Revised 12/02/2021

CMS-1500 (02/12) BILLING INSTRUCTIONS

FOR

APPLIED BEHAVIORAL ANALYSIS

Locator # Description

Instructions

Alerts

1 Medicare /
Medicaid / Tricare
Champus /
Champva / Group
Health Plan / Feca
Blk Lung

Required -- Enter an “X” in the
box marked Medicaid (Medicaid
#).

Insured’s I.D.
Number

1a

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.

2 Patient’'s Name

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

3 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.

5 Patient’s Address

Optional — Print the recipient’s
permanent address.
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Locator # Description Instructions Alerts
6 Patient Situational — Complete if
Relationship to appropriate or leave blank.
Insured
7 Insured’s Address |Situational — Complete if
appropriate or leave blank.
8 Patient Status Optional.
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
Policy or Group other coverage, leave blank. should be entered in this
Number field. DO NOT enter
state assigned 6-digit TPL carrier |\,ord TPL in the field.
code is required in this field. The
carrier code is indicated on the
Medicaid Eligibility Verification
(MEVS) response as the Network
Provider Identification Number.
Make sure the EOB or EOBs from
other insurance(s) are attached to
the claim.
9b Other Insured’s Situational — Complete if
Date of Birth appropriate or leave blank.
Sex
9c Employer's Name |Situational — Complete if
or School Name appropriate or leave blank.
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
11a Insured’s Date of |Situational — Complete if
Birth appropriate or leave blank.
Sex
11b Employer's Name |Situational — Complete if

or School Name

appropriate or leave blank.
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Locator # Description Instructions Alerts

11c Insurance Plan Situational — Complete if
Name or Program |appropriate or leave blank.
Name

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

12 Patient’s or Situational — Complete if
Authorized appropriate or 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 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
Provider or Other |applicable.
Source

17a Unlabeled Situational — Enter if applicable

of leave blank.

17b NPI Optional.

18 Hospitalization Optional.
Dates Related to
Current Services

19 Reserved for Local |Reserved for future use. Do not
Use use.

20 Outside Lab? Optional.
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Locator # Description Instructions Alerts
21 Diagnosis or Required — Enter the applicable [The most specific
Nature of lliness or [ICD indicator to identify which diagnosis codes must
Injury version of ICD coding is being be used. General
reported between the vertical, codes are not
dotted lines in the upper right- acceptable.
hand portion of the field.
9 ICD-9-CM ICD-9 diagnosis
0 ICD-10-CM codes must be used
on claims for dates of
service prior to
Required — Enter the most 10/1/15.
current ICD diagnosis code.
ICD-10 diagnosis
codes must be used
NOTE: The ICD-9-CM "E" and on claims for dates of
"M" series diagnosis codes are service 10/1/15
not part of the current diagnosis |forward.
file and should not be used when
completing claims to be submitted |Refer to the provider
to Medicaid. 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).
22 Medicaid Situational. If filing an adjustment |Effective with date of
Resubmission or void, enter a “7” for an processing 5/19/14
Code adjustment or an “8” for a void as |providers currently

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

using the proprietary
213 Adjustment/Void
forms will be
required to use the
CMS 1500 (02/12).

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



http://www.lamedicaid.com/
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Locator # Description

Instructions

Alerts

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

23 Prior Authorization

Number

Required. All services billed
must be Prior Authorized, and the
PA number is required to be
entered in this field.

24 Supplemental

Information

Situational — Complete if
appropriate or leave blank.

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.

24D Procedures,
Services, or

Supplies

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

Procedure Codes:

H2019: Therapeutic Behavioral Service
Up to 24 units per day (6 hours);

3- 5 days per week

(1 Unit = 15 minutes)

No Modifier for BCBA

Modifier HM = Para-Professional
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Locator #

Description

Instructions

Alerts

G9012: Other Specified Case
Management Service NOS
Up to 4 units per week

(1 unit = 15 Minutes)

H0032: Mental Health Services Plan
Development by Non-Physician —
Initial Evaluation

Up to 4 hours allowed for the
session/visit.

Once every 180 days.

(1 unit =1 hour)

24E

Diagnosis Pointer

Required — Indicates the most
appropriate diagnosis for each
procedure by entering the
appropriate reference number
(“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

Refer to 24D.

24H

EPSDT Family
Plan

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

24|

[.D. Qual.

Optional.
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Locator #

Description

Instructions

Alerts

24J

Rendering Provider
I.D. #

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

Entering the Rendering Provider’s
NPI in the non-shaded portion of
the block is Required if the
Providers Medicaid ID number is
entered above.

25

Federal Tax I.D.
Number

Optional.

26

Patient’s Account
No.

Situational — Enter the provider
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
payer. 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
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Locator # Description Instructions Alerts
made by a third party insurer.

31 Signature of Optional - The original signature
Physician or of the provider is no longer
Supplier Including |[required.
Degrees or
Credentials
Date Enter the date of form completion.

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

32a NPI Optional

32b Unlabeled Optional

33 Billing Provider Info [Required -- Enter the provider
& Ph # name, address including zip code

and telephone number.

33a NPI Required. Enter the billing
provider’'s 10-digit NPI.

33b Unlabeled Required — Enter the billing The 7-digit LA
provider’s 7-digit Medicaid 1D Medicaid provider
number. number must be

entered here.
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SAMPLE APPLIED BEHAVIORAL ANALYSIS CLAIM FORM
FOR GROUP BILLING
WITH ICD-9 DIAGNOSIS CODE
(DATES BEFORE 10/1/15)

O[i0) |
4
[=]8%= g
e
HEALTH INSURANCE CLAIM FORM -
APFROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12 -
1. MEDICARE WEDICAID TRICARE CHAMPVA GROUP FECA OTHER | 1a. INSURED'S L.D. NUMBER (IFor Program in ltem 1) T
_ o ) _ HEALTH PLAN BLKLUNG
(Medicare #) % (Medicaid #)  (ID&DaD#) (Member D#)  (1D¥) (1D#) C# 9876543210123
2. PATIENT'S NAME (Last Nama, First Name, Middla Initial) 3 Pi\‘TII'NT .’I;SIRNP:\TF SEX 4. INSURED'S NAME {Last Name, First Name, Middle Inifal)

JAYCO, TRAVIS

5. PATIENT'S ADDRESS (No., Stree)

My

07 | 312001 % X  F

8. PATIENT RELATIONSHIP TO INSURED
Self

Spouse Child Other

7. INSURED'S ADDRESS (No,, Street

CImY STATE

ZIF CODE TELEPHONE (Include Area Code)

)

8. RESERVED FOR NUCC USE

CmY TATE

ZIF CODE TELEPHONE (Indude Area Code)

« )

8. OTHER INSURED'S NAME (Last Name, First Name, Midde |nifial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

e

. RESERVED FOR NUCC USE

o

RESERVED FOR NUCC USE

b. AUTO ACCIDENT?

[}

10,15 PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

YES NO

PLACE (State)

CC

11. INSURED'S POLICY GROUF OR FECANUMBER

a INSURED'S DATE OF BIRTH SEX
MM DD | YY

|

|

M F

b. OTHER CLAM 1D {Designated by NUCC)

c. INSURANCE PLAN NAME OR PROGRAM NAME

a

INSURANCE PLAN NAME OR PROGRAM NAME

=]

JJ HE! |OTHER HEALTH BENEFIT PLAN?

OF |

¥ NO If yes, complete tems 9, 8a and 94,

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | alse request payment of govemment benefits either to myseif or to the party who accepts assignment

. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
senvices described below.

PATIENT AND INSURED INFORMATION

beliow.
SIGNED DATE SIGNED
14. DATE OF CURRENT ILLMESS, INJURY, or PREGNA‘\E\‘{_MF‘I 15.0THER DATE 16. DATES PATIENT UMABLE T RK IN CURRENT QCCUPATICN i
MM DD WY | | | MM DD, YY MM DD | YY . MM DDy YY
| I QUAL.! C.JAL.I I I : FROM I I 0 !
|AME OF REFERRING PROVIDER OR OTHER SOURCE 8. P O} S RE ENT SERVICE,
S 17a. 18. HOS IWZ:\TBS\I D|AT$%R LATED TO CW IMTSITT‘IC\’é
71b. | NPI FROM I I TO I I
| 18. ADDITIONAL CLAIM INFORMATION {Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
YES NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY  Relate A-L tosenvice ne below (24E)  1cpina @ | zz.gg%gswssmm RIGINAL REF. NO.
4130000 B c o
E E & H. 23, PRIOR AUTHORIZATION NUMBER
L I K| Ll 456789123
24. A DATE(S) OF SERVICE C. D PROCEDURES, SERVICES, OR SUPPLIES E F H 1 Jd =
From To (Explain Unusual Circumstances) DIAGNOSIS e RENDERING =]
MM Do YY MM DD YY |sERwicE| EMG CPTIHCPCS | MODIFIER POINTER $ CHARGES Fan | QUAL PROVIDER ID. # l:(
1234567 =
03{27 1403127 (14|11 | | Hoo32 | | i I | A 180100 | 1 | | NPI[1234567891 z
[
: — S : 1234567 Z
03/28 14|o03i28 {141 | | wWoote | 1 I I | A 180100 | 12 | [WPi[1234567891 ™
1234567 =
04i01 14| o04fo01i1a[MM| | ez | | I | | A 72i00 | 4 | [WPI[1234567891 s
1234567 2
04104 14|04 {04 {14| 1| | H2019 | ! b A 120i00 | 8 | [nPI[1234567891 S
=
1 | | ! | | | =
(%]
: I T A R I R R P | [wer] g
z
1 1 1 1 1 1 1 o
: I T N I N N I L |
25. FEDERAL TAX 1D. NUMBER §5N EIN 26. PATIENT'S ACCOUNT NO. 7 28, TOTAL CHARGE 25. AMOUNT PAID 30. BALANCE DUE

27. ACCEPT ASSIGNMENT?
(For got_ clams s badk)

YES NO

$ 552i00 $ i $ !

31, SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I cerify that the statements on the reverse
apply 10 this bill and are made a part thereof )

32, SERVICE FACILITY LOCATION INFORMATION

33, BLLING PROVIDER INFO & PH®

(800 )233-3333
ABC BEHAVIORAL ANALYSIS

500 ALBERT RD

SMILEY, LA 70528

sicuen Jane Doe oate 4914 |-

b,

a 1987456123 |D 2123456

NUCC Instruction Manual available at. www. nucc.org

PLEASE PRINT OR TYPE

—
APPROVED OMB-0838-1187 FORM CMS-1500 (02-12)
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SAMPLE APPLIED BEHAVIORAL ANALYSIS CLAIM FORM
FOR INDIVIDUAL BILLING
WITH ICD-9 DIAGNOSIS CODE
(DATES BEFORE 10/1/15)

ElE

[ ¥%:
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE (NUCC) 0212

e

7
5
2

Y
JAYCO, TRAVIS 07 | 31 /2001w x  *

OTHER

T. MEDICARE  MEDICAID TRICARE CHAMPVA GROUP FEGA
HEALTHPLAN  BLKLUNG
(Medicare #) X (Medicaid #) (ID#Oo0#) (Member C#) e {10#) L=
. PATIENT'S MAME (Last Name, First Name, Middle Initial) I FATENT %EIRNPHI’ SEX

1a. INSURED'S |.D. NUMBER

9876543210123

4. INSURED'S NAME (Last Name, First Mame, Midd e Inifal)

{For Program in ltem 1)

)

5. PATIENT'S ADDRESS (No., Stresl) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street

Seif Spouse Child Othwar
cmy STATE |8. RESERVED FOR NUCC USE cmy TATE
ZIF CODE TELEPHOME (Include Area Code) ZIF CODE TELEPHOME (Indude Area Code)

« )

8. OTHER INSUREL'S NAME (Las! Name, First Name, Mdde |nitial) 10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (Current or Previous)
YES NO

b. AUTO ACCIDENT?

.

RESERVED FOR NUCC USE

o

RESERVED FOR NUCC USE

11. INSURED'S POLICY GROUF OR FECANUMBER

PLACE ( State)

a, INSURED'S DATE OF BIRTH SEX
WA DD Y
I ] F

b. OTHER CLAM ID (Designated by NUCC)

-.AMPLE-

c. INSURANCE PLAN NAME OR PROGRAM NAME

a

INSURANCE PLAN NAME OR PROGRAM NAME

" HER; MOTHER HEALTH BENEFIT PLAN?

¥ MO M veas comolete Bams 9. 9a and 94

= CARRIER —=

PATIENT AND INSURED INFORMATION

READ BACK OF FORM BEFOR P N IGNING THIS . SUR OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or suppher for
to process this claim. | also request payment of govemment benefits either to myseff or to the party who accepts assignment senvices described below.
below.
SIGNED DATE SIGNED
H"RﬁTE CD:DC.JR?$¥_ ILLNESS, INJURY, or PREGNANCY -:_M-F'I 15.-3“!—5\ DATE MM oo Yy 16. DATES :‘ATENBEL)IMBL\EY_- 'ORK IN CURRENT (I':J)ECUF'AJ‘I(DN i
| | | | I | | | —n 1 |
I ! CJAL_‘.' CJAL.I I I : FROM I I o I
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. 4OS=IWZATII§D‘\I DATE% RELATED TO CWE‘\IT&E?'\"IC@
- | ! | |
T1b. | MPI FROM I I TO I I
|12, ADDITIONAL CLAIM INFORMATION {Designated by NUCC) 20. OUTSIDE LAB? ¥ CHARGES
YES NO
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY  Relate A-L 1o service ine below (24E) 10D 1na |9 | zz.gggléswssvau ORIGINAL REF. NO.
» 130000 B. c o A 02 |408?156?89100
E F, a | H | 23. PRIOR AUTHORIZATION NUMBER
L n K| L 456789123
24, A DATE(S) OF SERVICE B. C D PROCEDURES, SERVICES, OR SUPPLIES E F G H 1 J =
From To LACE O (Explain Unusual Circumstances) DIAGNOSIS o e RENDERING =]
MM DD YY MM oo YY |sERvice| EMG CPTIHCPCE | MODIFIER POINTER $ CHARGES WIS | P | QLIS PROVIDER ID. &# E
1 =
1 1 1 1 1 1 nn | o4 | el [T =
03{28 1403 {28 {1411 | | H219 | | 1 1 | A | 150100 | 10 | | WPl =
w
=
2 | | | i i i | =
i T T I I N N | N T B &
3 g
= N I I N I S | N I S
w
4 | | | | | | | o
| [ T O [ S | N I I S
=
5 | ! | ! ! ! | =
o
: N A R I R A | P | [wer] g
>
5] 1 1 1 1 1 =
' N S N | A N =

! !
I I I
L L L
7

25. FEDERAL TAX1.D. NUMBER SSN EIN 26. PATIENT™S ACCOUNT NO.

YES NO

27. ACCEPT ASSIGNMENT?
{For got. claims. sea back)

2B. TOTAL CHARGE 29. AMOUNT PAID
|
s 150{00 | s

30. BALANGE DUE

s |
L

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(| cerify that the statements on the reverse
apply 10 this bill and are made a pan thereol )

32, SERVICE FACILITY LOCATION INFORMATION

1
|

33, BLLINGPROVIDER INFO & PHE  ( gcl.o )233-3333

JOHN DOE, ABA

500 ALBERTRD

SMILEY, LA 70528

sicuen John Doe, ABA oate 4914 | = [}

1234567

s 1234567891 |»

NUCC Instruction Manual available at: www.nucc, ora PLEASE PRINT OR TYPE

APPROVED OMB-0838-1187 FORM CM5-1500 (02-12)
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SAMPLE APPLIED BEHAVIORAL ANALYSIS CLAIM FORM
FOR GROUP BILLING

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

ElRC

=
HEALTH INSURANCE CLAIM FORM

CARRIER —=

APPROVED BY HATIONAL UNIFORM CLAJM OOMMITTEE (NUCC) 0212
PICA
10 _ munl!
1. MEDCARE MEDICAID TRICARE CHAMFYA, GROUP OTHER [1a MSUREDS 1D MUMBER FarPrgam in Bem 1) T
HEALTH PLAM
Madcare ) % (Mediaid i) {08 Do) {Member DB} JC8) fon (1234567890123
2. PATIENT S NAME (Las! Name._ Firt Mame, Midde Inisal) el L 4 NSUREDS NAME (LastMNama, Frat Name. Midds ntial
, oo
ADALAM, MARY 06 |11 | 00 ™ FX
5. PATIENT'S Al 5 (Mo, Sireet) B PATIENT RELATIONSHIP TO INSURED 7. NSURED'S ADDRESS No.. Siresl)
Saf SpRisa Child CRhar

Ty STATE [8. RESERVED FOR NUGCC USE oY STATE

APCODE TELERHOMNE (indude Araa Coda) DR CODE ELERPHOME (include Ama Codal)

2 OTHER INSURED'S NAME (Last Nama, First Nama. Middla inisal) 10 B PATIENT'S CONDITION RELATED TOr 11. NSUREDS POLICY GROUP OR F

a. OTHER INSURED'S POUICY OR GROUP MUMBER
TPL Code if applicable

b. RESE OR NUCCUSE

YES

B AUTO ACCIDENT?

MPLE

[

YES

a. EMPLOYMENT? {Current or Previous)

NO

PLACE (Stata)

MO

a MNSUREDS DATE OF BRTH
WO Y

M

b OTHER CLAIMID {Designated by NUCT)

& INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

READ BACK OF FORM
12 PATIENTS OR AUTHORIZED PERSON'S SIG|

10d RESERVE:

OR LOCALUSE

d IS THERE ANOTHER HEAL TH BENEFIT PLAN?

Ifyas_ complets isams 9 Sa and 9d

) PERSON'S SIGNATURE | authadze

PATIENT AND INSURED INFORMATION

SBari Necasary| T paymant cal Baneits 1o ha undamsignad physician o supplier far
0 procass T clam | a0 maguas paymant of 9o mment ban a1t aitharia myssl! arta ha party who acompis asslgnmant sardGas dassibed balow
e
CATE
15.0THER DATE 168 DATES PATIENT UNABLE TO WORK N CURREN
| , MM DD Y . MM DO % N 1
QUAL I : FROM I TO |
17a 18 HOSP| 1&%‘1'“':'.:‘ l‘l.’\'l%\? ELATED TOC! {E‘-’EI‘IT
T | NP FROM I I TO | I
18 ADDOTIONAL CLAIM INFORMATION {Designatad by NUCC) 20 0UTS LAg? § CHARGES
YES MO | |
T DAGNOE 5 Ot NATURE OF ILLTESS O INJUTY  Faas AL 10 sarvce 108 Daow Z48] (oo |0 | 72 EESTS e .
. (F410 4 o o
E F G.| M| 3. PRIOR AUTHORIZATION NUMBER
[ |
a [+ D PROCEDURES, SEF SUPPLES F. G_ H Jd =
FLacECH {Explan Unusual Croumstances) LGl ol 0 RENDERMNG =]
sERacE| EMG CPRTMCRCE E § CHARGES URITS | Fen | SUA PROVICER ID ¥ ':I:
1 1234587 =
[0108115[49 | | Hooz2 | {1 | A | 180100 | 1 | |[WPi[1234887881 &
'S
5 : : : : : 1234567 =
[wioeis|MM] | wow | 1 1 1 | a | 180j00 | 12 | [P [1234567891 &
al L . . 1234567 g
{12 15|02 | ez | 0 1 0 | A | {00 | 4 | [wri[1234567891 g
4 1234567 i
wol12 5|10 !l12 15|11 H2019 | HM | [ A 80100 | 4 NFl [1234557891 =]
1 1 | | E
5 1 1 1 1 1 1 1 6
: I T T O L0 i | I I B G g
"
6 N A T O I R R [ I . £
] | | | | |
28 HUMBER S5M BN PATIENTS ACCOUNT ND. 27 ACCEFT ASSIGNMENT? 24 TOTAL CHARGE 20, AMOUNT PAID A0 BALANCE DUE
(Faor govt dalme . see back) |
1234 Xves WO s 512[00 | s | |+ 51200
31. SIGNATURE OF P 2. SERVICE FACILITY LOCATION INFORMATION 33 BLUNG PROVIDER INFO & PH#A ( a(](] } 233_3333
MCLUDING DEGH LS
1§ cartfy mat me statemants anhe mversa ABC BEHAVIORAL ANALYSIS
apply % Tis bil and are mada a pan tharadl ) 500 ALBERT RD
SMILEY, LA 70528
scuen Ima Biller care 10/15/15 | b 4 1987456123 |» 2123456

o

NUCC Instruction Manual available at: www.nucc.omg

PLEASE PRINT OR TYPE

APPROVED OMB-04938-1187 FORM CMS-1500 (02-12)
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SAMPLE APPLIED BEHAVIORAL ANALYSIS CLAIM FORM
FOR INDIVIDUAL BILLING
WITH ICD-10 DIAGNOSIS CODE
(DATES ON OR AFTER 10/1/15)

L]

ElpC

[=]e%>
HEALTH INSURANCE CLAIM FORM

ARPPROVED BY NATIONAL UNFORM CLAUM COMMITTEE 8UCS) 0212

T

CARRIER —=

& RESERVED FOR NUCC USE

w

1. MEDICARE MEDICAID TRCARE CHAMPYA GROUP OTHER |1a MSUREDS |0 NUMEER (FarPmgram in Bam 1)
HEALTH PLAN
Medcars ) ¥ (Medkaid 8 (IDNDaDs) {Member %] 1C8) 1O 11234567600123
2. PATIENT § NAME (Last Name. First Mame, Middie inisal) Sl T T 4 NSURED'S NAME [Last Nama, First Name, Midde intia)
, BO
ADALAM, MARY 06 |11 00 ™ X
5. PATIENT S ADDRESS (Mo, Sirest) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS MNo., Stresl)
Sl Spausa Child Crhar
CITY STATE |- RE ) FOR NUCC USE Iy STATE
AP CODE EFHONE (Induda Araa Cada) 2P CODE FHOME (ncudae Ama Cadal
T OTHER NS UREDS WA ME [Las Narma, First Harna, Middia kiaa] 10 15 PATIENT S CONIITIGN RELATED TG 1 NSURED'S POLICT GROLP GR FECA NUMBER
2. OTHER INSURED'S POUICY OR GROUP NUMBER a_ EMPLOYMENT? (Current of Prvious) & INELPED'S [ATE CF BRTH 5B
. . |
TPL Code if applicable ves NE [ 1 " ’
b. RESERVED FOR NUCCUSE b AUTO ACCIDENTT PLACE (State) | b OTHER CLAIM resignated by HUCT)

& INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

READ BACK OF FORM B
12 PATIENTS OR AUTHORIZED PERSON'S SIGNA

R HEALTH

TRLANY

fyes compleda llams 9 88 and 8d

ED PERSON'S SIGNATURE | autharize
arEtss o e undersigned physician or supplier for

—_—

PATIENT AND INSURED INFORMATION

. iz m oWl Meca e Y
0 procass Tis clam. | also maues paym ent of govammant ban efts eitharto myself orio fa party who acoapis assignment sardoas descibed balow
e O
SIGNED CATE
14 é‘ﬂTE CURREMNT LLMESS, NJURY, or PREGNANCY (LMP) [ 15.0THER DATE 16 CATES PATIENT UNABLE TO 'WORK N Cﬁ?;'l’ OCCURATION b
A 1 | MM | oo Y MM » WY =] Al
i I QJA.I QUAL I : FROM I TO | I
!
17. HAME OF REFERRNG PROVIDER OR OTHER SOURCE 17a 18 HOSP| T\'J‘\q;,_'.\-[:":‘ }."\TE;?"'!E_."\TE}TDC{"'{"'EW::_. I'
Tk | FROM I I TO | I
18 ADDITIONAL CLAM INFORMATION (Designaed by WUCC) 20, OUTSIDE LAB? % CHARGES
YES O
21 DAGNCE S OR NATUREOF ILLNESS OR NJURY Ralata A-L 10 sardca lina balow (245 C::'ﬂdlﬂ‘ | F¥ IES%H“ 550N ORIGIIAL REE NO.
s [F419 a o ol
E = e M| 23 PRIOR AUTHORIZATION NUMBER
| i ’ | L]
24 A, DATE|S] OF SERWICE 3 & D PROCEDURES, SERVICES, OR SUPPLEES E F [ =
Ta Fuaceod {Explan Unusual Croumstancas) b Q
Y il YY |ssmacs| EMG CPRTMCRCE | [ = § CHARGES UNITS E
g
1008 15|10}08}15(41| | Hooz2 | | | & | A | 180{00 | 1 | 5
'S
1009 15|w0joeis|[11] | weoe | | 1 i | a | 180jo0 | 12 | &
g
1012 15|10 {1215 N | soorz | 1 0 | A 72i00 | 4 | g
W
I I 42 | j | &
wl12 151wl 12115[11 ] | H9 |HWMI b A ] 8000 | 4 | %
1 1 1 1 1 1 1 =
L&)
| I T T A I N A | N I e g
z
| | 1 | o
| I B N N I i
2. PATIENTS ACCOUNT NO I ASSIGNMENTT 28 TOTAL CHARGE 28 AMOUNT PAID 30, BALANCE DUE
i dams_sesback) 1
1234 ves NO s 512l00 | s I |+ 51200
31. SIGNATURE OF PHYSICIAN | 2. SERVICE FACILITY LOCATION | NFORMATION 33 BLLNG PROVIDER |INFO S PH# ( 800 } 233-3333
HCLUDING DEGREES OR CF
1l carify mat Ma saaements an tha @ JOHN DOE, ABA
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SAMPLE APPLIED BEHAVIORAL ANALYSIS CLAIM FORM
BILLED AS AN ADJUSTMENT
WITH ICD-9 DIAGNOSIS CODE
(DATES BEFORE 10/1/15)

ElEl

[=]%%=
HEALTH INSURANCE CLAIM FORM
AFPROVED BY NATIONAL UNIFORM CLAM COMMITTEE (NUCC) 02112

st CARRIER —=

EPV;A PICA |—|—|—|
1. MEDICARE WEDICAID TRICARE CHAMP VA ETE?LUT!; L E-ELEPI:WP OTHER | 1a. NSURED'S LD. NUMBER {For Program in Item 1)
(Medicars %) % (Medicaid #)  (ID#DoDH) (Mormbor D#)  (ID¥) iof oW | 9876543210123
2. PATIENT'S NAME (Last Name, First Name, Midde Initial) 3 P::“I""II'N‘I' %SIRNP‘:\TF BEX 4. INSURED'S NAME {Last Name, First Name, Middle Inifal)
| 1
JAYCO, TRAVIS 07 | 31 12001 v X F
5 PATIENT S ADDRESS {No., Stest) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No,, Street
Self Spouse  Child Other
Y STATE 8. RESERVED FOR NUCC USE Ty TATE g
=
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Indude Area Code) g
( ) g
( ) S
5. OTHER INSURED'S NAME (Las Name, First Name, Wdde Initid) 0. 15 PATIENT S CONDITION RELATED T0. 1. NSURED'S POLICY GROUP OR FECA NUMBER H
g
a. OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? {Current or Previows) » NSURED'S DATE OF, BIRTH SEX %
| |
YES ] | ! M F @
b. RESERVED FOR NUCC USE b, AUTO ACCIDENT? PLACE (State) | b. OTHER CLAM 1D {Designated by NUCC) a
H
PLE- =
= RESERVED FOR NUGC USE ca | <. INSURANCE FLAN NAME OR PROGRAM NAME =
}
YES ] =
d. INSURANGE PLAN NAME OR PROGRAM NAME 2 ] ﬁHE OTHER HEALTH BENEFIT PLAN? -
Yﬁ NO Mvas eomolele Bems 9. 9a and Od.
READ BACK OF FORM BEFOR FLETIN KZNING THIS " "TSUREDS OR AUTHORIZED PERSOM'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of govemment benefits either to myself or to the party who accepts assignment services described below.
bedow.
SIGNED DATE SIGNED
T2 DATE OF CURRENT ILLNESS, INJURY. or PREGNANCY (LMP) |15 OTHER DATE 16 DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM DD g | A | MM | DD | YY M, DD | _ MM, DD YY
| | QUAL.| QUAL ! ! ! FROM ! ! 0 !
7. NAME OF REFERRING PROVIDER OR OTHER SOURCE 172 18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICE,
g THEATIR DATog RELATED 10 CyraT gt
71b.|NPI FROM ! I 0 ! !
ADDITIONAL CLAIM INFORMATIOM (Designated by NUCC) 20 OUTSIDE LAB? 3 CHARGES
YES NO
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY  Relate AL fo service ne below (298] |COInd |G | zz.gggléswssvau ORIGNAL REF. NG,
» 130000 B. cl o A 02 |408?156?89100
E E & M 23. PRIOR AUTHORIZATION NUMBER
O 5 | Ll 456789123
24 A, DATE(S) OF SERVICE B. C D FROCEDURES, SERVICES, OR SUPPLES E F IEN 1 g
From To LACE O Unususl Circumstances) DIAGNOSIS Each I REMDERING =]
MM DD YY MM DD YY |sewice| EMG | CPTIHCP | MODIFIER POINTER $ CHARGES Fran | AL PROVIDER ID. # =
B e B YT S e T S S T T e ]
03128 14|03 128 114 |11 | | H2018 | | | | | A | 150100 | 10 | |NF'|| o
e
=z
2 " 0 0 : : , , z
i [ S O I I S S | N B LG &
3 2
i i i i i i i o
. N T S I I I T I | N I I LN 2
n
4 | | | | | | | 4
| [ R R N I T T | P | [ S
5 | | | | | | | z
=}
| [ T T B [ T R | I I I S g
-
6 L] IR L i z
1 1 1 1 1 1 1 | 4
25 FEDERAL TAX 1D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 28 AMOUNT PAID |30, BALANCE DUE
{For got. claima. se badk) | 1 |
YES s} 3 150 \00 3 ! $ !
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33 BILLING PROVIDER INFO & PH# (800 ) 233-3333
INCLUDING DEGREES OR CREDENTIALS
{I cerify that the statements on the reverse JOHN DOE, ABA
apply 10 tis bill and are made & pan thereol ) 500 ALBERT RD
SMILEY, LA 70528
sicen John Doe, ABA  oare 4/8/14 | b s 1234567891 o 1234567
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SAMPLE APPLIED BEHAVIORAL ANALYSIS CLAIM FORM
BILLED AS AN ADJUSTMENT
WITH ICD-10 DIAGNOSIS CODE
(DATES ON OR AFTER 10/1/15)

OO i
[=4
= E
2 &
=4
HEALTH INSURANCE CLAIM FORM <
APPROVED BY NATIONAL UNIFORM CLAIM OOMMITTEE NUCCT) 0212 o
—|—|—|P CA FicA j
I 1
1. MEDICARE MECICAID TRICARE CHAMPA ESEJI: . FE OTHER |1a WSUREDS LD NUMBER FarPmgram in Bem 1) 1
Medears 8) % (Mediaid 0) {IDN D0 | (Mambar D8] J0u) (D) 1234567890123
2 PATIENT'S NAME (Las! Nama. First ame. Middie inisal) S IR D ] 4 MSUREDS NAME (Last Nama_ Frst Nama_Midda inti)
, Do
ADALAM, MARY 06 11| 00 M X
5. PATIENT'S ADDRESS (Mo Sraat) 6. PATIENT RELATIONSHIF TO INSURED 7. NSUREDS ADDRESS No., Simat)
St Spausa Crild Crhar
CITY STATE |8. RESERVED FOR NUCC USE oy STATE %
=
AP CODE { 2P CODE TELEFHOMNE (induda Ama Cada) g
C ) g
() )
8 OTHER BEURED S NAME (Last Nama, First Nama, Middie nisa) 10 S PATIENT S CONDITION RELATED TOr 11 NSUREDS RPOLICY GROUP OR FECA NUMBER =
=]
w
a. OTHER INSURED'S POUCY OR GROUP NUMBER a EMPLOYMENTT (Current or Previous) a NSUREDS CATEOF BIRTH SEX %
i i |
TPL Code if applicable es MO | ! M . @
=
b RESERVED FOR HUCC USE B AUTO ACCIDENT? PLACE (Stats) | b OTHER CLAIN 1D (Designated by HUGC) o
s
2
o RESERVED FOR NUCC USE e o & INSURANCE PLAN NAME OR PROGRAM NAME E
']
YES NO =
d_INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCALUSE d IS5 THERE ANCTHER HEAL TH BENEFIT PLANT E

fyes_ complete ilems 5. 88 and 5d
£ 0 PEASON'S SIGHNATURE | sutharze
21 b0 e undarsignad physican o suppiier for

READ BACK OF FORM B
12 PATIENTS OR AUTHORIZED PERSONS SIGHNA’ E

% procass Tus claim | @50 MU paymant of gaam ment benalts aharia Mysed or1a ha party wha ce pis aEslgmant sardoas dascted balw
o
SIGNED CATE BIGNED
14 mTE URRENT LLNESS, NJURY  or PREGHNANCY (LMP) |15.0THER DATE 168 CATES PATIENT UNABLE TO WORK N C.ﬁﬁ;'f QCCURATION T
| o 1 | | MM p 1Y B MM DO Y ~ | Do Y
I auaL! QUL I : FROM I | TO |
17. HAME OF RING PRO R OR OTHER SOURCE 17a 18 HOSP| Tth.’_-’\T, N DATES __.‘\TE}T':I':{E‘"EW
oo W C
Eald e FROM I i TO |
18 ADOTIONAL CLABM INFORMATION (Dasignatad by NUCC) E LAB? § CHARGES
NO |
21, DAGNCSIS OR NATURE OF ILNESS OF INJURY  Ralats A-L 10 sanaca lina Dalow 24E) C::‘ﬂﬂln I F %E‘i-‘“ SE0N ORIGINAL REF. NO
OORE BNAL REF
s |F418 g ¢ | a AD2 | 5299198798700
E e H | 2 PRIOR AUTHORIZATION NUMBER
K | |
T ES E F T | H J z
DA GNOSIS oiva el RENDERING =}
EMG CPTHCPCS POINTER § CHARGES URNITS | Fan | GUA PRCMICER ID_# E
1 =
I I 1 I 1 1 I TR . 14
010 1510 8 11| | moR | | | | | A | | 1| [¥] 2
e
2 | | | | | | | =
™
: I T T B N O | N I B &
3 | | | | | | | B
R I S N T O O I O I 23 g
4 1 1 1 1 1 1 1 =4
: [ I I I O | I I B N %
5| I T S N I N | I I G S
| | i |
1 1 1 | I I 1 E
S
8 | I T N O [ ¢ & & | I &
| | ] 1 i |
AL TAXLD NUMBER S5M BN 28 PATIENTS ACCOUNT MO 7 EFT ASSIGNMENT? 28 TOTAL CHARGE 269 AMOUNT PAID 30 BALANCE DUE
For govt. daime, s e back) |
1234 X v No s s12lo0 | = | s si2000
31 SIGNATURE OF PHYSIO AN ( 32 SERVK ACILITY LOCATION INFORMATION 33 BILUNG PROMVIDER INFO &PHM (800 }233_3333
NCLUDNG DEGREES OR CF
{l carafy at N8 satemants ontha JOHN DOE, ABA
apply to Mg bil and are made apan theradl) 500 ALBERTRD
SMILEY, LA 70528
signen Ima Biller 122815|» b a 1234567891 |h 1234567 M
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SAMPLE BLANK CMS1500 FORM

D O b W N =

Bl

[=1&%=

HEALTH INSURANCE CLAIM FORM

APPRCVED BY NATICNAL UNIFORM CLAIM COMMITTEE (NUCC) 6242

—‘_l_‘FIGA FICA |_‘_r
1. MEDICARE MEDICAID FE OTHEA| 1a. INSURED'S .D. NUMBER (For Program in liem 1)

|| Mschcares) || iuocicaid#} Dmmm DMMD%PMDH%AWDM

2 PATIENT'S NAME (Lest Npmg, Firgt Nama, Midde Inttial)

B PA11ENT'B BIRTH DATE

'm

8EX

il

4. INGURED'S NAME (Lrst Namg, First Nams, Midde

Initiafy

5. PATIENT'S ADDRESS (No., Strest}

§. PATIENT RELATIQNSHIP TO INSLIRED

sei| | spowse[ | Ghia[_ | otmer| |

7. INBURED'S ADDRESS (Mo., Strast)

oy

STATE

ZIP CODE TELEPHCNE (Includa Area Code}

L)

#. REBERVED FOR NUCC USE

ciTY

STATE

ZIP CODE

( @

TELEPHONE {Inclida Area Code)

8, OTHER INSURED'S NAME {Last Name, First Name, Midde Initial)

& OTHER INSURELY'S PFOLICY OR GROUP NUMBER

b. RESERVED FOR NUGG USE

. RESERVED FOR NUCC USE

10, IS PATIENT'S CONDITION RELATED TGk

&. EMPLOYMENT? (Gumant ar Previous)

[ Jves

b. AUTO AGGIDENT?

[ Jves

& OTHER AGCIDENT?

[ Jves

[ ne

PLACE (Stata)

L.

[ne

11, INSUREDY'S POLICY GROUP GR FECA NUMBER

. INSURED'S DATE OF BIRTH
MM Doy YY

|| N

il

b. OTHER CLAIM 1D (Designated by NUICC)

|

& INSURANCE PLAN NAME OR PROGRAM NAME

L INSURANGE PLAN NAME OR PROGRAM NAME

10d. GLAIM CODES {Designated by NUCT)

d. IS THERE ANOTHER HEALTH BENEFIT PLANT

v [ Iw

# yos, cornpleta hems 9, 0, and Sd.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIE FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE. | authortze the release of any mediesl or other Information

13. INSURELY'S OR AUTHORIZED PERSON'S BIGNATURE | authariza
peyment of medical banafits to the undersignad physician or supplier for

10 procasn thin ciuim. | alo request peyment of govemment benafits sithar to myset o i the party who sccspts smdgnment sanvices described
below.
SIGNED DATE BIGNED
4. BATE OF GURRENT ILLNESS, PREGNANCY (LMP) | 15. OTHER DATE 18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
fIAIRY o R MM DD VY MW DGV MM | DD VY
| | oA . | mom | " | =
18. HOBPITALIZATION DATES RELATED RAENT SERVI
1. NA‘MEOF REFERRING PROVIDER O OTHER SOURCE 17 8. HOBPTALL : N ‘TEQN To CuRe ‘ = : cEg,,
| 176, NPI FROM ! | } }
19. ADDITIONAL CLAIM INFORMATION (Dasignated by NUCC) 20, OUTEIDE LAB? $ CHARGES
| [lves [loe | |
21. DIAGNOSIS OR NATURE OF ILLNESS ORL INJURY Fisiats A-L o service e below T 1 2. ISSION
®4E8  1cpind - AEReu ORIGINAL REF. NO.
LN el 1 D. L |
23. PRIOR AUTHORIZATION NUMBER
| F. ! al WLl
! ] K L
24 A  DATE(S) OF SERVICE B. | C. | D. PROCEDURES, BEAVICES, OR SUPFLIES E. F. H] I 5 z
To PLACECF] (Explaln Unusual Clreurnatancas) DIAGHOSIS DS | D RENDERING =]
MM DD w¥¥ MM DD YY |SEWKE| EMG | CPTMCPCS | MODIFIER POINTER $ CHARGES UNTS | Pan | QUAL PROVIDER ID. # £
1 | | | | | N e | E
[ = | . | e 8
| £
I I | | | | | e e
A A O L ] L L [ [ i
| | | | | | | | e e e | B
O i ] Ll | [ %
@
| | | | B B e
N - T 8
| | | | | | G e 5
A - | [ | Ll [ [ 8
| | | | | | | | i e S E
- - || S - L | | [
25. FEDERAL TAX LD. NUMBER SBN EIN | 28. PATIENT'S ACCOUNT NO. . @gcep-r IGNMENT? | 28, TOTAL CHARGE 28, AMOUNT PAID | 30, Rarvd for NUCC Use
o | |
0 [Jves | Jno ; e | |

1. SIGNATURE OF PHYSIGIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{1 cartty thet the stataments on the reverse
apply 0 this bil and ars mads a part therscl.)

32, SERVICE FACILITY LOGATION INFORMATION

1
339, BILLING PROVIDER INFO & PH # (

SIGNED DATE

b

‘h.

»| ——————— PATIENT AND INSURED INFORMATION —————»~[<(—CARRIER—)-
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