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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:

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

. 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 BIk Lung
Required — Enter the recipient’s 13 digit Medicaid 1.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.
2 Patient's Name qumr_ed - Enter the recipient’s last name, first name,
middle initial.
Situational — Enter the recipient’s date of hirth 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 X ) .
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 git cc
i : DR . should be entered in
Other Insured’s Policy or TPL carrier code is requwed.m Fh|s f.|e‘|d... The carier this field. DO NOT
%9a code is indicated on the Medicaid Eligibility Verification i

enter dashes,
hyphens, or the word
TPL in the field.
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Locator # Description Instructions Alerts
9b SEEERVED FORNUCC Leave Blank.
9 RESERVED FOR NUCC Leave Blank.
USE
Insurance Plan Name or N ) .
ad Program Name Situational — Complete if appropriate or leave blank.
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.
11c Insurance Plan Name or Situational — Complete if appropriate or leave blank.
Program Name
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 o - ) .
13 Person'’s Signature Situational —Obtain signature if appropriate or leave
blank.
(Payment)
14 Dz_ﬂe of Current lllness / Optional.
Injury / Pregnancy
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
Name of Referring I . .
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 ued fon claims
between the vertical, dotted lines in the upper right- for dates of service
ICD Indicator hand portion of the field. 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

23

Prior Authorization (PA)
Number

Required — All services billed must be prior authorized.
The prior authorization number must 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 Behavior 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

(G9012: Other Specified Case Management Service
NOS

A maximum of 4 units per week

(1 unit = 15 Minutes)

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

1 hour allowed for the session/visit.

Once every 180 days.

(1 unit =1 hour)

24E

Diagnosis Pointer

Required - Indicate 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

Amount Charged

Required -- 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
24G Days or Units procedure code entered on the same line in 24D Referto 24D
: Situational — Leave blank or enter a “Y” if services
24H EPSDT Family Plan were performed as a result of an EPSDT referral.
241 .D. Qual. Optional.
Situational - If appropriate, entering the Rendering
Provider's Medicaid Provider Number in the shaded
portion of the block is required.
24] 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? Optlpngl. Cla}|m filing acknowledges acceptance of
Medicaid assignment.
28 Total Charge Reqmred — 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.
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Locator # Description Instructions Alerts
32 IService Facility Location Situational — Complete as appropriate or leave blank.
nformation
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.
. . R . .| The 7-digit LA Medicaid
33b Unlabeled Required — Enter the billing provider's 7-digit Medicaid provider number must

ID number.

be entered here.
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ABA — Example Claim Form for Individual Billing with ICD-9 Diagnosis Code
(Dates BEFORE 10/1/15)

EliRE

[=]8%=
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE (NUCC)02/12

EPICA - FICA |_|_|_|

st CARRIER —=

MEDICARE MEDICAID TRICARE CHAMPVA E-EO‘JT:w N OTHER | 1a. INSUREDIS LO. NUMBER {For Program in ltem 1)
ALTH PLAJ
{Medicars #) ¢ (Medicaid #) (ID#D00H) (Member %) {ID¥) f C# | 9876543210123
2. PATIENT'S NAME (Last Name, First Name, Middie Intisi) S ERIENTE FIRTHDATE SR 4. INSURED'S NAME (Last Name, First Name, Miodle Inital)
[
JAYCO, TRAVIS 07 | 31 12001 v X F
5, PATIENT'S ADDRESS (No,, Svesl) 8. PATIENT RELATIONSHIP TO INSURED 7. INSURED™S ADD 3 (Mo, Strest)
Seit Spouse Child Other
CmY STATE |8 RESERVED FOR NUCC USE cmy TATE g
=
ZIP CODE EPHONE (Include Area Cod ZIP CODE TELEPHOMNE (Indude Area Code) g
( ) g
( ) g
5. OTHER INSURED'S NAME [Las Name, First Name, Mdde [nii) 0. 15 PATIENT SCONDITION RELATED TO: 1. NSUREDS POLICY GROUF OR FECA NUMBER =
3
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Frevious) @ INSUREDS DAT SEK ]
1
YES NO " F 2
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE { Siate) [b. OTHER CLAIM ID {Designated by NUCC) 5
=
LE‘ z
- FVED FOR NUGC USE o l & I L <. INSURANCE PLAN NAME OR PROGRAM NAME =
w
YES O =
d INSURANCE FLAN NAME OR FROGRAM NAME 1 HERE &I OTHER HEALTH BENEFTT PLAN? z
"nn N I vas. comolete lems 9. Sa and 9a

READ BACK OF FORM BEFOR] P 1N ISNING THIS . . INSURELTS 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 supplier for
to process this claim. | alse request payment of govemnment benefits either to mysesf o to the party who accepts assignment services described below.
blow.
SIGNED DATE SIGHNED
14. DATE OF CURRENT ILLMESS, INJURY, or ﬁGNA\ICY{_‘d—FI 15'37—51 DATE 168. DATES :ATENT UMABLE TO WORK IN CURRENT OCCUPATION f
MM DD Y | A : MM | DD | YT MM, DD | V¥ UMM, DB vy
| ! CJAL_‘.' CJAL.I } I : FROM I I a }
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. -IOSHWZATB%‘\I DATE% RELATED TO CWE‘\IT&E?'\"IC@
[F1b_ | NPI FROM ! i TO i !
|12 ADDITIONAL CLAIM INFORMATION {Designated by NUCC) 20. QUTSIDE LAB? § CHARGES
YES NO
21 DAGNOSIS OR NATURE OF ILLNESS OR INJURY  Relate A-L 10 service ne below | Comal9 | 2 g%%éswssm‘d CRIGINAL REF. NO.
» 130000 c | o A 02 |408?1567891DD
E | G.| H | Z3. PRIOR AUTHORZATION NUMBER
O “ O 456789123
24, A DATE: DPROCEDURES, SERVICES, OR SUPPLIES E F J 4
From {Explain Unusual Circumstances) DIAGNOSIS RENDERING =}
MM DD YY CPTIHCPCS | MODIFIER POINTER $ CHARGES PROVIDER ID. # I:‘
1] iion as i tor dale | 1 womia | Lt a1 amnten | ap | eomeepeeeeeeeeeeeeeeeeeeo] Z
03i28 14| 03 | | H2019 | i i i | A | 150i00 | 10 | |NP‘| <]
[
=
2 . . . " " " . £
| [ N S B B [ S S | I &
3 z
i i i i i i i [
. I S D N I [ N S | L[ ] [wer] g
wn
4 | | | | | | | =
: N T O N I T T | Pl | [wer S
5 | | | | | | | 2
(=]
: [ T I [ N | P | [wer] 2
-
6| ] R L G
L L L I I I L | 1
25. FEDERAL TAX |.D. NUMBER SSN EIN 26, PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE Z5. AMOUNT PAID 3. BALANCEDUE
{For gav. caims. ma badk) | | !
YES NO 3 15000 | s | $ !
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32 SERVICE FACILITY LOCATION INFORMATION 33 BLLINGPROVIDER NFO & PH# (800 ) 233-3333
INCLUDING DEGREES OR CREDENTIALS
{| cerffy that the statements on the reverse JOHN DOE, ABA
apply 1o s bill and are made a pan thereol ) 500 ALBERT RD
SMILEY, LA 70528
sicuen John Doe, ABA pare 49114 | = b = 1234567891 | b 1234567
NUCC Instruction Manual available at. www. nucc.ora 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 1CD-9 Diagnosis Code
(Dates BEFORE 10/1/15)
O[30
b

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE (NUCC) 02712

[T PICA D:D

s=— CARRIER —

MEDIGARE  MEDICAID TRICARE CHAMPYA FECA o OTHER|1a NSURED'S 1D, NUMBER {For Progiam in ltem 1)
BLKLUNG
(Modicare #) % (Medicaid #)  (ID#DaD#) (Mamber C#) 10#) 0% 9876543210123
2 PATIENT'S NAME ({Last Name, First Name, Middie Inial) RS BIRTE DATE SEX 4. INSURED'S NAME {Last Name, First Name, Mddie Inital]
| ooy
JAYCO, TRAVIS 07 13120001 X
5. PATIENT'S ADDRESS (No., Streef) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Strest
Sef  Spouse  Chid Other

CmY STATE |8 RESERVED FOR NUCC USE cY TATE
ZIP CODE TELEPHONE (Include Area Code| ZIF CODE TELEPHONE (Indude Area Code|

9. OTHER INSURED'S NAME (L ast Name, First Name, Middle Intial) 10. 15 PATIENT'S CONDITION RELATED TOx 11. NSURED'S POLICY GROUP OR FECANUMBER

a. OTHER INSURED'S POLICY OR GROUP NUMBER a INSURED'S DATE OF BIRTH SEX
MM | DD ¥y

"M F
|
b. RESERVED FOR NUCC USE te) | b. OTHER CLAM ID {Designsted by NUCC)

&. RESERVED FOR NUCC USE e QSAJM I tE . INSURANCE PLAN NAME OR PROGRAM NAME
Bl (OTHER HEALTH BENEFIT PLAN?

. INSURANGE PLAN NAME OR PROGRAM NAME 48] RESEEEL FORLOCAL Jae HE
F I Fﬁ ‘B NO If yes, compiete nems 9, & and 84

PATIENT AND INSURED INFORMATION

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 infommation necessary | payment of medical benefits to the undersigned physician or supgplier for
to process this claim. | also request payment of govemment benefts either to myse o to the party who accepts assignment services desaibed below.
below.
SIGNED DATE SIGNED
1¢.R¢TE C;DCJH?%'\‘}_ LLMNESS, INJURY. or PREGNANCY (LMP) |15.0THER DATE r oD v 16. DATES :‘.-\NT EN'BEL)IP‘ABLFY_C WORK IN CJ&EE‘#T 88CUF‘.~\YT\ ON i
. 1 ¥
| ! -:.JAL_‘.I QuUAL i i i ! FROM } i 0 i
T TIAME OF FEFERRING PROVIDER OF OTHER SOURCE 72 | | T8, HOGPI gL [ZATIGN DATES RELATED 10 CyRRENT SERVICES
71b |I~PI | FROM i i T0 i !
[ 12. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? 3 CHARGES
YES NO
21 DINGNOSIS OR NATURE OF ILLNESS OR INJURY  Relate A-L o service ine below (24E) (G0 (nd |9 | = ggggawssuow ORIGINAL REF. NO.
» 130000 B | el )1
E. | F.| G.| H | 23 PRIOR AUTHORIZATION NUMBER
- o <l Ol 456789123
4. A DATE(S) OF SERVICE DPROCE ICES. OR SUPPLIE F l. J =
From To u umsances) D RENDERING Q
MM 0 YY MM 0D YY C | MODIFIER 3 CHARGES = AL PROVIDER ID. & E
1 1234867 | =
03{27 14|08 |27 (1411 ] | Hoos2 | | i I | A | 180{00 | 1 | | WNPI[1234567891 z
N o e . 1234567 :
03{28 14]o03l28 4|1 | | Heote | 1 & o | a | 180/00 | 12 | [WPi 1234567891 &
5 1234567 =
o4i01 14|oaiot 14| | | eeo12z | I 1 | | a | 72i00 | 4 | [nwPi[1234567891 g
1234567 &
4 | | | | | | | [
04104 14|04 04 14|11 | | H219 | | . 120i00 | 8 | |[wPi[1234567891 =)
=z
<
5 | | | | | | | =
: I N T T I A I | o | [wei] =
@
6 L T | I
: o [ | [ 1] N I B LN |>
25 FEDERAL TAX | D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27 _ACC%“T -\SSIG\IMGE"IT? 28. TOTAL CHARGE 25 AMOUNT PAID 30. BALANCE DUE
ASEP LA e
"o s 552/00 | s | s i
32, SERVICE FACILITY LOCATION INFORMATION 33, BLLINGPROVIDER NFO & PH # ( 800 ) 233.3333
i ABC BEHAVIORAL ANALYSIS
apply 1o this bill and are made a pan thereol 500 ALBERT RD
SMILEY, LA 70528
sionen Jane Doe oare 4914 |a b s 1987456123 |» 2123456 )
NUCC Instruction Manual available at www, nucc, org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM CMS-1500 (02-12)
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ABA — Example Claim Form for Individual Billing with ICD-10 Diagnosis Code
(Dates ON OR AFTER 10/1/15)
O30
B3

HEALTH INSURANCE CLAIM FORM

APPROV HATICHAL UNIFORM CLAIM COMMITTE

== CARRIER —=

pes "1
1. MEQICARE TRCARE CHAMPVA G:«\)..Iv i ;:-'.:.a\ . OTHER [1a WNSUREDS 1D MUMBER ForPmgram in Bam 1)
Medeaen) X (Mediaid 8)  (IDMDe0w) (MomberiD®) oo} (om (o0 11234567890123
2. PATIENT'S NAME (Last Name, First Name. Middie Inisial) F LTS R OATE SEX 4 NSUREDS NAME (Last Nama. First Name, Midda intial)
ADALAM, MARY 06 | 1 | 00 M =X
5 PATIENT § ADDRESS (Mo Sved) 8. PATIENT RELATIONSHIP TO INSURED 7. NSUREDS ADDRESS MNo., Stmel]
Sef  Spusa  Child Crhar
CITY STATE D'F oIy STATE =
]
E
P CODE TELE NE (Indude Araa Coda) 2P CODE TELEF NE (nclude Ama Cada) g
() () g
z
T OTHER MEUREDS NAME (Last Nama, First Nama, Miadia ial) 10 15 PATIENT S CONDITION RELATED 101 T1. INSURED'S POLICT GROLP OR FECA NUMBER =
o
[
a OTHER NSURED'S POUCY OR GROUP NUMBER EMPLOYME? iy §or Prav 1] a INSUREDS DATEOF BIRTH SEX
a SUREDS P 2. EMPLOYMENT? {Current or Previous) RIREDS DRTECE x
TPL Code if applicable ves Mo | M 2
b. RESERVED FOR NUCC USE b, AUTO ACCIDENT? PLACE (State) |B OTVER CLAMID [Designated By NUCC) o
=
& RESERVED FOR NUCC USE & INSURANCE PLAN NAME OR PROGRAM NAME E
i
E
d_INSURANCE PLAN NAME OR PROGRAM NAME d IS THERE ANCTHER HEALTH BENEFTT PLANT =

1¢u fyes_ compiate lems 9 9a and 5d

READ BAGK OF FOHME 15 F 01’* IED PERSON'S SIGNATURE | authorize
12 PATIENTS OR AUTHORIZED PERSON'S SIGNA 28 ¥ Se i Won Mecesea et of med ol D to he Undersigned physician or suppiier fo
10 procass 15 claim | 350 MOUaR paYMent af gawam MmNt BN adts AT 10 MysAl 070 8 paTy Who ACpS assigant sarices descibed balow
e
CATE SGNED
URFENT ALFESS, INJURY  or PREGNANCY (LMF] | 15 OTHER DATE T8 CATES PATIENT UNABLE 10 WORK I CURRENT DCCUPATION
A | \ , MM DD Y w00 Yy | 0D Y
! QuaLl QUL | ! FROM !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE ‘-I—.al : | 18 -'"J-:?DTt‘k‘.’_’\T,'__f\. _I.
71n. | NP FROM ! !
12 ADDITIONAL CLAIM INFORMATION (Designaed by NUCC) 2. OUTSIDE LABT
NO | |
21 DAGNOSIS O NATURE OF ILNESS OR MJURY  Reae AL 10 sarvice line DOOwW Z4E]  \CcOnd [0 | ORIGIAL REF. HO.
. (F419 8l o o |
£ F.| | W | 23, PRIOR AUTHORIZATION NUMBER
|
24 A F =
. | 8
MM 5 CHARGES E
1 ! I T
10 | 08 | 180100 | &
L
ol e ———— S
10| 09 | 1g0joo | 12 | [wA [ e
3 2
101412 | 72100 | 4 | [WRI[ g
@
4 . . R T e | =4
1012 | H2otg |HMi 00 | A | 80100 | 4 | [nPl] <]
e - — S — :
: [ [ I | Pl | el 2
z
6 | | | | T O B e — E
| I T B | | L 1 | [w]
25 FEDERAL TAX LD NUMBER S5H BN 26 PATIENTS ACCOUNT NO. 28 TOTAL CHARGE 2. AMOUNT PAID 30 BALANCE [
1234 s 512[00 | s | |s  si2i00
31. SIGNATURE O 2. SERVICE FACILITY LOCATION INFORMATION 31 BILUNG PROVIDER INFO & PH# (30(] ) 233-3333
JOHN DOE, ABA
500 ALBERTRD
SMILEY, LA 70528
siaven Ima Biller oate 10020015 |a b a 1234567891 |n 1234567
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-D938-1197 FORM CMS-1500 (02- 12)
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ABA — Example Claim Form for Group Billing with 1CD-10 Diagnosis Code
(Dates ON OR AFTER 10/1/15)

Of=10) |
[=4
= y
i [
=4
HEALTH INSURANCE CLAIM FORM =
ARPROVE D BY NATIONAL LNIFORM CLAM COMMITTEE (NUCC) 0212 <
1T anmnl
1. MEDQCARE MEDICAID TRICARE CHAMPYVA GROUP FECA OTHER |1a MSUREDS LD MUMBER FarPragram in Bam 1) T
HEALTH PLAM BLK LUNG )
Medearsd) % (Medbald ) {IDRDaDE) (MemheriD#] D8} =] (0% 14234567890123
2. PATIENT'S NAME (Last Name. First Mama, Middie Inisal) il -l 5"'";""'- SEX 4 NSURED'S NAME (Last Nama, First Name, Midda inkal)
ADALAM, MARY 06 | 11 | 00 m X
5 PATIENT'S ADDRESS (No_ Street) 6. PATIENT RELATIONSHIP TO INSURED 7. NSURED'S ADDRESS (No.. Simel)
Saf Spousa Child Crhar
CITY STATE [ RESERVED FOR NUCC USE oY STATE g
E
AF CODE TELEPHONE (Induda Area Coda) ZIF CODE TELEPHONE (Include Ama Cada) E
() ( ) g
£
8 OTHER BEUREDS MAME (Last Hama, First Nama. Middia inisal) 10, IS PATIENT'S CONDITION RELATED TCr 11. INSURED'S POLICY GROLUP OR FECA NUMBER =
=
|
a OTHER INSURED'S POUICY OR GROUP NUMBER a EMPLOYMENT? {Current or Previous) a MNSUREDS DATE OF BRTH ZEX [
i ; MM oD | Eed =
TPL Code if applicable o | ! ] F 2
b RESERVED FOR NUCC USE B AUTO ACCIDENT? PLACE (State) [B OTHER CLAIMID Designatad by NUCT) o
=
T
- FESTAVED FOR NG UEE e = INSURANCE PLAN NAME OR PROGRAM NAME s
w
g
' NSURANCE PLAN NAME OF PROGRAM MAME 100 RESERVED FOR LOGAL USE 4 IS THERE ANCTHER HEAL TH BEMEFIT PLAMT =

Ifyes_ compieta isems 9. 9a and 94

READ BACK OF FORM
12 PATIENTS OR AUTHORIZED PERSONS 5G|

ERSON'S SIGNATURE | authardae

I any ‘Dayment of medical bereiss t e undemigned physician or supplier for
0 procass Tis claim | Al moues payment of gnamman Danadts @iMarto myseld or 1o e party who Acopts .au.g-man— sardoas descibed balow
Lol
DATE
LLFESS, NNJURY. or PREGHANGY (M) | 15 CTHER DATE T8 ATES PATIENT UNAELE £ TO WORK R CURRD NTOSCURRTION
| | | MM DD v MM | DD w00y
auaL ouaL | ! FROM ! ! ™™ | |
17. HAME OF REFERRING PROVIDER OR OTHER SOURCE i7a | | 18. HOSP| T‘%jﬂ' _',N :I.NTE\?F-!E_ME: TOC G‘i‘ﬂslw :\:_?g-'!l'u' In-}‘
REIEE FROM I ! @ | I
19 ADDITIONAL CLAM INFORMATION (Designased by NUCC) 20 OUTSIDE LAB? 3 CHARGES
YES NO | |
77 DAGHOS 5 O NATURE OF ILFESS OR NJURY  Raas A-L 1o sarvios Ins b9ow 28] oo ma [0 | 7Z FESUBNISSION [ —
u F419 8| c | ol
E ] F | [N | 23. PRIOR AUTHORIZATION NUMBER
| 4 K| L]
28 A DATES) OF SERVICE [ C DPROCEDURES, S8 ¢ 5 E G |H ] =
Fram \ED lain Unusual Creum DL 5 oarg  |Pmrl o RENDERING Q
MM DD VY M [ ] ¥Y |semwce| EMG CPTMCPCS | POINTER 3§ CHARGES UMITS | Pan | SUAL PROVICER ID_# '-E
10108 1510408 15|11 | | HoO3z | 0 i | A | 180100 | 1 | [ NP [1234567881 &
[
S L L . 1234567 £
w0009 1s5|1w0ioels|1M] | Heote | 1 1 1 | oA | 180{00 | 12 | [WF 1234567801 g
3l Co . . 1234567 2
10§42 50l fs |11 | eeoiz | 0 0 0 | oA | 72100 | 4 | [P [1234567881 g
1234567 -
4 10! I 42 | 11 i L | o
0012 15|10 l12l15M | | Hzo1e |HM| . s0lon | 4 | | wP[1234567891 %
5 | | | | | | | =
: I T I A | Pl [wer] 7
z
6 I I 1 1 1 1 o
N O I R N L | [we]
25 F D NUMBER S5N BN 25 PATIENTS ACCOUNT ND 27 ACCEPT ASSIGNMENT? | 28 TOTAL CHARGE 20 AMOUNTPAID (30 BALANCE DUE
(Far govt dame_sae back) 1
1234 Xy wo s 512|00 | s | |¢ 512100
31. SIGNATURE OF PHYSIO AN O X2 SERVICE FACILITY LOCATION INFORMATION 33 BILUNG PROVIDER INFO & PHM (600 }233_3333
L U NG DEGE CRCRA
¢ ’ ABC BEHAVIORAL ANALYSIS
a.ul-,'su'}uula e are iade a pan tharedl ) 500 ALBERT RD
SMILEY, LA 70528
sienen Ima Biller care 1001515 |2 b a 1987456123 |" 2123456 i
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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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:

o 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/\VVoid 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.
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When the void claim is approved, it will be listed under the "Void" column of the RA.

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

(=185
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212

st<— CARRIER —=

:l:l]PlCA PICA ’—|—|—|
1. MEDICARE MEDICAID TRICARE CHAMPYA RO CA CTHER | 1a. INSURED'S 1.D. NUMBER {For Program in ltem 1)
(Modicare #) X (Medicaid #)  (IDHDoDH) (Momber D¥) (DY ( (©% 9876543210123
2 PATIENT'S NAME (Last Name, First Name, Middle Initiaf) SR RN E BIRTHDATE = 4. INSURED'S NAME (Last Name, First Name, Madie Inisal)
| boy
JAYCO, TRAVIS 07 | 31 12001 v X F
5 PATIENT'S ADDRESS (No., Steet) & PATENT RELATIONSHIP TO INSURED 7 (No., Strest)
Sef  Spouse  Chid Cther
CmY STATE |5 RESERVED FOR MUCC USE Ty TATE z
=
ZIP CODE TELEPHONE ZIP CODE PHONE (Indude Area C g
( ) S
( ) S
5. OTHER INSURED S NAME (Las Name, First Name, Made iniial) 015 PATIENT S CONDITION RELATED T0: 11 NSUREDS POLICY GROUP OR FECA NUMBER =
2
a OTHER NSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? {Current or Previous) a INSUREDS DATE OF, BIRTH SEX =
| |
YES ND ! M F 2
b RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (State) | b. OTHER CLAM ID (Designated by NUCC) =
=
PLE- :
o RESERVED FOR NUCE USE 0 | = <. NSURANCE FLAN NAME OR PROGRAM NAME =
o
YES NO =
d INSURANGE FLAN NAME OR FROGRAM NAME 1 HEREgaal OTHER HEALTH BENEFIT FLAN? =
YES NO MHwvas comolets fema S Ga and Od
EAD BACK OF FORM BEFOR PLETIN IGNING THIS " "TNSURED'S OR AUTHORIZED PERSON 'S SIGMATURE | authonize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the refease of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to procass this claim. | also request payment of govemment benefits sither to myseif or to the party who accepts assignment senvices deseribed below.
below.
SIGNED DATE SIGNED
T4. DATE OF CURRENT ILLNESE, INJURY, or PREGNANCY (LMP) |15 OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT DCCUPATION 1
MM DD VY | | | MM | DD | YY MM DD | Y WM, BD oYY
| | QUAL.! QUAL/ ! ! ! FROM ! ! o |
T7. NAME OF REFERRING FROVIDER OR OTHER SOURCE 172, 8. HOSFITALIZATION DATES RELATED TO G T SERVICE,
i AT DR LA TED TO Gy v
71b. | NFI FROM ! ! 0 ! !
|12, ADDITIONAL CLAIM INFGRMATION (Designated by NUGC] 20. OUTSIDE LAB? 3 CHARGES
YES NO
21, DIRGNOSIS OR NA TURE OF ILLNESS OR INJURY  Ret#le A-L 10 5envice ne below (2 COmal0 | ZZ RESIEMISSION R,
» 130000 & | c | o | A 02 |408?156?89100
£l £l al M 23, PRIOR AUTHORZATION NUMBER
L J K| L 456789123
4. A D PROCEDURES, SERVICES, OR SUPPLIES E F ] =
{Explsin Unususl Circumsiances) DIAGNOSIS RENDERING Q
MM CPTHCPCS | MODIFIER POINTER $ CHARGES PROVIDER ID. # Ic—(
1 | | -
03128 14|03 | 28 | H2019 | i i i A 150{00 | 10 | | NP =]
bl
=
2 0 . , : : , , z
= N S T I [ B B | P [ | [we] &
3 g
i i i i i i i o
. I R S B I S | Pl [ [wer] 2
w
4 \ \ \ | | | | o
| [ T T N [ N T | N I SN o
=
5 ! | | ! ! ! | =
o
: I A I [ R | P | [wer] 2
=
6 | | | | | | | =
| [ T N [ N L NP | =
25. FEDERAL TAX | D. NUMBER SSN EIN 25. PATIENT'S ACCOUNT NO. 27, 28, TOTAL CHARGE 25. AMOUNT PAID |30, BALANCE DUE
{ ] 1 1
MO 3 150100 | s ! $ !
31, SIGNATURE PHYSICIAN OR SUPP| 32, SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH Ew 233.3333
INCLUDING DEGREES OR CREDENT ( )
{| cerify that the statements on the reverse JOHN DOE, ABA
apply 10 this bill and are made a part thereof ) 500 ALBERT RD
SMILEY, LA 70528
sicnen John Doe, ABA pare 40814 | b a 1234567891 | k. 1234567 s
NUCC Instruction Manual available at: www. nuce. ora PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM CM5-1500 (02-12)
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Sample CMS-1500 Form Billed as an Adjustment with ICD-10 Diagnosis Code
(Dates ON OR AFTER 10/1/15)

Of0] f
=4
(=& L
&
HEALTH INSURANCE CLAIM FORM Z
APPROVED BY HATIONAL UNFORM CLAIM COMMITTEE NUCC) 0212 o
CA FCA
11T 111}
1. MEQCARE MEDICAID TRICARE CHAMPYE GROUP FECA OTHER |1a WSUREDS LD. NUMBER FarPmgram in Bam 1)
HEMLTH PLAN BLKLUNG B
Medcasn) X (Medeaid 8] (ID0DaD8) {Member D®) 0w (o) o 14234567890123
2. PATIENT'S NAME (Last Name. First Name. Micdie Inisal) Ll ‘T“'-#T- SEX 4 INSURED'S MAME (LastNama. Frst Name. Midde intial)
ADALAM, MARY 06 | 11] 00 w £ X
5 PATIENT'S ADDRESS (No_ Sireat) 6 PATIENT RELATIONSHIF TO INSURED 7. WSUREDS ADDRESS (No. Sime)
Saif Spousa Child Crhar
Ty STATE |3 RESERVED FOR NUCC USE CITY STATE g
=
BPCODE TELEPHONE {induda Araa Coda) 2P CODE TELEPHONE (incduda Ama Cada) E
() ( ) 8
b
2 OTHER IRSURED'S HAME (Lasi Harma. Fisd Hama. Middia Inigal) 10 5 PATIENT S COMDATION RELATED TO: 11. NSUREDS POLICY GROUP OR FECA NUMBER =
[=
&
a. OTHER NS URED'S POL R GROUP NUMBER EMPLOYME! {Current ar P " a NSUREDS DATE OF BIRTH SEX
a.Q nr.t 5 0 G OR GROUP MU a. EMPLOYMENT? {Current or Praviaus) g on |\ - g
TPL Code if applicable VES NO | ! M Z
b. RESERVED FOR NUCCUSE b AUTO ACCIDENT? PLACE (State) |B GTFER GLAIMID (Desigrated By NUCG) =
Ed
©. RESERVED FOR NUCC USE &0 - & INSURANCE PLAN NAME OR PROGRAM NAME ]
]
YES HO =
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d RESERVED FOR LOCALUSE d IS5 THERE ANOTHER HEAL TH BENEFIT PLAN? E
l fyes compiate itams 9. 98 and 9d
READ BACK OF FORM B 15 ED PERSON'S SIGNATURE | authadze
12 PATIENTS OR AUTHORIZED PERSONS SIGNATONE ize m i an Mecesa) S o the undersigned physician o supglier far
o procass s claim | als mguUR R Byt of g e men t e afts st rio rrysald arto S party wiho Sonpes assigrmant
sl
DATE
:Jﬁ\ﬂ' LLMESS, INJURY, or PREGNANCY (LMP) [ 15.0THER DATE 18 .#T:.\':'v".ﬁ-T ENT UNASLE TO WORK H\.—..ﬁ= NT \\.,\..J".-‘-T 0N
By H | , MM BD Y MM | DD Y N | 0D
auaLt QuALl ! FROM ! ! TQ | |
F REFERRAMG PROVIDER OR OTHER SOUR: =, HOSPITALIZS CATES RELATED TO CYRF SERVICES
GPRD OR Q' SOURCE 172 18 HOSAITAY I'\T__.!-;A IJ\TT?'{ ATED TO t"&tlw:?f'ilvf:;?
Tib. | NP FROM ! ! TQ | !
18 ADOITIONAL CLAM INFORMATION (Designaed by NUCC) 20 OUTSI0E LABY 5 CHARGES
YES NO | |
21. DIAGNOSS OR NATURE OF ILNESS OR NJURY  Rdate A-L to senvica lina balow 24E)  \op g |ﬂ | EH ;‘-__‘QQHM TN ORIGINAL REF. NO
. (F419 5 e B AD2 | 5299198798700
= | a | M| 23, PRIOR AUTHCRIZA TION NUMBER
| J | | |
4 A DATE(S) OF SERVICE ] [ DPROCEDURES, SERVICES. OR SUPPLES [ H J =
Fram Ta \CEC {Explain Unusual Croumstancas) C,;‘:B e RENDERMG =]
MM DO ¥Y MM DD YY |seRwmce| EMG | CRTMICRCS | MODIFIER § CHARGES URITS | Pan | CUA PROVIDER 1D # g
1008 15100818 11| | WO | | | | [ A [ 18000 | 1 [ [iA] g
2 —— e . 8
i i i i w
' I S B I S B I N I I N g
3 ' ' ' ' ' ' ' a
| I O I I T T | Pl | [wer] s
2]
4 | | | | o | =4
: I A I I Ll [ [wer] S
g
5 | | | | | 1 | NPl o
: I N I I T | L | [wer] g
z
(] | | | | | 1 | =
| T A I R T L | [wer]
25 FEDERAL TAX LD HUMBER SSH BN 26, PATIENTS ACCOUNT MO 7. ACCEPT ASSIGNMENT? | 28 TOTAL CHARGE 29 AMOUNT PAID (30 BLANCE [ ,;-
(Far gove. dame .see back)
1234 X ves ) s 512|00 | s | |s  si2jo0
31. SIGNATURE OF PHYSI O AN OR SUPPLIER 2. SERVICE FACILITY LOCATION INFORMATION 33 BLUNG PROVIDER INFO & PHR (800 }233 -3333
NCLUDNG DEGREES OR DENTIALS
§ carify hiat ha stataments on tha mvarsa JOHN DOE, ABA
aply 1o fis bil and are made apart therecf ) 500 ALBERT RD
SMILEY, LA 70528
sieuen Ima Biller oate 122815|a b a 1234567691 |n 1234567 "
NUCC Instruction Manual available at: waww.nucc.ong PLEASE PRINT OR TYPE APPROVED OMB-0838-1187 FORM CMS-1500 (02-12)
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Sample CMS-1500 Form

[ElgE #
%é% :
: z
HEALTH INSURANCE CLAIM FORM [
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02112 8
[T [FicA PICA rrri
1. MEDIGARE  MEDIGAID TRIGARE BROUP QTHER | 1a. INSURED'S 1.D. NUMBER (For Program in lkem 1)
|| tMectcaros) | | (Moctcais} || apoo#) Dmmmm |:|api Dm:m
2. PATIENT'S NAME (Last Nams, First Namo, Midel Inhip]) 3 PATIENTS BIRTH DATE 8EX 4. INGURELYS NAME (Last Namg, First Name, Middlo Inftial
| |
|| M ] e[]
5 PATIENT'S ADDRESS (No., Strest) 6. PATIENT RELATIONGHIP TO INGURED 7. INBURED'S ADDRESS (No., Strast)
se| | Bpouse| | G| | other |
oY STATE | 8. REBERVED FOR NUCC USE CITY BTATE 4
|
2IP CODE TELEPHONE (Include Area Code) ZIP CODE TELEFHONE (Inciuda Area Code) g
8. OTHER INSURED'S NAME (Lsst Name, Firet Name, Midds Inltisl) 10. 15 PATIENT'S GONDITION RELATED TO: 11, INBURED'S POLICY GROUP OR FECA NUMEER g
8
& OTHER INSURED'S POLICY GR GROUP NUMBER 2. EMPLOYMENT? (Currant or Provious) . INSURED'S DATE OF BIRTH =3 g
]
[ves [ Iwe | 7 N Ll |2
b RESERVED FOR NUGG USE b. AUTO AGGIDENTT PLAE (stats) [ B OTHER GLAIM D (Designaed by NLICE) é
[ ves . | | <
. RESERVED FOR NUCC USE & OTHER ACCIDENT? & INSURANCE PLAN NAME DR PROGRAM NAME E
[ [ B
L. INSURANGE PLAN NAME OR PROGRAM NAME 10d. GLAIM CODEB {Designated by NUCC) d. 1S THERE ANGTHER HEALTH BENEFIT PLANT -
[ Jves | w0 #yes, compietanems,0a, andod.
READ BACK OF FORM BEFORE COMPLETING & BIGNING THIS FORM. 13. INGURED'S OR AUTHORIZED PERSON'S BIGNATURE | autharizs
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE, I sultorize the reiesae of anty medksal or other Informetion necaseary payment of medical banefits o the undersignad physiclan or supplier for
tu process thia cleim. | also requsst payment of govemment banafits siiher to mysalf or ko the party who sccspis assignment sarvices describad below.
beica,
BIGNED DATE BIGNED
14. JATE OF CURRENT ILLNESS INJURY, of PREGNANGY (LMF) [15.OTHER DATE 0 4y 18. DATES FATIENT UNABLE 1 WORK IN CURIENT QCCUPATION A
‘ QuAL S 1 1 1 bt MO | Pl |
17.NAME OF REFERRING PROVIDEF OFl OTHER SOURGE e 19, HOBPITALIZATION DATES FELATED TO GURRENT EERVIGES,
\ 175, NPI FROM | i o |
19, ADDITIONAL GLAIM INFORMATION (Dasignated by NUCC) . 20. OUTBIDE LABT 8 CHARGES
e [0 | |
T T
21. DIAGNOSIS O NATURE OF ILLNESS OFl INJURY Fislsts A-L to servica e below 4] |y [ 2. BERUBMISSION NGRS Ie,
(Lol Bl eal . D
23. PRIOR AUTHORIZATION NUMBER
el F a - H.
I . J | Kl o
21 A, _ DATE(S) OF SERVICE B. | C. | D. PROCEDURES, BERVICES, OR BUPFLIES E. F. H] L J. z
T PLACEOF] [Explain Unusual Circumstances) DIAGNOSIS o | D AENDERING =]
MM DD wm¥¥ MM DD Yy |SERWE| EMG | CPTMCPCS | MODIFIER POINTER | 8§ CHARGES TR | P | QUAL PROVIDER ID. # £
1 | ‘ | | | ‘ | | | | | i e B
| | | | I | NPI o
H
2 0 L T Tl — E
1 I I I ! | | | H
3 | | | | | | | | T ——— E
I g | ] | Ll [ e 5
| | e e e
g I - O T L | [ 8
5 | | | | | | i e g
N O I . | | 1 | [w g
6 | | | | | | | | e B =
O . S - | || we ™
25. FEDERAL TAX LD. NUMBER 88N EIN | 28. PATIENT'S ACCOUNT NO. 2 @gcew IGNMENT? | 28 TOTAL CHARGE 29. AMOUNT PAID | 30. Fiavd for NUCC Use
O] [ Lo |s Ll |
1. SIGNATURE OF PHYSIGIAN OR SUPPLIER 22, SERVICE FAGILITY LOGATION INFORMATION 33.BILLING FROVIDER INFOB PH?  { )
INCLUDING DEGREES OR CREDENTIALS
| certily thet the statements on the reverse
Epxply 1 this bill and ans made a part therset.)
SIGNED DATE = = = 3
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