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APPENDIX C: CLAIMS FILING PAGE(S) 16

CLAIMS FILING

Hard copy billing of applied behavior analysis (ABA) services is billed on the paper CMS-1500
(02/12) claim form or electronically on the 837P Professional transaction. Instructions in this
appendix are for completing the CMS-1500; however, the same information is required when
billing claims electronically. Items to be completed are listed as required, situational or
optional.

Required information must be entered in order for the claim to process. 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, or will be denied through the
system. These claims cannot be processed until corrected and resubmitted by the provider.

Situational information may be required, but only in certain circumstances as detailed in the
instructions that follow.

Paper claims should be submitted to:

Molina Medicaid Solutions
P.O. Box 91020
Baton Rouge, LA 70821

Services may be billed using:

o The rendering provider’s individual provider number as the billing provider
number for independently practicing providers; or

o The group provider number as the billing provider number and the individual
rendering provider number as the attending provider when the individual is
working through a “group/clinic’ practice.

NOTE: Electronic claims submission is the preferred method for billing. (See the EDI
Specifications located on the Louisiana Medicaid web site at www.lamedicaid.com, directory
link “HIPAA Information Center, sub-link “5010v of the Electronic Transactions” — 837P
Professional Guide.)

This appendix includes the following:

. Instructions for completing the CMS 1500 claim form and samples of completed
CMS-1500 claim forms; and

J Instructions for adjusting/voiding a claim and samples of adjusted CMS 1500
claim forms.
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CMS 1500 (02/12) Billing Instructions for Applied Behavior Analysis

Group Number

(MEVS) response as the Network Provider
Identification Number.

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

Locator # Description Instructions Alerts
Medicare / Medicaid /
Tricare Champus / Required -- Enter an “X" in the box marked Medicaid
1 Champva / (Medicaid #)
Group Health Plan / '
Feca Bk Lung
Required — Enter the recipient’s 13 digit Medicaid I.D.
number exactly as it appears when checking recipient
eligibility through MEVS, eMEVS or REVS.
la Insured’s 1.D. Number 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.
9 Patient's Name quuwgq - Enter the recipient’s last name, first name,
middle initial.
Situational — Enter the recipient's date of birth using
Patient’s Birth Date six digits (MM DD YY). If there is only one digit in this
field, precede that digit with a zero (for example, 01 02
3 07).
Sex Enter an “X" in the appropriate box to show the sex of
the recipient.
, Situational — Complete correctly if the recipient has
4 Insured’'s Name . ) .
other insurance; otherwise, leave blank.
5 Patient's Address Optional - Print the recipient's permanent address.
6 Patient Relationship to Situational — Complete if appropriate or leave blank.
Insured
7 Insured's Address Situational — Complete if appropriate or leave blank.
8 RESERVED FOR NUCC
USE
9 Other Insured’s Name Situational — Complete if appropriate or leave blank.
Situational — If recipient has no other coverage, leave
blank.
. . . ONLY the 6-digit code
If there is other coverage, the state assigned 6-digit :
; : AN ) should be entered in
Other Insured's Policy or TPL carrier code is required in this field. The carrier this field. DO NOT
%9a code is indicated on the Medicaid Eligibility Verification '

enter dashes,
hyphens, or the word
TPL in the field.
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Locator # Description Instructions Alerts
o | DSFRVEDFORNUCC ) ave plank.
9c RESERVED FOR NUCC Leave Blank.
USE
9d Insurance Plan Name or Situational — Complete if appropriate or leave blank.
Program Name
Is Patient's Condition N : ,
10 Related To: Situational — Complete if appropriate or leave blank.
Insured’s Policy Group or | .. _.. . .
11 EECA Number Situational — Complete if appropriate or leave blank.
Insured’s Date of Birth
1la Situational — Complete if appropriate or leave blank.
Sex
OTHER CLAIM ID
11b (Designated by NUCC) Leave Blank.
Insurance Plan Name or N . .
11c Program Name Situational — Complete if appropriate or leave blank.
Is There Another Health N . ,
11d Benefit Plan? Situational — Complete if appropriate or leave blank.
Patient’s or Authorized
12 Person’s Signature Situational — Complete if appropriate or leave blank.
(Release of Records)
Patient’s or Authorized N o . .
13 Person’s Signature Situational —Obtain signature if appropriate or leave
blank.
(Payment)
14 Dgte of Current lliness / Optional.
Injury / Pregnancy
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
Name of Referring N . .
17 Provider or Other Source Situational — Complete if applicable
17a Unlabeled Situational — Enter if applicable or leave blank.
17b NPI Optional.
Hospitalization Dates
18 Related to Current Optional.
Services
ADDITIONAL CLAIM
19 INFORMATION Leave Blank.
(Designated by NUCC)
20 Outside Lab? Optional.
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Locator # Description Instructions Alerts
The most specific
diagnosis code must
be used. General
codes are not
acceptable.
Required -- Enter the applicable ICD indicator to ICD-9 diagnosis codes
identify which version of ICD coding is being reported must be used for
between the vertical, dotted lines in the upper right- claims for dates of
ICD Indicator hand portion of the field. service prior to 10/1/15.
9 ICD-9-CM
0 ICD-10-CM ICD-10 diagnosis
21 codes must be used on

Diagnosis or Nature
of lliness or Injury

Required — Enter the most current ICD diagnosis
code.

NOTE: The ICD-9-CM “E” and “M" series diagnosis
codes are not part of the current diagnosis file and
should not be used when completing claims to be
submitted to Medicaid.

claims for dates of
service on or after
10/1/15.

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

22

Resubmission Code

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

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

Appropriate reason codes follow:

Adjustments
01 = Third Party Liability Recovery
02 = Provider Correction
03 = Fiscal Agent Error
90 = State Office Use Only — Recovery
99 = Other

Voids
10 = Claim Paid for Wrong Recipient
11 = Claim Paid for Wrong Provider
00 = Other

Effective with date of
processing 5/19/14,
providers currently
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
a claim, a separate
form is required for
each claim line since
each line has a
different internal
control number.
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Locator # Description Instructions Alerts
. , o . For authorized
Prior Authorization (PA) Req_uwed ‘Wh‘?” prior agthqnzaﬂon Is required for services, the PA
23 services, the prior authorization number must be
Number L number MUST be
entered in this field.
entered here.
24 Supplemental Situational — Complete if appropriate or leave blank.
Information
Required -- Enter the date of service for each
_ procedure.
24A Date(s) of Service _ o . o
Either six-digit (MM DD YY) or eight-digit (MM DD
YYYY) format is acceptable.
4B Place of Service Required -- Entgr the appropriate place of service
code for the services rendered.
24C EMG Situational — Complete if appropriate or leave blank.
Required -- Enter the procedure code(s) for services
rendered in the un-shaded area(s).
24D Procedures, Services, or
Supplies Acceptable procedure codes are located in Appendix B
of this manual chapter.
(1 unit =1 hour)
Required - Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference
24E Diagnosis Pointer number (*A”, “B”, etc.) in this block.
More than one diagnosis/reference number may be
related to a single procedure code.
2AF Amount Charged Req_uwed -- Enter usual and customary charges for the
service rendered.
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Locator # Description Instructions Alerts
. Required -- Enter the number of units billed for the
246 Days or Units procedure code entered on the same line in 24D Refer to 24D
, Situational — Leave blank or enter a “Y” if services
24H EPSDT Family Plan were performed as a result of an EPSDT referral.
241 1.D. Qual. Optional.
Situational - If appropriate, entering the Rendering
Provider's Medicaid Provider Number in the shaded
portion of the block is required.
24J Rendering Provider ID#
Entering the Rendering Provider's NPI in the non-
shaded portion of the block is required if the Provider's
Medicaid ID number is entered above.
25 Federal Tax I.D. Number | Optional.
Situational — Enter the provider specific identifier
assigned to the recipient. This number will appear on
26 Patient’s Account No. the remittance advice (RA). It may consist of letters
and/or numbers and may be a maximum of 20
characters.
97 Accept Assignment? Optl_on_al. Clq|m filing acknowledges acceptance of
Medicaid assignment.
28 Total Charge Re_quwed — Enter the total of all charges listed on the
claim.
Situational — If TPL applies and block 9A is
completed, enter the amount paid by the primary
29 Amount Paid payor.
Enter ‘0’ if the third party did not pay.
If TPL does not apply to the claim, leave blank.
Situational — Enter the amount due after third party
30 Balance Due payment has been subtracted from the billed charges if
payment has been made by a third party insurer.
Signature of Physician or | Optional -- The original signature of the provider is no
Supplier Including longer required.
31 Degrees or Credentials
Date Enter the date of the signature.

Page 6 of 16

Appendix C




LOUISIANA MEDICAID PROGRAM ISSUED: 05/01/17
REPLACED: 09/28/15
CHAPTER 4: APPLIED BEHAVIOR ANALYSIS
APPENDIX C: CLAIMS FILING PAGE(S) 16
Locator # Description Instructions Alerts
32 Service Facmty Location Situational — Complete as appropriate or leave blank.
Information
32a NPI Optional.
32b Unlabeled Optional.
33 Billing Provider Info & Required -- Enter the provider name, address
Phone # including zip code and telephone number.
333 NP Required - Enter the billing provider's 10-digit NPI
number.
. - o . .| The 7-digit LA Medicaid
33b Unlabeled Required — Enter the billing provider's 7-digit Medicaid provider number must
ID number.
be entered here.

Page 7 of 16

Appendix C




LOUISIANA MEDICAID PROGRAM ISSUED: 05/01/17
REPLACED: 09/28/15

CHAPTER 4: APPLIED BEHAVIOR ANALYSIS

APPENDIX C: CLAIMS FILING PAGE(S) 16

ABA - Example Claim Form for Individual Billing with 1CD-9 Diagnosis Code
(Dates BEFORE 10/1/15)

(=]l

[=]¢%=
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE (NUCC) 0212

EPEA PICA |—|—|—|

st CARRIER —=

MEDICARE  MEDICAID TRICARE CHAMPVA E-ES‘JTZ'» . OTHER | 1a. INSURED'S | D. NUMBER {For Programin ltem 1)
(Modicars #) ) (Modicaid #)  (ID&DADH) (Mormber D) (ID#) 9876543210123
2. PATIENT'S NAME (Last Name, First Name, Middie Intisi) P IENTE BIRTH DATE 4. INSURED'S NAME (Last Name, First Name, Miodle Inital)

[
JAYCO, TRAVIS 07 | 31 12001 v X F
5. PATIENT'S ADL No., Sreel) 6. PATIENT RELATIONSHIP TO INSURED 7.INS! {No., Street)
Self Spouse Child Other

CmY STATE [8. RESERVED FOR NUCC USE CmY TATE =
[=]
[=
ZIP CODE Area Code) ZP CODE TELEPHONE [Indude Area Code) g
( ) g
( ) S
5. OTHER INSURED'S NAME (Last Name, First Name, Mdde Inftial) 10, 15 PATIENT S CONDITION RELATED TO. 1. NSURED'S POLICY GROUP OR FECA NUMBER H
g
a. OTHER INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENT? (Current or Previouws) a I\l‘;dl-}-“ll l;:zj;.r-l OF BIRTH SEX §
YES NO ! M F z
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? ¢} |b. OTHER CLAIM D (Designsted by NUCC) =
=
PL :
© RVED FOR NUCC USE ) . c. INSURANCE FLAN NAME OR PROGRAM NAME -
w
YES MO =
4. INSURANGE PLAN NAME OR PROGRAM NAME 1 ¢ =

' HE! RIOTHER HEALTH BENEFIT PLAN?
YES NO Ives comolele lems 9. 9a and 5d

READ BACK OF FORM BEFOR! Pl 1 G SURELD'S OR AUTHORIZED PERSON'S SIGNATURE | authorze
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 govemnmment benefits either to myseff or to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) (15.0THER DATE 18. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATICN 1
MM DD Y | | : MM | DD | ¥Y | DD Wy UMM, booy vy
| ! CJAI;‘.' CJAL.I { i I FROM I I o I
17 NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. | | 18 -IOS=IWZQTII§D\I DAT%% RELATED TO CWE‘JTﬁU 'u'IC‘gé
T1b.|hP\ | FROM ! i TO i !
| 12. ADDITIONAL CLAIM INFORMATION {Designated by NUCC) 20. OUTSIDE LAB? § CHARGES
YES NO ‘
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY  Relate AL 10 service ine Delow (2 Coinalg | 73 gggébwsso‘d ORIGINAL REF. NO.
s 130000 c o A 02 ‘408?156?89100
E | a | M 23. PRIOR ALUTHORIZATION NUMBER
I | K | Ll 456789123
24, A DATE: D PROCEDURES, SERVICES, OR SUPPLIES E F J =
From {Explain Unusual Circumstances) DIAGNOSIS RENDERING =]
MM DD YY ot CPTHCPCS | MODIFIER POINTER $ CHARGES PROVIDER ID. # E
a -]
03i28 14| 03 | 1 H2019 | i i i | A ‘ 150i00 | o
[
=
2 f f f . . . " =
i [ N S B [ T | I N &
3 2
i i i i i i i [
. | & & [ [ | | 1 1 | | Pl [ [wer] g
o
<& \ \ | | \ \ \ =4
: N T T I [ T S \ N S I L S
=<
5 | | | | | | | =
1=
: I T [ A | P | [wer] 2
3=
6| I L1 L] [ z
I L L I I I L | !
25. FEDERAL TAX |.D. NUMBER S§SN EIN 26, PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 29, AMOUNT PAID 0. BALANCEDUE
O’Q_U) cams see back) I I I
YES NO $ 150100 | s ! $ !
31, SIGMATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33 BLLING PROVIDER NFO & PH# (800 ) 233-3333
INCLUDING DEGREES OR CREDENTIALS
{| cerffy that the statements on the reverse JOHN DOE, ABA
apply to his bill and are made a pan thereof ) 500 ALBERT RD
SMILEY, LA 70528
sicuen John Doe, ABA pare 489114 | = b a 1234567891 | b. 1234567
NUCC Instruction Manual available at. www. nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1187 FORM CMS-1500 (02-12)
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ABA - Example Claim Form for Group Billing with ICD-9 Diagnosis Code
(Dates BEFORE 10/1/15)

O[O0 1
=4
[=1g%= 2
[~
HEALTH INSURANCE CLAIM FORM z
APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE (NUCC) 0212 ©
MEDICARE MEDICAID TQ\CAE CHAMPYVA h-’(F-J“F_ OTHER | 1a. INSURED'S |.D. NUMBER {For Program in Item 1) T
{Mecicars #) % (Medicaid #) (ID#O0D#) (Mermiber D#) % 9876543210123
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) I I TN SEX 4. INSURED'S NAME (Last Name, First Name, Midd e Inital)
I I
JAYCO, TRAVIS 07 13112001 mX  *
5. PATIENT'S ADDRESS {No., Stest) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (Mo, Stest
Saelf Spouse Child Other
oY STATE |6, RESERVED FOR NUCC USE CiY TATE %
=
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Induce Area Code) g
( ) &
( ) o
#. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECANUMBER zZ
o
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a |"A">‘-A|:j5 3' 5556A75|:}: vi‘;l:* ™ SEX %
YES NG ! M F ]
b. RESERVED FOR NUCC USE b, AUTO ACCIDENT? PLAGE {State) | b OTHER CLAM D {Designated by NUCC) a
=
PLE- 5
P o o E - . c. INSURANCE PLAN NAME OR PROGRAM NAME ;
w
YES NG =
d. INSURANCE PLAN NAME OR PROGRAM NAME a B ERE L OBl DAL LaE HERSuNOTHER HEALTH BENEFIT PLAN? E
F I .ﬁ YES NO If yes, compiete lems 8, 8a and 29
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 12. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
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 mysesf or to the party who accepts assignment senvices described below.
below.
SIGNED DATE SIGNED
R — - _ - _ —
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) |15.0THER DATE . 18. DATES PATIENT UMABLE TO WORK IN CURRENT OCCUPATION i
MM DD VY | | | MM DD VY MM, DD | YY o, MM DD oYY
| I CJAL.I C.J.-\L.} I I : FROM I I o !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a ‘ | 18. -IO._”:IWZATEE‘J BAT%%HEJ\—EJTO CWE‘JT&E?\" C\;;
]
71k, ‘I\F‘I | FROM ! | T0 i i
{12, ADDITIONAL CLAIM INFORMATION {Designated by NUCC) 20. OUTSIDE LAE? § CHARGES
YES NO
21, DIWGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L 10 service ine below (24 CDInd |g } 22, gé_\%g;‘dlsslo‘d ORIGINAL REF. NO.
4+ 130000 8|
E ] F 23 FRIOR AUTHORIZATION NUMBER
Ol ) 456789123
24, A DA TE(S CE F J =z
From RENDERING =]
MM DD YY $ CHARGES L PROVIDER ID. # I“_—:
1 1234567 z
03127 1403 |27 | Hoos2 | L I f | A | 180100 | 1 | | NP [1234567891 5
[
2l T C . 1234567 £
03{28 14|03 |28 | 2019 | 1 b | oA | 180{00 | 12 | [WPi[1234567881 =
3 1234567 =
04101 14|04 {01} etz | 1 1 1 | oA | 72i00 | 4 | [wri[1234567891 s
4 1234567 2
04 {04 14| 04 |04 | Hzo18 | | o A 120i00 | 8 | [ nPI[1234567891 =)
=z
<z
5 | | | | | | | =
| I N O T I O | Lo | [wei] 2
£
6 | | | | | | | £
: L [ | [ N L &
EIN 26 PATIENT'S ACCOUNT NO. 7., :)-"T AS&ISHM;W? 28 TOTAL CHARGE 28 AMOUNT PAID 30. BALANCE DUE
3 i et i :
N s 552|00 | s E i
32, SERVICE FACILITY LOCATION INFORMATION 33, BLLINGPROVIDER INFO & PH # ( 800 ) 233_3333
q wwrse ABC BEHAVIORAL ANALYSIS
apply 1o this bill and are made a part thersof 500 ALBERT RD
SMILEY, LA 70528
o Jane Doe nare 41914 [ = b 2 1987456123 |o 2123456 I
NUCC Instruction Manual available at: www. nuce, org PLEASE FPRINT OR TYFE APPROVED OMB-0838-1197 FORM CMS-1500 (02-12)
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ABA - Example Claim Form for Individual Billing with 1CD-10 Diagnosis Code
(Dates ON OR AFTER 10/1/15)
O]
B3

HEALTH INSURANCE CLAIM FORM

== CARRIER —=

0 EY NATIONAL UNIFORM CLAIM QOMMITTEE §
e I
1. MEDCARE TRCARE CHAMPVA GROUP FECA a OTHER |1a MSUREDS 1D NUMBER FarPrgram in Bem 1)
HEALTH PLAN BLELUNG
Madicars ) % (Mediaid 0)  (IDDoD0) {Mesmber iD®] D8] {08} o8 112345676090123
2. PATIENT S NAME (Last Name._ First Name. Middie Inisal) a1l SER 4 INSURED'S NAME (Last Nama, Frst Nama, Midda intial)
, 0D
ADALAM, MARY 06 |11 ] 00 ™ X
5 PATIENT § ADDRESS (W Sved) 8. PATIENT RELATIONSHI® TO INSURED 7. NSURED'S ADDRESS (Na., Sme)
Sef  Spusa  Chid Cahar
Ty STATE |5 RESERVED FOR NUCC USE CiTY STATE =
=]
E
P CODE TELE NE (Indude Araa Coda) 2P CODE TELEPHONE (ncdude Ama Cada) g
) e
( { ) o
'S
T OTHER MEURED'S NAME (Last Nama, First Nama, Miadia isal) 10 55 PATIENT S CONDITION RELATED 0! T1. INSURED'S POLICY GROLP OR FECA NUMBER =
o
w
. OTHER INSURED'S POLICY OR GROUP MUMBER a EMPLOYMENT? (Current or Previous) & HEFEDS QA TE OF BIRTH SEX %
) |
TPL Code |fapp||cable YES NO | ! W ]
b. RESERVED FOR NUCG USE b. AUTO ACCIDENT? PLACE (State) | B OTHER CLAMID [Designated By NUCC) o
=y
& RESERVED FOR NUGC USE & INSURANCE PLAN NAME OR PROGRAM NAME E
i
g
d_INSURANCE PLAN NAME OR PROGRAM NAME d IS THERE ANOTHER HEALTH BENEFTT PLANT o

14.: fyes_ compiate ilams 9, 83 and 5d
READ BACK OF FORME 15 04‘ D PERSON'S SIGNATURE | autharze
12 PATIEENTS OR AUTHORIZED PERS O GNA ize ¥ L) n Ron Mece s payrien % 10 he undersigned physician or supplier fol
%0 process Sis clam | @50 nqn(w*mrrn govamment banadts emarto mysslf arta f1a pary wha SCIEE ESIgRMEnt sereas Jua. berl bekow.

CATE SIGNED
LLNESS, INJURY. or PREGNANCY (LMP) |15 OTHER DATE . 16 DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
| \ f MM DD Y M oo Yy | BOT YT
QauaLl QuALl | 1 FROM ! |

| |
17 HAME OF REFERRING PROVIDER OR OTHER SOURCE 7 18. HOSPITALIZATION Cf
17a | | CSPITALEATICE

'nr\'r

STOC

Mo N

19 ADOTIONAL CLAM INFORMATION (Designasad by NUCC) § CHARGES

7T DGO OF NATURE OF ILTESS OF WIURY  Raae A-L 1 sarvoa In8 000w 28] 1o [0 | [ —
. F419 8l . -
E | F. | G| H | 23 PRIOR AUTHORIZATION NUMBER
|
24 A os %
M GES ‘ uints E
Tojos ts[tojosits[11| | mom | | ! | [ A | 180{00 | 1 13
2 q0fos 15 w0joeis[11] | wmeotw | f 1 i | A | 180jo0 | 12 | [WR[ T T &
3
. C C o g
3 40i12 15|10 {12 | 15| 11 | o1z | 1 1 0 | A | 72100 | 4 | [WR[ %
“li0l2 151001211511 | Heot9 WMl i i | A | goloo | 4 | [w[ g
5[ — — v pra———————— Z
: I O I [ | Ll | [we] 2
6 ________________ I
i I N O I [ | Ll | [w] =
25 FEDERAL TAX LD NUMBER SSN BN 26. PATIENTS ACCOUNT NOD. 28 TOTAL CHARGE AMOLUNT PAID 30 BALAN: HE
1234 s 512[00 | s I |s  si12l00
T SERVICE FACILITY LOCATION INFORMATION 33 BILLNG PROVIDER INFO & PHH (800 l,233 -3333
JOHN DOE, ABA
500 ALBERT RD
SMILEY, LA 70528
sxen Ima Biller oare 10120015 | o s+ 1234567891 |b 1234567
NUCC Instruction Manual avaiable at: www.nucs.org PLEASE PRINT OR TYPE RPPROVED OWB0038 1757 T ORM CVIS 1500 (0272)
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ABA - Example Claim Form for Group Billing with ICD-10 Diagnosis Code
(Dates ON OR AFTER 10/1/15)
G
Sk

HEALTH INSURANCE CLAIM FORM

CARRIER —

APPROVED BY NATIONAL UNIEORM CLAM COMMITTEE NUCT) 0212
A AcA
T munl!
1. MEDICARE MEMCAID TRICARE CHAMPYA Gsf\).]” o ;:—'.:.a\ - QTHER |1a MSUREDS LD MUMBER {Far Pragram in Bam 1} T
Madcara®) W (Madicaid 8] (ID8DaD8) (MomberiDE)  goe) =" o0 4234567890123

2. PATIENT'S NAME (Last Name. First Narne, Middle Inisal) S “‘;"“— SER 4 NSUREDT NAME (Last Mame, Frst Nama, Midda intal)

ADALAM, MARY 06 | 11 | 00w =X

5_PATIENT'S ADDRESS (No_ Straat) B PATIENT RELATIONSHR TO WESURED 7. NSUREDS ADDRESS (No., Sireel)

St Spusa  Chid Crhar

Ty STATE |3 RESERVED FOR HUCC USE Eai SIATE

AP CODE TELEPHONE (induds Area Coda ] P CODE TELEFHOME fnduda Ama Cada)

3 OTHER NS URED'S NAME (Lasi Nama, First Nama, Middla i) 10 5 PATIENT S CONDITION RELATED TG0 11, NSURED'S POLICT GROUP OR FECA NUMBER

a. QTHER INSURED'S POUCY OR GROUP NUMBER a. EMPLOYME! c 1o Pravious] a INSUREDS DATE OF BIRTH SEX
MPLOYMENTT {Current or Previous) T o i

TPL Code if applicable i ! " .

b. RESERVED FOR NUCCUSE b, AUTO ACCIDENT? PLACE (Stat) |B OTFER CLAIMID [Dewgnaed by NUGE

& RESERVED FOR NLCC USE SAM I L—EI & INSURANCE FLAN HAME OF PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

PATIENT AND INSURED INFORMATION

d IS THERE ANOTHER HEALTH BENEFIT PLAN?

Ifyes, complena ams 9. S8 and 94

£ PERSON'S SIGNATURE | autadze

READ BACK OF FORM
12 PATIENTS OR AUTHORIZED PERSONS SIG|

DTNt

Ay cal banefits i e undersigned physician o supgier foi
0 procass TVS claim | a0 magua R paymant of gnm'u"vm Banots mar 10 Sl O 10 T DAty who ACoNps ass g-mm' sandoad desibed balow
below
SIGNED TATE SIGNED
—
14 mTE RRENT LLNESS, INJURY, or PREGNANCY (LMP] [ 15.0THER DATE 16. CATESF .‘\'I ENT UNABLETO ¥ L‘i'f \\.J’i'i NT QCCUF .‘-'I 0\
[ \ o T | | | MM DD Y MM | DO T MM DD
| (.'-..A_I -:-_!\_I : FROM I | TO | I
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a 18k ADT%‘_&T _,-\ J\T " J\T__TJ_{’"-_'\T ,"v I;
Tib NP FROM ! ! TO | !
i i 1
18 ADOTIONAL CLAM INFORMATION (Designated by NUCC) 20. QUTSIDE Lag? § CHARGES
YES ND | |
21 DAGHOSIE OR NATURE OF ILLFESS OR INJURY  Raas AL 10 sarvics 108 DSOW 242]  ooid [0 | 22 RESURMIES TN ORIGMAL REE NGO
s |F418 N c o |
£ - 23. PRIOR AUTHORIZA TION NUMBER
|
Fary
Fram "R
MM DD Y MM $ CHARGES UMIT:

=
Q
I
. =
10108 15|10 | 08 ! 180100 | 234567891 &
'S
S o : 1234567 =
1009 15|10 09| 180i00 | 12 | [WFI[1234567891 &
3l o i 1234567 2
10012 15 [10 |12} 72i00 | 4 | [P [1234567891 g
4 1234567 it
10112 15|10 12! s0lon | 4 | | WP [1234567891 %
5 . . 0 . — 0 =
| I T O [ | I I I 7
z
1 1 1 1
[ | I T R A [ I =
M 26 PATIENTS ACCOUNT MO Fod ﬁ;;vl:‘?‘-ee\t‘;‘c J\'lu 24 TOTAL CHARGE 25 ANMOUNT PAID 30 BALANCE DUE
1234 Xyves e s 5i2|00 | s | |+ 51200
. SERVICE FACLITY LOCATION INFORMATION 33 BLUNG PROVIDER INFO &PH# (800 )233-3333
ABC BEHAVIORAL ANALYSIS
500 ALBERT RD
SMILEY, LA 70528
sinen Ima Biller core L1815 [a 5 5 1967456123 |o 2123456 i
NUCC Instruction Manual available at: www.nucc.ong PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM CMS-1500 (02-12)
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Adjustments and Voids
An adjustment or void may be submitted electronically or by using the CMS-1500 (02/12) form.

Only a paid claim can be adjusted or voided. Denied claims must be corrected and resubmitted —
not adjusted or voided.

Only one claim line can be adjusted or voided on each adjustment/void form.

The provider should complete the information on the adjustment exactly as it appeared on the
original claim, changing only the item(s) that was in error and noting the reason for the
change in the space provided on the claim.

If a paid claim is being voided, the provider must enter all the information on the void from the
original claim exactly as it appeared on the original claim. After a voided claim has appeared on
the Remittance Advice, a corrected claim may be resubmitted (if applicable).

Only the paid claim's most recently approved internal control number (ICN) can be adjusted or
voided, thus:

. If the claim has been successfully adjusted previously, the most current ICN (the
ICN of the adjustment) must be used to further adjust the claim or to void the
claim.

. If the claim has been successfully voided previously, the claim must be

resubmitted as an original claim. The ICN of the voided claim is no longer active
in claims history.

If a paid claim must be adjusted, almost all data can be corrected through an adjustment with the
exception of the Provider Identification Number and the Recipient/Patient Identification
Number. Claims paid to an incorrect provider number or for the wrong Medicaid recipient
cannot be adjusted. They must be voided and corrected claims submitted.

Adjustments/Voids Appearing on the Remittance Advice

When an Adjustment/Void Form has been processed, it will appear on the Remittance Advice
under Adjustment or Voided Claim. The adjustment or void will appear first. The original
claim line will appear in the section directly beneath the Adjustment/Void section.

The approved adjustment will replace the approved original and will be listed under the
"Adjustment™ section on the RA. The original payment will be taken back on the same RA and
appear in the "Previously Paid" column.

Page 12 of 16 Appendix C
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REPLACED: 09/28/15
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When the void claim is approved, it will be listed under the "Void" column of the RA.

An Adjustment/VVoid will generate Credit and Debit Entries which appear in the Remittance
Summary on the last page of the Remittance Advice.

Sample forms are on the following pages.
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REPLACED:
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CHAPTER 4: APPLIED BEHAVIOR ANALYSIS
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PAGE(S) 16

Sample CMS-1500 Form Billed as an Adjustment with 1CD-9 Diagnosis Code
(Dates BEFORE 10/1/15)

EFiE 1
[
[=1&5%3 g
&
HEALTH INSURANCE CLAIM FORM <
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUGC) 02/12 ©
I gannnl
1 MEDICARE  MEDICAID TRICARE CHAMPVA GROUP o OTHER | 1a. INSURED'S 1.D. NUMBER {For Program in ltem 1) T
ALTH PLAJ
(Medicans #) % (Medicaid #) (ID#DoD#) (Member O#)  (I0¥) f E# 1 9876543210123
2 PATIENT'S NAME (Last Name, First Name, Middle Initiaf) SRR ENT EBIRTHDATE X 4. INSURED'S NAME (Last Name, First Name, Mad e Inital)
By
JAYCO, TRAVIS 07 | 31 12001 v X F
5 PATIENT'S ADDRESS (No., Strest) 8. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Svest)
Sel  Spouse  Chid Other
CirY STATE |8 RESERVED FOR NUCC USE oY TATE
ZIP CODE ZIP CODE

8 OTHER INSURELrS NAME (Last Name, First Name, Mdde Initial)

10,15 PATIENT'S CONDITION RELATED TO.

o

OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? {Current or Previous)

YES

RESERVED FOR NUCC USE

o

b. AUTO ACCIDENT?

ERVED FOR NUCC USE

11. INSURED'S POLICY GROUP OR FECA NUMBER

&, INSURED'S DATE OF BRTH SEX
U

|
b. OTHER CLAM ID {Designated by ML

. INSURANCE PLAN NAME OR PROGRAM NAME

INSURANCE PLAN NAME OR PROGRAM NAME

READ BACK OF FORM BEFOR
PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE

N

2.

ISNING THIS

| authorize the release of any medical or other information necessary
to process this claim. | also request payment of govemment benefits either to myself or to the party who accepts assignment

PATIENT AND INSURED INFORMATION

OTHER HEALTH BEMEFIT PLAN?

HEREQ
YEY

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

NO Ifwes. mmolete Bems 5. 8a and &d

below.
SIGNED DATE SIGNED
T2 DATE OF CURRENT ILLNESS, INJURY. or PREGNANCY (LMP) |15 OTHER DATE 16 DATES PATIENT UNABLE T0 WORK IN CURRENT GCCUPATION i
MM DD TYY | A , MM DD | oYY M, DD | Y¥ MM, DDy vy
| I QUAL.| QuAL| ! ! ! FROM ! ! = !
7. NAME OF REFERRING PROVIDER OR OTHER SOURCE 172 18 HOSPITALIZATION DATES RELATED TO CYRRENT 1CES
1
Tib.|NPI FROM ! ! TO ! !
| 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 line below (24€) 10D ina |9 | 3 g%%éswssm\l ORINAL REF. NO.
» 130000 e | c o A 02 |408?156?89100
£l cl " 23. PRIOR AUTHORIZATION NUMBER
Ll K| Ll 456789123
A DA D PROCEDURES, SERVICES, OR SUPFLIES E F 1 =
From {Expiain Unusual Circumslances) DIAGNOSIS RENDERING =]
MM DD CPTIHOPCS | =] R POINTER $ CHARGES PROVIDER ID. # E
1 =
| | | | | | tan | 40 | [(wel [T 4
03/28 14|03 {28 1411 | | H2019 | i i i | A ] 150100 | 10 | |NF'|‘ o
e
=
2 | ' ' ' ' i | ]
i [ S N O [ N | I I I LT &
3 2
1 1 1 1 1 1 1
i i i i i ! | NP B
]
4 | | | | | | | =
: [ & & [ [ | I T I | N N N S
Y
5 | | | | | | | 5
=]
1 1 1 1 1 1 1 n
| [ S S I [ S S | N I I T 2
-
6 L] | f L P g
1 1 1 1 1 1 I ‘ ]
25. FEDERAL TAX1.D. NUMBER SSN EIN 28 : 2. TOTAL CHARGE 25 AMOUNT PAID |30, BALANCE DUE
| | 1
3 150100 | s ! $ !
33, BILLING PROVIDER INFO & PH#  ( BOO ) 233-3333
{| cerify that the statements on the reverse JOHN DOE, ABA
apply 1o this bill and are made a pan thereof ) 500 ALBERT RD
SMILEY, LA 70528
sicren John Doe, ABA  pare 4/9/14 | b a 1234567891 | o 1234567 A

NUCC Instruction Manual available at: www. nucc. ora

PLEASE PRINT OR TYPE

APPROVED OMB-0938-1197 FORM CMS-1500 (02-12)
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REPLACED:
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Sample CMS-1500 Form Billed as an Adjustment with ICD-10 Diagnosis Code
(Dates ON OR AFTER 10/1/15)

HEALTH INSURANCE CLAIM FORM

= CARRIER—=

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE MNUGC) 0212
Fica AcA
(111 _ HENE!
1. MEDICARE MEDICAID TRICARE CHAMPA G:—t(\)ul“ - :l:—"in - OTHER |1a MSUREDS | D MUMEBER Far Program in Bem 1)
HEALTH PLA LUNG )
Madcarst) Y (Mediaid o) (iDL DoCe) (MemberiD®)  (1CW) oo (1234567890123
2 PATIENT'S NAME (Las! Name, First Nama. Middie Inisal) L~ gl 1. *1‘;-“1 SER 4 INSURED'S NAME {Lasi Nama. First Name. Midda intial)
ADALAM, MARY 06 | 11 | 00 ™ =X
5 PATIENT'S ADDRESS (Mo_ Straat) B FATIENT RELATIONSHIR TO MSURED 7. WSUREDS ADDRESS (No.. Sl
Saf Spausa Child Cahar
CITY STATE |3 RESERVED FOR NUCC USE oy STATE
AP CODE TELEPHONE (Indude Area Coda) P CODE TELEPHONE (ncude Ama Coda)
2 OTHER INSURED'S NAME (Last Nama, First Nama. Middla inisal) 10 5 PATIENT'S CONDITION RELATED TO: 11. NSUREDS POLICY GROUP OR FECA NUMBER
a. OTHER INSURED'S POUICY OR GROUP NUMBER a EMPLOYMENT? (Current or Pravious) & IEURED'S DATE OF, BIRTH s
. . |
TPL Code if applicable YES NO M F

b. RESERVED FOR NUCCUSE

& RESERVED FOR NUCC USE

b. AUTO ACCIDENT? PLACE (State)

cO ot T

YES NO

b OTHER CLAIMID Dasigrated by NUCT)

« INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

READ BACK OF FORM B
HORIZED PERSONS SIGMA za §
ai50 mques paymant af gremment banedis shar ta

12 PATIENTS OR AUTE
fo process: fis claim
Bl

10d RESERVED FOR LOCALUSE

15
m e TGN Mece 8
miyseif arta e party wha acopis assignant

PATIENT AND INSURED INFORMATION

o B TH

ERE ANOTH

ER HEALTH BENEFIT PLAN?

fyas, complate ams 9 9 and 9d

ED PERSON'S SIGNATURE | authadze
FRs b0 e undersigned physician or supgiier far

CATE
LLMNE 55, INJURY . or PREGNANCY (LMP) |15.0THER DATE 16. DATES PATIENT UNABLE TO WORK BN CLURRENT OGGUF .‘\'I \‘\
¥ | | , MM DD Y | DO i MM DD
(.'-..A_I QuAL. I : FROM I | TO | I
17. MAME OF REFERRING PROVIDER OR OTHER SOURCE 17a 18. HOSP T!\c.,_l-’\'l. _,-\ :I.'\TE\-} RELATED TOC ﬁ'i‘-'El‘-‘l:?;.;-?"v' lr“;s
1o | NP FROM I I TO | I
19 ADOTIONAL CLAM INFORMATION {Designasad by NUCC) 20. QUTSIDE LAB? 3 CHARGES

YES NO | |

21, DAGHNOSS OR NATURE OF ILLNESS OR INJURY Relae A-L 10 s8nvica line Delow 24E) O ind |u |
s |F4 19 || o o
E.| P G| H |
| | K I

+"-\.U-|“ TooN
OO

QRIGINAL REF. NO.
A02 | 5299198798700

23 PRIOR AUTHORIZATION NUMBER

DATE(S) OF SERVICE

24 A B [ 5 E [<] H o =
L 2 I’ { N ‘ oRre S| RENDERING ]
MM ¥ MM (o 8] Y| = cE| EMGC £ HRGES UNITS o F| PROVIDER ID. ¥ "E
=
1 1008 15|10 {08 | 15|11 | | Hoo3z | ! Pl A 180100 | 1 | [N &
&
2 " " " " " " . =
: I R A I [ | [ R B g
3l — e . z
| [ & [ ] | I | [ I I =
4 e e S 0 o
: I O I I | I I I %
5 1 1 1 1 1 1 1 = =]
: [t & [ [ | I R A A | N I I I 7
B ] ] ] ] ] ] 1 E
| I T I bbb L NPl
25 FEDERAL TAX HWUMBER SSN B 2. PATIENTS ACCOUNT MO b 'q‘c\?c:vlﬁeee\tgc";ﬂ’ 28 TOTAL CHARGE 25 ANOUNT PAID 30 BALANCE DUE
1234 Yes wo s 512]00 | s | |s 51200
LIEF 1. SERVICE FACLITY LOCATION INFORMATION 33 BLUNG PROVIDER INFO & PHA (ao(] }233_3333
) JOHN DOE, ABA
q.u"xl |5Jlauau made & part § eo‘: 500 ALBERT RD
SMILEY, LA 70528
siewen Ima Biller wre 122815 (a b a 1234567681 |n 1234567

NUCC Instruction Manual available at: www.nuce.omg

PLEASE PRINT ORTYPE

APPROVED OMB-0838- 1187 FORM CMS-1500 (02-12)
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REPLACED:
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;o O AW N =

Sample CMS-1500 Form

DD
5
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212

—|_|_|FIGA

PIGA [T T

1. MWEDICARE MEDICAID TRIGARE

CHAMPVA
|| docicares) || (Mockcaiss) || aowDonsy [ | raemberg || 009)

g A

Dﬁmgm

1a. INSURED'S L.D. NUMBER {For Pragram in lsm 1)

2 PATIENT'S NAME (Lest Name, Firgt Narng, Midde Inttial)

8. PATIENT'S BIRTH DATE
MM | OD | Y

W] SEXFD

4. INGURED'S NAME (Last Namg, Firgt Nams, Micddle: Initaf)

5. PATIENT'S ADDRESS (Mo., Sirest}

6. PATIENT RELATIONSHIP TO INSLUIRED

Boi|_| Bpouss[ |cnm[ | otver[ |

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

cmy STATE

ZiP CODE TELEPHONE (Include Area Code}

( )

&. REBERVED FOR NUCC USE

ciTy STATE

ZIP CODE TELEPHONE {Includs Area Code}

( @

8. OTHER INSURED'S NAME (Last Name, Firat Name, Midde Intial)

& OTHER INSUREDY'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC LISE

& RESERVED FOR NUCC USE

10. IS PATIENT'S CONDITION RELATED TO:

8. EMPLOYMENT? [Cumant gr Previous)

[ ves

b. ALUTO ACCIDENTT

[ |res

& OTHER ACGIDENT?

[ ne
PLADE (State)
[vey,

s (e

11, INSURED'S POLICY GROUP OR FECA Num

& INSURlE‘Iil‘E D%TED‘F BIRY1\"H

L N

Ib. OTHER CLAIM ID (Designated by NUCC)

L

& INSURANCE PLAN NAME OR PROQRAM NAME

o INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC)

4. 1S THERE ANOTHER HEALTH BENEFIT PLANT
[ Jves [ Mo & yes, complete tems, s, andsd.

READ BACK OF FORM BEFORE COMPLETING & SIINBNG THIS FORM.

12. PATIENT'S OR AUTHCRIZED PERSON'S SIGNATURE | authorize the release of amy medieal or olfver information nocsssary
0 procass this caim. | aiso request peyment of govermment banefits sither to myself or to the party who scoapts sesignment
balow. A

13. INSURETYS OR AUTHORIZED PERSON & SIGNATURE | authorizs
peymant of madical benefits to the undersignad phyaldian or supplier for
sanices described below.

SIGNED DATE BIGNED
14.lianiE OEI%:.;HHEYN'YI' ILLNE::.”- URY, or PF (LMF) |15, OTHEA DATE A i oD I v 18. ::m'EE nPlal'l'liENTDgN.T.H.EV'I"T;? WORK II:-;UF#‘F"‘ET %TPA‘I'I?‘N
17. NAME OF RIEFERHING PROVIDER OR OTHER SOURCGE 17a I : 8. HOSPI'I'IA‘HZAﬂgg MTEQ,I\H,EI-ATED TO cl‘mENTgDERVICE%
i 175, NP1 FROM | | Wy
19. ADDITIDNAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARBES
[ Jves [ Ino ‘ |
P— - ==
21. DIAGNOSIS OA NATURE OF ILLNESS OF INJURY Fslate A-L to sarvica Iing below (24E) 10 Ind. } } 22, ESEEBMISSION ORIGINAL REF. NO.
AN B .
E E a.l z | 23. PRIOR AUTHORIZATION NUMBER
I . Il K |
24. A, DATE(S) OF SERVICE B. C. D. PROCEDURES, BERVICER, OR BUPPLIES E F. NGYB “HJT I J g
From Te IPLACE OF| aln U al Circumstances; DIAGNOSIS RAENDERING
MM oD YY MM DD‘I YY |GERWCE | EMG CPT%PC"S r|I‘lI"I = MUDIFI’ER POINTER $§ CHARGES = w (hl.ln-AL PROVIDER ID. ¢ E
=
1 I I B o ——— =
[ || | I I | | e 8
| | | ‘ ‘ | | | | ‘ | T R T E
- [ E | L | | [we &
| | | I | I | | T | 3
i ¢ F £ | | B | \ L | | [ws ]
| 1 | ] ] T T T T —
T I Ll | [ 8
, (el s T e s
- 1 I A g
R T - T ———— .
25. FEDERAL TAX L.D. NUMBER 88N EIN 28. PATIENT'S ACCOUNT NO. 27, ﬁqﬂElPT IE'W 28. TOTAL CHARGE 20. AMOUNT PAID 30. Ravd for NUCC Use
| I |
D |:| YES NO $ | - ! |

21. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALB
(I cartily thet the stalements on the reverse
epply i this bill and ans mads a part therecl.)

32, SEAVICE FACILITY LOCATION INFORMATION

33, BILLING PROVIDER INFO & PH # (

SIGNED DATE 5

b

‘n

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

NUCC Instruction Manual available at: www.nuee.org

PLEASE PRINT OR TYPE

APPROVED OMB-0938-1197 FORM 1500 (02-12)
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