OUF OR FECA NUMBER

& INSURED'S DATE OF BIRTH
MMy OOy YY
1 1
1 |

b EMPLOYER'S NAME CR SCHOOL MAME

M |:|

¢ INSURANCE PLAN NAME OR PROGRAM NAME

d. 1% THERE ANOTHER HEALTH BENEFIT FLAN®

I yee. rétum i and complets iem 9 a-d

PATIENT AND INSURED INFORMATION ——— |~ CARRIER —

12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1a

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM
aizey I

34 of arry medical o other informanon neckssany

3 SIGNATURE | authy
edcal benadis 10 e undersigned physician o supplier

to process thiz claim. | also request payment of govermment benafiss eithar 1o mysel or to the party who accapts assignment bid balow.
Dalow
SIGNED DATE SIGHED Y
14, DATE OF CURRENT ILLNESS (First symptom) OF 1. IF PATIENT HAS HAD SAME QR SMILAR ILLNESS. |15, DATES PATIENT UNABLE T WORK IN GURRENT GCCUPATICH A
MMy DDy Y INJURY {Acoident) R GIVE FIRSTDATE MM DDy ¥Y MM, DD MM DD ¥
! | REGNANGY(LMPY P

FROM ! 1

1 1
17. HAME GF REFERRING PROVIDE

OR OTHER S0URCE

1%, RESERVED FOR LOCAL USE

7] [PCP Auth # I applicable

1
18 HOSPITALIZATION DATES RELATED
MEC, DD Y

1o 11 | PCP NP if applicable

FROM ! I
20 QUTSIDE LAB?

DYES DNO |

1
$ CHARGES

21, DIAGNCSIS OR NATURE OF ILLNESS OR INJURY (Radal

V22 2

1.2.% or 4 1 em 22E by Line]

AID RESUBMISSICN

CODE | CRIGINAL REF. O

23 PRIOR AUTHORIZATION NUMBER

2?-1 A DATE(S) OF SERVICE }' & C F ) }r—_ 1 1
From To LACECF 15 oaE FEl oo RENDERING

MM [o]e] Y MM [o]e] AY |SEAVICE | EMG 1 3 CHARGES UNTE Pin | QUAL FROVIDER 1D #

1 1 1 1 1 1 1 === 123@3 _______
o416 |07 04j16 jor | | [es203 | I I | | (| 6500| 1 | | |0987654321
N45390509910 UNT0_Proleukin . " [1234567
04{16 107 [04(16 107 | | |Jeoas | 1 1 1| [} 12500] 1 | [+ |ooe7e54321

I N I S S ) I S LI Ll

N

il [ I Y

NP1

PHYSICIAN OR SUPPLIER INFORMATION

28 TOTAL CHARGE

S50 EIN 26 PATIENT'S ACCOUNT NO 5 AMOUNT FAID
0] 3 190,00 | s i
¥ HYSICIAL OF SUPLIER 32 SERVICE FACILITY LOGATION INFORMATION % BILLING PROVIDER INFG & PH 8 (264 555-0000
| e reverss Angel Giggles
apply K this bl and @ apan henol) 123 Smiley St.
Tuea Bellen 5M1/07 Sunny, LA 70000
SIGNED DATE ° fb * 1357901357 F 1333333

MUGCC Instruction Manual available at: www.nucc.org
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SAMPLE CMS-1500 (08/05) FOR WAIVER SERVICES

(1500

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/08

Waliver

JAYCO. TRAVIS

£ PATIENT'S ADDRESS (No , &

PICA PIcA [TT]
1 EDICARE MEDICAID 15"?:‘\553 CHAMPVA EE'};)Ll_Fr" PLAN E[;;{‘Uhl’j OTHER | 1a. INSURED'S 1.0 NUMBER (For Program in llem 1)
[ mecticare 1B itearcsic 4[] spomsors s perese o [ |esavorion s [Jeor | 6955231546013

2. PATIENT'S NAME (Last Name, First Name, Middie Initial) SEX 4 INSURED'S NAME (Last Mame, First Name, Middie Inihal)

3. PATIENT'S BIRTH DATE
MM o DDy Y

o7 !a1 192 00 <[

& PATIENT RELATIONSHIP TO INSURED

s--||:| s;“D oh "'D c,--.u--[l

7. INSURED'S ADDRESS (No., Strat)

ITY

ZIP CODE TEI

STATE (8

PATIENT STATUS
s.u:,-|..|:| I{.:m-.-dl:] Ol'h--rlj
Fan-Timea
Srudont D

Emplayed Stugin

CITY STATE

a9 GODE TELEPHONE (Include Area Code)

C )

& OTHER INSURED'S POLICY OR GROUP NUMBER

b, OTHER INSURED'S DATE OF BIRTH
MM D

hd K=

9 OTHER INSURED'S NAME (Last Name, First Name, Middle inital)

Full-Time
10 ISPATIENT'S CONDITION RELATED TO

a EMPLOYMENT? (Current o Prévious)

El NO

PLACE (&1al

YES
AUTO ACCIDENT?

=2

YES

L 1
¢ EMPLOYER'S MAME OR SCHOOL

d. INSURANGE PLAN NAME OF PROGRAM NAME

Ow
OTHER ACCIDENT?

Dvrs DNO

10d. RESERVED FOR LOCAL USE

11 INSURED'S POLICY GROUP OR FECA NUMBER

@ INSURED'S DATE OF BIRTH

ooy Yy
1

I | M |:|

b EMPLOYER'S NAME CR SCHOOL MAME

¢ INSURANCE PLAN NAME OR PROGRAM NAME

d. 1% THERE ANOTHER HEALTH BENEFIT FLAN®

D‘.’I’S DNO

I yee. rétum i and complets iem 9 a-d

12 PATIENT?

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM
OR AUTHORIZED PERSON'S SIGNATURE | au
to process this daim. | also request payment of government benafits either 10 myself o to the party who acoapts assignment

i e rélpase af arry medical or olhir infermaton necssany

JRED'S OR AUTHQRIZED PERSON'S SIGNATURE | autho
payment of medeal banedts 1o the undersigned pRYSITIEN of supplier for
bid Brlow

Dalow
SIGNED DATE SIGHED
14, DATE OF CURRENT ILLNESS (Firat symptom) OR 1. IF PATIENT HAS HAD SAME QR SMILAR ILLNESS. |15, DATES PATIENT UNABLE T WORK IN GURRENT GCCUPATICH
MMy DDy Y INJURY {Acoident) OR GIVE FIRSTDATE MM DD Y'Y MM, DD MM DD ¥
| 1 PREGNANGT(LMP) H ! FROM ] H o | ]
17. HAME OF REFERRING PROVIDER OR OTHER SOURGE 17a | | 18 HOSPITALIZATION DATES RELATED T CURRENT SERVICES
MM, DD oYY MM b6 Yy
17b ] PRI ] FROM | i TO j j
19. RESERVED FOR LOCAL USE 20. DUTSIDE LAB? 3 CHARGES

DYES DNO |

21, DIAGNCSIS OR NATURE OF ILLNESS OR INJURY (Refate llems 1, 2, % or 4 10 Nem 24E by Ling)

EDICAID RESUBMISSICN
E CRIGINAL REF. O

19510 s, |
23 PRIOR AUTHORIZATION NUMBER
. _ . 417365219
24 A DATE(S) OF SERVICE B [+ D PROCEDURES. SERVICES, OR SUFPPLIES E F ie] H I J =
From To YACECF (Explain Unusual Cireumstances) BIAGNOSIS oaE FEl oo RENDERING =]
MM [o]e] YY MM [o]e] YY |SEAVICE | ENMG CPTIHCPCS 1 MODIFIER POINTE 3 CHARGES LNTS Pin | QUAL FROVIDER 1D # I;
I =
1 o7jo1]o7 |07 [o1jo7 |12 |ss125 Juwr i 1 | 1 | 39200] 112] [ S
=
2 1 1 I 1 1 1 1 | Fe=d-mm e e mm = === = -
N N N T O A T S S I A I I K g
3 1 1 1 1 i 1 1 | Fo=dmmmmmmmmm e m o &
T I S A I I i N S S LI I I I 5
4 | | 1 1 ] 1 1 1 ety B -3
N N N S O B I S B N I I K o
5 1 Lo | | I —— ' e R 3
I I l L 1 I I H 1 il l J_ ! I I il E
I O I B | A I 5 &
25 FEDERALTAX I D NUMBER ESN EIN 26 PATIENT'S ACCOLINT NO 28 TOTAL CHARGE 29 AMOUNT PAID 30. BALANCE DUE
0O s s 392 00 s | |+ se2j00
TIIF!F \OF F\II‘.’SI'T‘:I.Ah\IT”JR EUP P.' :I'!:i ATION 33 BILLING PROVIDER INFO & PH # )
(o hsh s aanert on D everss Waiver Provider #1
apply 1 this bil and 3 @ @ pan henrol) Carlton. LA
Warny Lou 7/31/07
SIGNED DATE F’ 4 9999999991 F 1418230

PATIENT AND INSURED INFORMATION ———)=|=(—CARRIER —

NUCG Instruction Manual available at: www.nucc.org

APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)
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RHC/FQHC
SERVICES

CMS-1500 (08/05) Instructions
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CMS 1500 (08/05) INSTRUCTIONS FOR RHC/FQHC

Locator # Description Instructions Alerts
1 Medicare / Required -- Enter an “X” in the box
Medicaid / marked Medicaid (Medicaid #).
Tricare
Champus /
Champva /
Group Health
Plan / Feca
Blk Lung
la Insured’s I.D. [Required — Enter the recipient’s 13 digit
Number Medicaid ID number exactly as it appears
when checking recipient eligibility through
MEVS, eMEVS, or REVS.
NOTE: The recipients’ 13-digit Medicaid 1D
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.
2 Patient's Name [Required — Enter the recipient’s last name,
first name, middle initial.
3 Patient’s Birth |Situational — Enter the recipient’s date of
Date 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).
Sex Enter an “X” in the appropriate box to show
the sex of the recipient.
4 Insured’s Situational — Complete correctly if the
Name recipient has other insurance; otherwise,
leave blank.
5 Patient’s Optional — Print the recipient’s permanent
Address address.
6 Patient Situational — Complete if appropriate or
Relationship to |leave blank.
Insured
7 Insured’s Situational — Complete if appropriate or
Address leave blank.
Patient Status |Optional.
9 Other Situational — Complete if appropriate or
Insured’s leave blank.
Name

2007 Louisiana Medicaid CMS 1500 (08/05) Provider Training
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Locator # Description Instructions Alerts
9a Other Situational — If recipient has no other

Insured’s coverage, leave blank.

Policy or

Group Number

If there is other coverage, the state
assigned 6-digit TPL carrier code is
required in this block (the carrier code list
can be found at www.lamedicaid.com under
the Forms/Files link).

Make sure the EOB or EOBs from other
insurance(s) are attached to the claim.

9 Other Situational — Complete if appropriate or
Insured’s Date (leave blank.
of Birth
Sex

9c Employer’'s Situational — Complete if appropriate or
Name or leave blank.
School Name

9d Insurance Plan |Situational — Complete if appropriate or
Name or leave blank.
Program Name

10 Is Patient’s Situational — Complete if appropriate or
Condition leave blank.
Related To:

11 Insured’s Situational — Complete if appropriate or
Policy Group |leave blank.
or FECA
Number

lla Insured’s Date |Situational — Complete if appropriate or
of Birth leave blank.
Sex

11b Employer’'s Situational — Complete if appropriate or
Name or leave blank.
School Name

llc Insurance Plan [Situational — Complete if appropriate or
Name or leave blank.
Program Name

11d Is There Situational — Complete if appropriate or

Another Health
Benefit Plan?

leave blank.

2007 Louisiana Medicaid CMS 1500 (08/05) Provider Training




Locator # Description Instructions Alerts
12 Patient’s or Situational — Complete if appropriate or
Authorized leave blank.
Person’s
Signature
(Release of
Records)
13 Patient’s or Situational — Obtain signature if
Authorized appropriate or leave blank.
Person’s
Signature
(Payment)
14 Date of Optional.
Current lllness
[ Injury /
Pregnancy
15 If Patient Has |Optional.
Had Same or
Similar lliness
Give First Date
16 Dates Patient |Optional.
Unable to
Work in
Current
Occupation
17 Name of Situational — Complete if applicable.
Referring
Provider or In the following circumstances, entering the
Other Source |name of the appropriate physician is
required:
If services are performed by a CRNA, enter
the name of the directing physician.
If the recipient is a lock-in recipient and has
been referred to the billing provider for
services, enter the lock-in physician’s
name.
17a Unlabelled Situational — If the recipient is linkedtoa |The PCP’s 7-

Primary Care Physician, the 7-digit PCP
referral authorization number is required to
be entered.

digit referral

authorization
number must
be entered in
block 17a.

2007 Louisiana Medicaid CMS 1500 (08/05) Provider Training
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Locator # Description Instructions Alerts
17b NPI Optional. The revised
form
accommodates
the entry of the
referring
provider’'s NPI.
18 Hospitalization |Optional.
Dates Related
to Current
Services
19 Reserved for [Reserved for future use. Do not use. Usage to be
Local Use determined.
20 Outside Lab? [Optional.
21 Diagnosis or  [Required -- Enter the most current ICD-9
Nature of numeric diagnosis code and, if desired,
lliness or Injury [narrative description.
22 Medicaid Optional.
Resubmission
Code
23 Prior Situational — Complete if appropriate or
Authorization |leave blank.
Number
If the services being billed must be Prior
Authorized, the PA number is required to
be entered.
24 Supplemental |[Situational — Applies to the detail lines for |[RHC/FQHCs
Information drugs and biologicals only. who
administer
In addition to the procedure code, the drugs and
National Drug Code (NDC) is required by |biologicals
the Deficit Reduction Act of 2005 for must enter this
physician-administered drugs and shall [new drug-
be entered in the shaded section of 24A  |related
through 24G. Claims for these drugs information in
shall include the NDC from the label of [the SHADED

the product administered.

To report additional information related to
HCPCS codes billed in 24D, physicians and
other providers who administer drugs and
biologicals must enter the Qualifier N4
followed by the 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

section of 24A
— 24G of
appropriate
detail lines
only.

This
information
must be
entered in
addition to the

2007 Louisiana Medicaid CMS 1500 (08/05) Provider Training
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Locator #

Description

Instructions

Alerts

then enter the appropriate Unit Qualifier
(see below) and the actual units
administered. 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

procedure
code(s).

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.

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.

If the CommunityCARE emergency
indicator is needed, the indicator number
(*3") is required to be entered.

This indicator
was formerly
entered in
block 241.

24D

Procedures,
Services, or
Supplies

Required -- Enter the procedure code(s)
for services rendered.

Enter the appropriate encounter procedure
code on the first line.

Encounter Codes:

RHC/FQHC encounter visit: T1015

RHC/FQHC obstetrical services: T1015 with modifier TH
RHC/FQHC KIDMED services: T1015 with modifier EP

In addition to the encounter code, it is
necessary to indicate on subsequent lines
the specific services provided by entering
the individual procedure code and
description for each service rendered.

If the detail line
is for drugs or
biologicals,
entering the
appropriate
information
from Block 24
(above) is
required.

2007 Louisiana Medicaid CMS 1500 (08/05) Provider Training
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Locator # Description Instructions Alerts
24E Diagnosis Required — Indicate the most appropriate
Pointer diagnosis for each procedure by entering
the appropriate reference number (“1”, “2”,
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
(U&C) charges or zero for detail lines.
24G Days or Units [Required -- Enter the number of units billed
for the procedure code entered on the
same line in 24D
24H EPSDT Family |Situational — Leave blank or enter a “Y” if
Plan services were performed as a result of an
EPSDT referral.
241 [.D. Qual. Optional. If possible, leave blank for The revised
Louisiana Medicaid billing. form
accommodates
the entry of I.D.
Qual.
24J Rendering Situational — If appropriate, entering the The revised
Provider I.D. # |Rendering Provider’'s Medicaid Provider form
Number in the shaded portion of the block |accommodates
is required. the entry of
Entering the Rendering Provider's NPI in NPIs for
the non-shaded portion of the block is Rendering
optional. Providers
25 Federal Tax Optional.
[.D. Number
26 Patient’s Situational — Enter the provider specific
Account No. 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 Optional. Claim filing acknowledges
Assignment? |acceptance of Medicaid assignment.
28 Total Charge |Required — Enter the total of all charges

listed on the claim.

2007 Louisiana Medicaid CMS 1500 (08/05) Provider Training
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Locator #

Description

Instructions

Alerts

29

Amount Paid

Situational — If TPL applies and block 9A is
completed, enter the amount paid by the
primary payor (including any contracted
adjustments). Enter ‘0’ if the third party did
not pay.

If TPL does not apply to the claim, leave
blank.

30

Balance Due

Situational — Enter the amount due after
third party payment has been subtracted
from the billed charges if payment has been
made by a third party insurer.

31

Signature of
Physician or
Supplier
Including
Degrees or
Credentials

Date

Required -- The claim form MUST be
signed. The practitioner or the practitioner’s
authorized representative must sign the
form. Signature stamps or computer-
generated signatures are acceptable, but
must be initialed by the practitioner or
authorized representative. If this signature
does not have original initials, the claim will
be returned unprocessed.

Required -- Enter the date of the signature.

32

Service Facility
Location
Information

Situational — Complete as appropriate or
leave blank.

32a

NPI

Optional.

The revised
form
accommodates
entry of the
Service
Location NPI.

32b

Unlabelled

Situational — Complete if appropriate or
leave blank.

When the billing provider is a
CommunityCARE enrolled PCP, indicate
the site number of the Service Location.
The provider must enter the Qualifier LU
followed by the three digit site number.
Do not enter a space between the qualifier
and site number (example “LU001",
“LU002", etc.)

If PCP, enter

Site Number

and Qualifier

of the service
location.

33

Billing Provider
Info & Ph #

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

2007 Louisiana Medicaid CMS 1500 (08/05) Provider Training
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Locator #

Description

Instructions

Alerts

33a

NPI

Optional.

The revised
form
accommodates
the entry of the
Billing’s
Provider’'s NPI.

33b

Unlabelled

Required — Enter the billing provider's 7-
digit Medicaid ID number.

Format change
with addition
of 33a and 33b
for provider
numbers.
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SAMPLE CMS-1500 (08/05) FOR RHC/FQHC

—

(o2 TN 2 B SN S R \V

(1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0805
] [ |PE)J\

FI\':A[ ] ]

1. MEDICARE MEDICAID Tfrl AR

2. PATIENTS NAME (Last Name, First Name, Middle Inital)
Gardner, June

& PATIENT'S ADDRESS (No., Stresl)

CHAMPVA

D Madicare !}E Medicaid F}D rm:wr& SENH D vamber D4} D {SSN ar 10}

OTHER
HI nl [H PLAN

3. PATIENTS B FHH LA‘H:
J oo

0a loal70 ] X

& PATIENT RELATIONSHIP TQ INSURED

S-_-l.'[l S;-ou:wl:l le-jlj Olr-mD

18, INSURED'S | D NUMBER

1234567891234

4 INSURED'S NAME (Last Name, First Name, Migdle Intial)

[Far Program in itgm 1)

7. INSURE

Y3 ADDRESS (No , Streel)

cITY

ZIF CODE TELEPHOME (Inciuds Area Code)

)

STATE (g

FATIENT STATUS
Oher D

srae [ wames[]
i Full-Time Fart-Time
Employed [] E] Student I:]

Student

ETATE

ZIP CODE TELEPHONE (Include

C )

Area Code)

9. OTHER INSURED'S NAME {Last Name, First Name, Middle Inital)

10 IS PATIENT'S CONDITION RELATED TO

a OTHER INSURED'S POLICY OR GROUP NUMBER
(TPL 6 Digit carrier code if applicable)

a EMPLOYMENT? (Curent or Previous)

Dvis I:l.l:c)

b. OTHER INSURED'S DATE OF BIRTH .
MM oo | Y
I I M
L L I
o EMPLOYI S NAME OR SCHOOL NAME

b AUTO ACCIDENT?

YES
& OTHER ACCIDENT?

s [

11, INSURED'S POLICY GROUP OR FECA NUMBER

a INSURED'S DATE OF BIRTH
MM DD ¥y
I I

P O -]

b EMPLOYER'S NAME QR SCHOOL NAME

& INSURANCE PLAN NAME OR PROGRAM NAME

d INSURANGE PLAN NAME OR PROGRAM NAME

TS5 OR AUTHC
this claim | al:

PERSON'S SKGHATURE |aw
st paYmMent of Govarmmant b

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
1 @

10d. RESERVED FOR LOCAL USE

s o arry redical or other inkeemanan wu..,solv
Sl oF 1 T4k party who acos

DATE

d 15 THERE ANCTHER HEALTH BENEFIT PLAN?

D YES [] HO ¥ yos. retum %o and complets iem 9 a-d

13, INSURED'S OR AUTHORIZED PERSON'S SIGHATURE | authonze
payment of medical benetis 1 the undersgned physician or supplier lor
senices described balow

SIGNED

14 L:(‘I’?‘“ Q

15 IF PATIENT HAS HA‘) SM{'E L’"I'l SIMI_ﬂﬂ’ LLMNESS
GIVE FIRST DATE M

L

16 IJJ\II'sPJ\II N
ROM T | |

A

WORK INCURRENT QCCUPATION
MMy DDy Y

EC
17 ‘IAMr_ OoF frEFEﬁI'!INI" PROVIDER OR OTHER SOUF

17a | |PCP AUthOrlZat[Or'l #

7o [ue1if applicable

12 HC\:I’ITGIE‘I"-'-\ |)N [ATES HELATED T)ClJnﬁENTSfrrJll ES
)L
FROM I I TO I :

19 RESERVED FOR LOCAL USE

20, CUTSIDE LABY 5’..‘!IAF|GFS

D YES l:l L s] I I

PATIENT AND INSURED INFORMATION ————p—-<{— CARRIER —)p

2 OR MATURE OF ILLNESS OR INJURY [Relate Derms 1, 2, 3 or 4 10 Item 24E by Line) + 10 RESLBMISSION ORIGINAL EF. NO
L N |
23 PRICR AUTHORIZATION HUMBER
B ) R ) (Prior Auth # if applicable)
24 A DATE(S) OF SERVICE C |D DURES, SERVIC E F G LH i J =
From o FLACE OF] {Explain Unusual Circus DIAGHOSIS - ey Y BENDERING =]
MM [8]u] YY MM u]s) YY [SERVICE | EMG CPTIHCPCS L POINTER 3 CHARGES LNTS Pon | QLAL PROVIDER ID # i&
I 1 1 1 1 1 1 1 == 1_2345_6_?_ _______ E
otjosio7|otjoslo7[72] [mois | 1 1 1 1 | 95i00| 1 | [we|1234567890 3
L : | |1284567 =
01106 107 |01/06 07|72 | |99213 | I 0: 00| | [ ne 1234567890 =
I 1 ) 1 1 1 1 1 == 123“1%} ______ E
01106 :07 |[01j06107[72 | |sso2s | ¢+ 1 0 |1 | 000 1 | [we|1234567890 a
N45390509910 UN10 Proleukin o . __|1234567 4
01:106: 07|01, 06 07| 72| |J9015 | [ 0100 | | [ wei]1234567890 °
o
I 1 1 | 1 | ) | === ===== 5
A N T I I A T T O I | [ 2
S T A I N &
26 FEDERAL TAX ID NUMBER SSN EIN 26 PATIENT'S ACCOLUNT NO ) _-L‘B TOTAL CHARGE 29 AMCUNT PAID 20 BALANCE DUE
[]D $ 95 {00 | sTPLAmME | s 95 00
N S E'(NF_TU!'EEC 33 BILLING PROVIDER INF fJ LPH# )
) corty theh o kit RHC/FHQC Clinic
‘;u:ly ¥ thus bl and @ 200 Anywhere Street
ed gké”dw, 17107 Central, LA
o bare . 3 > 0987654321 1333330

NUCC Instruction Manual available at: www.nucc.org
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KIDMED
SERVICES

CMS-1500 (08/05) Instructions
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CMS 1500 (08/05) INSTRUCTIONS FOR KIDMED

< |Immunizations, laboratory tests, interperiodic screenings, consultations,
and low level visits in conjunction with a KIDMED screening are billed on
the CMS-1500 claim form.

CMS-1500 claim forms should be mailed to the following address for processing:
Unisys
P.O. Box 91020
Baton Rouge, LA 70821

@ Certain items on the CMS-1500 are required, as noted in the Instructions
column.

Claims submitted with missing or invalid information in these fields will be returned unprocessed

to the provider with a rejection letter listing the reason(s) the claims are being returned. Such
claims cannot be processed until corrected and resubmitted by the provider.

Locator # Description Instructions Alerts
1 Medicare / Required -- Enter an “X” in the box
Medicaid / marked Medicaid (Medicaid #).
Tricare
Champus /
Champva /
Group Health
Plan / Feca
Blk Lung
la Insured’'s I.D. |[Required — Insured’s ID Number - Enter
Number the recipient’s 13-digit Medicaid number as

verified through the REVS, MEVS, or e-
MEVS eligibility systems. This should also
be the 13-digit Medicaid number that
appears on the RS-0-07 for that month.

Note: If the ID number does not match
the recipient’s name in block 2, the
claim will be denied. If this item is
blank, the claim will be returned.

2 Patient's Name|Required — Print the name of the recipient:
last name, first name, middle initial. Spell
the name exactly as verified through the
REVS, MEVS, or e-MEVS eligibility
systems.
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Locator #

Description

Instructions

Alerts

3 Patient’s Birth [Situational — Enter the recipient’s date of
Date birth as reflected in the current Medicaid
information available through MEVS,
REVS, or e-MEVS using six (6) digits (MM
DD YY). If there is only one digit in this
field, precede that digit with a zero.
Sex Enter an “X” in the appropriate box to show
the sex of the recipient.
4 Insured’s Situational — Complete correctly if the
Name recipient has other insurance; otherwise,
leave blank.
5 Patient’s Optional — Print the recipient’'s permanent
Address address, or leave blank.
6 Patient Situational — Complete if appropriate, or
Relationship to |leave blank.
Insured
7 Insured’s Situational — Complete if appropriate or
Address leave blank.
8 Patient Status |Leave blank.
9 Other Situational — Complete if appropriate or
Insured’s leave blank.
Name
9a Other Situational — Leave Blank; unless the
Insured’s recipient has other coverage. In that case,
Policy or indicate the 6-digit TPL carrier code
Group Number |assigned by the state in this block (the
carrier code list can be found at
www.lamedicaid.com under the
Forms/Files/User Guides link). Make sure
to attach the EOB(s) from the other
insurance(s) to the claim.
9b Other Situational — Complete if appropriate or
Insured’s Date |leave blank.
of Birth
Sex
9c Employer’'s Situational — Complete if appropriate or
Name or leave blank.
School Name
aod Insurance Plan [Situational — Complete if appropriate or

Name or
Program Name

leave blank.
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Locator # Description Instructions Alerts
10 Is Patient’s Situational — Complete if appropriate or
Condition leave blank.
Related To:
11 Insured’s Situational — Complete if appropriate or
Policy Group |leave blank.
or FECA
Number
lla Insured’s Date [Situational — Complete if appropriate or
of Birth leave blank.
Sex
11b Employer’'s Situational — Complete if appropriate or
Name or leave blank.
School Name
1llc Insurance Plan |Situational — Complete if appropriate or
Name or leave blank.
Program Name
11d Is There Situational — Complete if appropriate or
Another Health |leave blank.
Benefit Plan?
12 Patient’s or Situational — Complete if appropriate or
Authorized leave blank.
Person’s
Signature
(Release of
Records)
13 Patient’s or Situational — Obtain signature if
Authorized appropriate or leave blank.
Person’s
Signature
(Payment)
14 Date of Leave blank.
Current lllness
[ Injury /
Pregnancy
15 If Patient Has |Leave blank.

Had Same or
Similar lliness
Give First Date
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Locator # Description Instructions Alerts
16 Dates Patient |Leave blank.
Unable to
Work in
Current
Occupation
17 Name of Situational — If services are performed by
Referring a nurse practitioner or clinical nurse
Provider or specialist, the name of the collaborating
Other Source |physician is required in this field. If the
recipient is a lock-in recipient and has been
referred to the billing provider for services,
the lock-in physician’s name is required
here.
17a Unlabelled Situational — If the recipientis linkedtoa |[The PCP’s 7-
PCP, the 7-digit Primary Care Physician digit referral
referral authorization number is required to |authorization
be entered. This information should be number must
identical to item 9 on the KM3 form. be entered in
block 17a.
17b NPI Optional. If the recipient is linked to a The revised
PCP, the 10-digit referring PCP’s NPI form
number is entered here; however it is not |accommodates
required. the entry of the
referring
provider’'s NPI.
18 Hospitalization |Leave blank.
Dates Related
to Current
Services
19 Reserved for |Leave blank. Usage to be
Local Use determined.
20 Outside Lab? |Leave blank.
21 Diagnosis or |Required -- Enter the most current ICD-9
Nature of numeric diagnosis code and, if desired,
Iliness or Injury |narrative description. Use of ICD-9-CM
coding is mandatory. Standard
abbreviations of narrative descriptions are
accepted.
22 Medicaid Leave blank.

Resubmission
Code
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Locator # Description Instructions Alerts
23 Prior Leave blank.
Authorization
Number
24 Supplemental |[Situational — Applies to the detail lines for |Providers who
Information drugs and biologicals only. administer
drugs and
In addition to the procedure code, the biologicals
National Drug Code (NDC) is required by  |must enter this
the Deficit Reduction Act of 2005 for new drug-
physician-administered drugs and shall be |related
entered in the shaded section of 24A information in
through 24G. Claims for these drugs shall |the SHADED
include the NDC from the label of the section of 24A
product administered. — 24G of
appropriate
To report additional information related to  |detail lines
HCPCS codes billed in 24D, physicians and|only.
other providers who administer drugs and
biologicals must enter the Qualifier N4 This
followed by the NDC. Do not enter a space |information
between the qualifier ad the NDC. Do not |must be
enter hyphens or spaces within the NDC. |entered in
addition to the
Providers should then leave one space procedure
then enter the appropriate Unit Qualifier code(s).
(see below) and the actual units
administered. 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
24A Date(s) of Required -- Enter the date of service for
Service each procedure. Either six-digit
(MMDDYY) or eight-digit (MMDDCCYY)
format is acceptable.
24B Place of Required -- Enter the appropriate place of
Service service code. Only 2 digit POS service
codes are acceptable.
24C EMG Situational — Complete if appropriate, or  |This indicator
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Locator # Description Instructions Alerts
leave blank. When required, the was formerly
appropriate CommunityCARE emergency |entered in
indicator is to be entered in this field. block 24l.
24D Procedures, Required -- Enter the procedure code(s) If the detail line
Services, or for services rendered in the un-shaded is for drugs or
Supplies area(s) biologicals,
entering the
appropriate
information
from Block 24
(above) is
required.
24E Diagnosis Required — Indicate the most appropriate
Pointer diagnosis for each procedure by entering
the appropriate reference number (*1”, “2”,
“3”, or “4”).
More than one diagnosis/reference number
may be related to a single procedure. Do
not enter an ICD-9-CM diagnosis code in
this item.
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.
24H EPSDT Family [Situational — Leave blank or enter a “Y" if
Plan services were performed as a result of an
EPSDT referral.
241 [.D. Qual. Optional. If possible, leave blank for The revised
Louisiana Medicaid billing. form
accommodates
the entry of I.D.
Qual.
24J Rendering Situational — Complete if appropriate, or  |The revised
Provider I.D. # (leave blank. form
accommodates
If appropriate, entering the Rendering the entry of
Provider’'s Medicaid Provider Number in the |NPIs for
shaded portion of the block is required. Rendering
Entering the Rendering Provider's NPI in Providers
the non-shaded portion of the block is
optional.
25 Federal Tax Leave blank.
[.D. Number
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Locator # Description Instructions Alerts
26 Patient’s Optional — Enter the recipient’s medical
Account No. record number or other individual provider-
assigned number to identify the patient.
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 Leave blank.
Assignment?
28 Total Charge |Required — Enter the total of all charges
listed on the claim.
29 Amount Paid [Situational — Leave this space blank
unless payment has been made by a third
party insurer. If such payment has been
made, indicate the amount paid.
30 Balance Due |Situational — If payment has been made by
a third party insurer, enter the amount due
after third party payment has been
subtracted from the billed charges.
31 Signature of Required -- The claim form MUST be
Physician or  [signed. Signature stamps or computer-
Supplier generated signatures are acceptable, but
Including must be initialed by the physician, therapist
Degrees or or authorized representative. If this item is
Credentials left blank, or if the stamped or
computer-generated signature does has
not been initialed in handwriting, the
claim will be returned unprocessed.
Date Required -- Enter the date of the signature.
32 Service Facility [Situational — Complete as appropriate or
Location leave blank.
Information
32a NPI Optional. The revised
form
accommodates
entry of the
Service

Location NPI.
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Locator # Description Instructions Alerts
32b Unlabelled Situational. Complete if appropriate, or If PCP, enter
leave blank. When the billing provider is a |Site Number
CommunityCARE enrolled PCP, indicate and Qualifier
the site number of the Service Location. of the service
The provider must enter the Qualifier LU  |location.
followed by the three digit site number.
Do not enter a space between the qualifier
and site number (example “LU001",
“LU002", etc.)
33 Billing Provider [Required -- Enter the provider name,
Info & Ph # address including zip code and telephone
number.
33a NPI Optional. Enter the billing provider's 10- |The revised
digit NP1 number. form
accommodates
the entry of the
Billing’s
Provider’s NPI.
33b Unlabelled Required — Enter the billing provider’'s 7- Format change

digit Medicaid ID number.

with addition
of 33a and 33b
for provider
numbers.
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SAMPLE CMS-1500 (08/05) FOR

KIDMED

(1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08105

PICA PIcA [TT]
1 MEDICARE MEDICAID Eﬁ,{ﬂn{m CHAMPVA EE!};)L[:'F'" PLAN '_r;::.ﬂuh(\ OTHER | 1a. INSURED'S 1.0 NUMBER (For Program in llem 1)
o PLIS T W LUNG
[ teaicsre i3] iveaicsia a1 ] Eponsors ssm emozc o [ essvorior [ essw [Jeor | 9752432916523

2. PATIENT'S NAME (Lazt Name, First Name, Middie Initial)
Jenkins, Claire
& PATIENT'S ADDRESS (No , Sireel)

3 [’nu[:r\l'.?rljjllﬂH L‘rﬂr'l[: BEX
05 01!06 «[] ¢[]
& PATIENT RELATIONSHIP TO INSURED

O s om]

£

4 INSURED'S HAME [Last Name, First Nams, Middie Ininal)

7. INSURED'S ADDRESS (No., Strat)

ITY

ZIP CODE TELEPHONE (nclude Arga Co

)

STATE |8

PATIENT STATUS

s.u:,-|..|:| I{.:m-.-dl:] Ol'h--rlj
Fan-Timea

Susdent D

Full-Time
Employed Stud
SONDITION RELATED TO

STATE

a9 GODE TELEPHONE (Include Area Code)

C )

9 OTHER INSURED'S NAME (Lat Name, First Name, Middle inival)
& OTHER INSURED'S PCLICY OR GROUP HUMBER

TPL carrier code if applicable
b, l.’r)'L-‘II'R IN‘F:‘HF!I' D' DATE OF BIRTH SEX

| i | v[] =]

10 ISPATIENT'S

& EMPLOYMENT? (Current of Prévious)

El NO

PLACE (S1ate)

YES
b AUTO ACCIDENT?

YES

L 1
APLOYER'S NAME OR SCHOOL NAME

d. INSURANGE PLAN NAME OF PROGRAM NAME

Ow
o OTHER ACCIDENT?

Dvrs DNO

10d. RESERVED FOR LOCAL USE

11 INSURED'S POLICY GROUP OR FECA NUMBER

& INSURED'S DATE OF BIRTH
DO L
1 1

I | M |:|

b EMPLOYER'S NAME OR SCHOOL NAME

¢ INSURANCE PLAN NAME OR PROGRAM NAME

d. 1% THERE ANOTHER HEALTH BENEFIT PLAN?

D‘.’I’S DNO

I yee. retum to and complets ilem 9 a-d

12 PATIENT'S OR AUTI ED PERSON'S

SIGNATURE &

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM
C 24 v 1l e
to process this daim. | also request payment of government benafits esther 10 myself o to the party who acoapts assignment

 Of ary medical of olher iNKAmAton necessary

13 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | autl B
medcal benedis 1o e undersignad pRyscIan of supplier
anibid bekow.

Dalow
BIGNED, DATE SIGNED
14, DATE CURRENT ILLNESS (First symplom) OR 16, IF PATIENT HAS HAD SAME QR SIMILAR ILLNESS. | 16 DATES PATIENT LINAELE T.')} WORK IN CURRENT QCCUPATION
MMy Y ‘lu.u. RY (Accident) OR GIVE FIRSTDATE MM DD Y'Y MM, DD MM DD ¥
] H PREGNANCT{LMP) H | FRom | ! o ! ]
17 NAME OF REFERRING PROVIDER OR OTHER SOURGE 17a | | PCP Auth # if applicable 18 HOSPITALIZATION DATES RELATED TO GURRENT
. . " — 1 1 1
1 [ PCP NP # if applicable FROM || ™ |
13 RESERVED FOR LOGAL USE 20 OUTSIDE LAB? $ CHARGES

DYES DNO | |

21, DIAGNCSIS OR NATURE OF ILLNESS OR INJURY (Relate Ims 1, 2,3 or 4 10 Nem 24E by Ling) 22 E‘G 1D RESUBMIZ H ORIGINAL REF. NO
V20 2 sl + |~ ’
23 PRIOR AUTHORIZATION NUMBER
. ) . _ (Prior Auth # if applicable)
24 A DATE(S) OF SERVICE B [+ D PROCEDURES QR SUPPLIES E F ie] H I J.
From To }UCE oF (Exptain Uniuzu nalances) ‘ DIAGNOSIS ors },.':;,’ o RENDERING
MM [o]e] YY MM [o]e] SEAVICE | EMG CPTIHCPCS 1 MODIFIER POINTER 3 CHARGES LNTS Pin | GUAL FROVIDER 1D #
10 ro b : 1= T
05/01/07 |05{ot o7 11| Jeoar1 | I 0 1 |1 | 1200 | 1 | | | 9986776655
— N o , 1122334
05,01 107 [05:01 107 [11 | J_QD?13 J_ I J_ oioo| 1 | [ wi|ggss77EE55
1 ) 1 1 ) 1 1 I
T N S S I i N S S LI I I I T
! 1 1 1 1 1 it Sl
N T N S S I A S O [ I A R

N N O S T

N

il [ N

(o> BN © 2 I S 5 I \°

Tmea Biller 06/12/07

1 1 : ! i | | il
SSH EIN 26 PATIENT'S ACCOLINT NO 27 l,-';u.’:-f‘:l’ 28 TOTAL CHARGE 29 AMOUNT PAID 30. BALANCE DUE
o s 12000 | s it |
33 BILLING PROVIDER INFO & PH# ( 254) 555-0000
1 he reyerse Angel Giggles
apply 10 this bl and apan heerol) 123 Smiley St.

Sunny, LA 70000

a

SIGNED DATE

1357901357 | 1999999

PATIENT AND INSURED INFORMATION ———)=|=(—CARRIER —

>

PHYSICIAN OR SUPPLIER INFORMATION

NUCG Instruction Manual available at: www.nucc.org
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LIST OF FIELD ANALYSTS

FIELD ANALYST

PARISHES SERVED

Kellie Conforto
(225) 216-6269

Jefferson
Orleans
Plaguemines

St. Bernard
St. Tammany (Slidell Only)

Ascension St. James
ézlsga”s‘{’etf” St. John |
Stacey Fairchild Cameron St. Martin (below Iberia)
(225) 216-6267 ieff Davis St. Mary

afourche Terrebonne

St. Charles Vermillion
Beaumont (TX)

West Baton Rouge Washington

Tracey Guidroz
(225) 216-6201

Iberville
Tangipahoa
St. Tammany (except Slidell)

Centerville (MS)
McComb (MS)
Woodville (MS)

Ursula Mercer
(225) 216-6273

Bienville
Bossier
Caddo
Caldwell
Claiborne
Catahoula
Concordia
East Carroll
Franklin
Jackson

LaSalle
Lincoln
Madison
Morehouse
Ouachita
Richland
Tensas
Union
Webster
West Carroll
Vicksburg (MS)
Marshall (TX)

East Baton Rouge

Pointe Coupee

Kelli Nolan East Feliciana St. Helena
(225) 216-6260 Livingston West Feliciana
Acadia Lafayette
LaQuanta Robinson Allen St. Landry
(225) 216-6249 Evangeline St. Martin (above Iberia)
Iberia
Avoyelles Red River
Beauregard Sabine
. DeSoto Vernon
Sherry Wilkerson '
Grant Winn
(225) 216-6306 Natchitoches Jasper (TX)
Rapides Natchez (MS)
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HOW DID WE DO?

In an effort to continuously improve our services, Unisys would appreciate your comments and suggestions. Please
complete this survey and return it to a Unisys representative or leave it on your table. Your opinion is important to
us.

Seminar Date: Location of Seminar (City):

Provider Subspecialty (if applicable):

FACILITY Poor Excellent
The seminar location was satisfactory 1 2 3 4 5
Facility provided a comfortable learning environment 1 2 3 4 5

SEMINAR CONTENT

Materials presented are educational and useful 1 2 3 4 5

Overall quality of printed material 1 2 3 4 5

UNISYS REPRESENTATIVES

The speakers were thorough and knowledgeable 1 2 3 4 5
Topics were well organized and presented 1 2 3 4 5
Reps provided effective response to question 1 2 3 4 5
Overall meeting was helpful and informative 1 2 3 4 5
SESSION:

Do you have internet access in the workplace?

Do you use www.lamedicaid.com?

What topic was most beneficial to you?

Please provide us with your business email address:

Please specify your Provider Number so we can cross reference it with your email address:

Please provide constructive comments and suggestions:

To order written materials provided by Unisys, please call Unisys Provider Relations Telephone Inquiry Unit at
(800) 473-2783 or (225) 924-5040
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