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APPENDIX E - CLAIMS FILING PAGE(S) 13

CLAIMS FILING

Hard copy billing of waiver 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 be processed. 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:

DXC Technology
P.O. Box 91020
Baton Rouge, LA 70821

NOTE: Electronic claims submission is the preferred method for billing. (See the EDI
Specifications located on the Louisiana Medicaid website 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

. Instructions for adjusting/voiding aclaim and samples of adjusted CMS 1500 claim
forms.
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CMS 1500 (02/12) INSTRUCTIONS FOR
ADULT DAY HEALTH CARE (ADHC) SERVICES
You must write “WAIVER” at the top center
of the claim form!
Locator # Description Instructions Alerts
Medicare / Medicaid / You must write
1 'érr:(;erlrr]g\gh/ampus/ Required-- Enter an“X" in the box marked Medicaid | “WAIVER" atthetop
Group Health Plan (Medicaid #). '(\:/lendt_er(_);tr;e_u}wsmna
FecaBk Lung edicaid claimform.
Required - Enter the recipients 13-digit Medicaid I.D.
number exactly asit appears when checking recipient
eligibility through MEVS, eMEVS, or REVS.
la Insured's1.D. Number NOTE: The recipients’ 13-digit Medicaid ID number
must be used to bill claims. The CCN number fromthe
plastic ID cardis NOT acceptable. The ID number
must match the recipients name in Block 2.
' Required-Enter the recipients last name, first name,
2| Patents Name middle inital.
i _ Situational- Enter the recipients date of birth using
Patients Birth Date six digits (MM DD YY). Ifthere is only one digitin this
field, precede thatdigit with a zero
3 (for example, 01 02 07).
Sex Enter an “X” inthe appropriate box to show the sex of
the recipient
, Situational- Complete correcty if the recipient has
4 Insured’s Name other insurance; otherwise, leave blank.
5 Patients Address Optional - Printthe recipients permanentaddress.
6 Paent Relatonship Situational- Complete if appropriate or leave blank.
Insured
7 Insured’s Address Situational- Complete if appropriate or leave blank.
8 ngERVED FORNUCC Leave Blank
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Locator # Description Instructions Alerts
9 Other Insured’s Name Situational- Complete if appropriate or leave blank.
Situational - If recipient has no other coverage,
leave blank.
If there is other commercial insurance coverage, the .
. - ) . ! ONLY the 6-digitcode
Other Insured’s Policy or siate assigned 6-digi TPL carrier code Is required should beenteredin
9a in this block. The carrier code is indicated on the o
Group Number SR S thisfield. DONOT
Medicaid Eligibility verificaon (MEVS) response as enter dashes, hyphens
the Network Provider Identiicaon Number. orthe word TPL in the
field.
Make sure the EOB or EOBs from other
insurance(s) are atiached to the claim.
% RESERVED FORNUCC Leave Blank.
USE
9 RESERVED FORNUCC Leave Blank.
USE
Insurance Plan Name or T . .
ad ProgramName Situational- Complete if appropriate or leave blank.
Is Patients Condition
10 Related To: Leave Blank.
Insured's Policy Groupor | ... . . ,
11 FECANuMmber Situational- Complete if appropriate or leave blank.
Insured’s Date of Birth
11a Situational- Complete if appropriate or leave blank.
Sex
OTHER CLAIMID
11b (Designated by NUCC) Leave Blank
Insurance Plan Name or T . .
1lc ProgramNarme Situational- Complete if appropriate or leave blank.
Is There Another Health T . .
11d Beneft Plan? Situational- Complete if appropriate or leave blank.
Patients or Authorized
12 Person’s Signature Situational- Complete if appropriate or leave blank.
(Release of Records)
Insured’s or Authorized N o . ,
13 Person's Signatre ag#;\tlonal— Obtain signature if appropriate or leave
(Payment) '
Date of Currentlliness/
14 Injury / Pregnancy Leave Blank.
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Locator # Description Instructions Alerts
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Leave Blank.
Occupation
Name of Referring
17 Provider or Other Source EEAVEBlanic
17a Other ID# Leave Blank.
Situational-1f17 or 17ais completed, this field is
17b NP required.
Hospitalization Dates
18 Relatedto Current Leave Blank.
Services
ADDITIONAL CLAIM
19 INFORMATION Leave Blank.
(Designated by NUCC)
20 Outside Lab? Leave Blank.
Required - Enter the applicable ICD indicator to
identify which version of ICD coding is being reported
between the vertical, dotied lines in the upper right
ICD Indicator hand portion of the field.
0 ICD-10-CM
Diagnosis CodeZ76.89
21 may be used on all
' . . ADHC claims.
Diagnosis or Natre of Required-Enter the 1CD 10 diagnosis code 276.89.
lliness or Injury NOTE: The ICD-10-CM"V", "W, “X”, and"Y" series
diagnosis codes are not part of the currentdiagnosis
fle and should not be used when completing claims to
be submited to Medicaid.
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Locator # Description Instructions Alerts
Situational. Iffling 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 ofthis field.
Enter the internal control number fromthe paid claim
line asit appears on the remitance advice in the
“Original Ref. No.” portion of this field. To adjust orvoid more
than one claimlineon
. Appropriate reason codes follow: a claim, a separate
Resubmission and/or X !
22 Original Reference formis required for

Number

Adjustments

01 = Third Party Liability Recovery

02 = Provider Correction

03 = Fiscal AgentError

90 = State Office Use Only —Recovery
99 = Other

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

each claimline since
eachlinehasa
differentinternal
control number.

00 = Other
23 Prior Authorization (PA) Required - Enter the 9-Digit PA number in this field.
Number
24 Supplemental Situational- Complete if appropriate or leave blank
Information P pprop '
Required-- Enter the date of service for each Note: Claims mustbe
procedure. Billone date of service per claim line. split billed at the end of
each month.
Either six-digit(MM DD YY) or eightdigit (MM DD
A Date(s) of Service YYYY) format is acceptable.
A separate claimmust be billed for each month if
the recipient’s dates of service cross theendof a
calendar month.
Required -- Enter the appropriate place of service
248 Place of Service code for the servicesrendered.
99 Other
24C EMG Leave Blank.
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Locator # Description Instructions Alerts
Required-- Enter the procedure code(s) for services
24D Procedures, Services, or | rendered in the un-shaded area(s).
Supplies
S$5100 — ADHC Services
Required - Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference
24E Diagnosis Pointer letier (“A”,“B", etc.) in this block.
E Amount Charged Required-- Enter usual and customary charges for the
($Charge) service rendered.
Required-- Enter the number ofunits billed for the
procedure code entered on the same line in 24D Reminder: 1Unitis
24G Daysor Units equalto 15 minutes of
NOTE: ADHC cannot exceed 10 hours (40units) service
each day and 50 hours (200 units) per week.
24H EPSDT Family Plan Leave Blank.
Optional.Ifpossible, leave blank for Louisiana
241 | 1D.Qual Medicaid biling,
24) Rendering Providerl.D.# | Leave Blank.
25 Federal Tax [.D.Number | Optional.
Situational- Enter the provider specific identifier
assigned to the recipient. This number will appear on
26 Patients Account No. the remittance advice (RA). Itmay consist of letiers
and/or numbers and may be a maximum of 20
characters.
. Optional. Claimfling acknowledges acceptance of
21 Accept Assignment? Medicaid assignment.
28 Total Charge Egicrqnuired—Enterme total of all chargeslisted on the
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Locator # Description Instructions Alerts
Situational-If TPL applies and block 9A s
completed, enter the amount paid by the primary payor
. (including any contracted adjustments). Enter ‘0" if the
29 Amount Paid third party did not pay.
If TPL does notapply to the claim, leave blank.
30 Reservedfor NUCCuse | LeaveBlank.
. - Optional -- The practitioner or the practiioner’s
gl?g&?éﬁnocfls (r;%;luan o | authorized representative’s original signature isno
31 Degreesor Credentials longer required.
Date Required-- Enter the date of the signature.
32 ﬁ]?(;\r/ri:]::ﬁ';ﬁCility Location Situational- Complete as appropriate or leave blank.
32a NPI Optional.
32b Other ID# Optional.
33 Billing Provider Info & Required-- Enter the provider name, address
Phone # including zip code and telephone number.
Required - Enter the biling provider's 10-digitNPI The 10-digit NPl must
33a NPI number. —
appear on paper
claims.
Required-Enter the biling provider’s 7-digitMedicaid
ID number. The 7-digit Medicaid
33b Other ID# Provider Number must
ID Qualifier - Optional. Ifpossible, leave blank for appear on paper
Louisiana Medicaid billing. claims.

REMINDER: MAKE SURE“WAIVER” ISWRITTENINBOLD, LEGIBLE
LETTERS AT THE TOP CENTER OF THE CLAIM FORM

Sample forms are on the following pages
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SAMPLE ADHC CLAIM FORM

Bl
S
HEALTH INSURANCE CLAIM FORM

AFPROVED BY NATICNAL UNIFORM CLAIM COMMTTES (NUCT) D2H2

WAIVER

Mail completed forms to:
DXC Technology
P.O.Box 91020

Baton Rouge, LA 70821

A

CHALFA
fl
| idambear O | | (10#

COTHER

i [—| (0

1a. INBURED'S |.D. MUMBER,

9876543210123

[FOr Frogram in hem 1)

o

4 INSURED'S HAME (Lest Mane, First Mame, Midcle Inital)

JAYCO, TRAVIS

T'E ADDRESS (0., B0es)

| sTaTE |2 RESERVED FoR MUCE USE

TELEPHOME Qnoute fres Coci

( )

IHELRED’ 5 MANE Lasl Hame, Firsl Mama, Midde bila)

5. OTHER INSURED'S POLICY. OF GROUF NUMBER
TPL CODE IF APPLICABLE
b RESERYED FOR NUCC USE

. RESERVEL FR MUCC USE

3. INSURARCE FLAR HAME OF PROGR M NAME

SIGHED

) INBURED

] =[]

|10 IS PATIENT'S CONDITICN RELATED TC:

12. INSURECYS OR AUTHORZED PER

7 INBURED'S ADDRESS (MO, Shaet)
[eTaTE
TELEPHCNE [Indute Area Cock)

)

11, INSURED'S POLICY GRCUP OR FECA NUMBER

E

C INSURANCE PLAN HAME OR PROGR AM NAME
=2
-

5 THERE 4CTHER HEALTH BEHERIT FLANT

YES —| {0s

ilems 9, 92 ancl Bd

AT | autnorize

1D then ui|_'.,z:'.iu'._| £ iz o

14 DATE OF CURRAENT ILLMESS, 16, OTHEF DATE
MM D T |

1AL

7. HARIE CF REFERFIRE OF OTHER SOURCE

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

15 AOCITICRIAL CLAIN | MFORRATION ([Deaip ated by MU

21 DIAGERCEIS CH HATURE OF ILLMESS OF INJURY Felate A-L o seruceline beiow, (246

. Z76.89

WICDIFIER

|22 mERUEMIEEION

CRIGINAL REF. MO

23, PRIOR ALITHCRIZATICN NUNEER
FPRIOR AUTH NUMEER

E

Dl &GRS

POINTER

E ) m ]
boLys  |EFE T :
e s of - [Raney| I

$ CHARGES nims | P | QuaL

—

55100

A

LA

7200| 26 | [wm
9600| 2 | [w

12000 0 | [

OR SUPPLIER INFORMATION

CIAN

D s WN

PHYSI

TAX | O NUMEER

350 EIN

12/15/2018

DaTE

TOTAL CHAFRGE d LN d -lse
288,00 j |
e (225 ) 555-4957

|33 BLLING FROVIDER INFO &
ADULT DAY GARE
9876 LOLLIPOP LANE
ANYWHERE, LA 71111
= 1234567890 1234567

n

natruction Manual av: = ab www nuec of g

PLEASE PRINT OR TYPE

APPROVEL OMB-USIE-TT87 FURM 1300 (L2 12)
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ADJUSTING/VOIDING CLAIMS

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.

For those claims where multiple services are billed and paid by service line, a separate
adjustment/void form is required for each claim line if more than one claim line on a multiple line
claim form must be adjusted or voided.

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.

o 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
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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.

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.

Page 10 of 13 Appendix E



LOUISIANA MEDICAID PROGRAM

ISSUED:
REPLACED:

01/01/19
01/10/18

CHAPTER 9: ADULT DAY HEALTH CARE WAIVER

APPENDIX E - CLAIMS FILING

PAGE(S) 13

SAMPLE WAIVER CLAIM FORM ADJUSTMENT

HEALTH INSURANCE CLAIM FORIN

WAIVER

Mail completed forms to:
DXC Technology
P.O. Box 91020

Baton Rouge, LA 70821

PICA

HER INSURED'S POLICY OF GROUFP K
TPL Code |prphcable

b RESERYED FOR NUCT USE

UREER

O

. RESERVED FOR NUCC LISE CTHER

J INSLIRARCE FLAN HAME OF PROGR A4 HAME

BEMD EL.'\CK OF FORM BEFOHE COHFI.ETl-G & S\a\ h& THIS FORM .
= Lihor

nI benEils JU

SE“_

1 i TRICARE CHAMP 'iL.(ql_.il‘ PLAN JTHER | 13. INBURED'S |.D. NUMBER [For Program n e 1)
| oy [ £ ¢
| X| riaecica | rDen) mamvariog || 10 Y 9876543210123
2. PATIENT'S NAME (Last Mame, Fi {ame, Mdde nital) EX 4 IMEURED S HAME (sl Mane, First Mame, Midce Infia)
Jayco Traws |
A ADDHE w0, Sresn > T ILRED 7 INBURED'S ADDRESS (MO, SRR
| o —| mear | = |
Iy STATE | 8. RESERVED FOR MUCC UISE oY [sTam=
AP COOE TELER HoHE drolude fea o TELEFHONE [Indute Alea Codk)
2 OTHER INSURED' 5 MNAME (LA-JIII\ arni, Firsl Mama, Middle kil IBPATIENT'S CONDITION RELATED TC 11, INSURED'S FOLICY GROUP OR FECA NUMMBER

SAM PLE:"
EXAMPLE

Ecd cal oF Other |nfonaton necessary

NLY

'?EE ‘SDA _E_'-BFT—i SE»
: o
THEA CLAIM D (Des grated oy U]
|
INSURARNCE FLAN NAME OF PROGR M HAME

EMATURE | aulnorize
dergig u..|_ ys can O e piiar for

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

FEDERAL TAX | 0L NUMBER 28 PATIER

SIGHED HGHNED
aq "Jlr.\\ \: OF CURRE I\:I_II_I_.‘H BE INURY, of PREGHANGY (LMF) (15 'J| {EH DATE 16 DATESFPATIEMT UHABLE TO WOHK -:‘-I'.l.-'II:_-IJ HT G0 "'J\II:.__I_{
PN Lel i i | Al | 1 Do Y L ]
[F RN 1
17. NAME CF REFEARING PROVIDER OR DTHER SOURGE E= i ) T
Yo ) =
18 ADDITICRIAL CLAINMIMFOAMATION [Deaign sl by HUIC)
21 DIAGNCEIS OA HATURE OF ILLNESS CF INJUAY Felate A-L 1o seruce ine baiow [24E) e i I =) 'j;EELLB"‘ SEI0N P e
5 i CaDE
. 127689 - c all a0z 8347198798700
g & 5 i 3 PRICA ALTHORIZATION HUNEER
; i Pricr Auth #
5 DATE(S: OF BEFMICE E. F = |0 z
Frem Ta | AGNOEIE -l o (T o
Wi Do Tk oo PCINTER §CHARGES LUNITE i | QusL g
1 1 | | | LT P ———— -1
1] 0818 |11] 0618 A 8400| 28 [ |wn 2
™
=
2 . I S S | S SR £
| | | L | | [w £
-l
) I | | | B T ———— —
L : A N I £
I 0
I | R e =
4 - . - ST [ 5
I | I | i ' | =
S-S~ U A S S * M - N/ S+ S | [ =1
S 1 — e A 3 5
I I 1 | 1 73]
>
6 __________________ 2k
I I 1
e &
' | | ] S

TOT AL CHARGE

S5 EIlN 'S ACCOUNT NC \C : 22, APCUNT Pall Rl for H ks
1234 Xves | |no 84,00 | L i
32. BERVICE FACILTY LOCATION INFCAMATICH 32 BLLNGFROVDER WFOSFHe (225 ) 555-4957
HERE FOR YOU WAIVER
3 200 MAIN ST
Biller ANY TOWN, LA 70000
SIGHED 12}131{518 i = 1234509876 = 1123456
MUCE Meriehon Manual avalanle Bt & nuee oo PLEASE PRINT OF TYPE Y =i U W] VRIS By o 1 I )
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D G AW N =

SAMPLE CLAIM FORM

ElEE]
s
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212

[TTFeA FIGA [T T ]
1. MEDICARE MEIMNCAID TRICARE CHAMPYA ﬁm PLAN EEEeLNG OTHERA | 1a. INSURED'S L.D. NUMBER {For Program in llsm 1}
|| (ocicaresy || (Moctcaids) || gowmoom || demberp [ | (0¥) [ o[ |eon
2 PATIENTS NAME (Last Nama, First Narne, Midd o Inltiafy B F'IA"II}ENT%ElmH EWE BEX 4. INGURED'S NAME. (Last Nama, Frst Name, Midda Inltial
| |

W]

f[ ]

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

6. PATIENT RELATIONSHIP TC INSURED

Bak|_| Bpousa| |Ghia[ | Oer| |

7. INBURED'S ADDREES (No., Street)

cmy STATE

ZIP CODE TELEPHONE (Inciuda Arsa Code)

£

#. RESERVED FCR NUCC USE

cITY

STATE

ZIP CODE

TELEFHONE (Inelida Area Code}

(

8. OTHER INSURED™S NAME (Laat Nama, First Name, Micide Initial)

4. OTHER INSUREDY'S POLICY OR GROUP NUMBER

b RESERVED FOR NUGG USE

10 IS PATIENT'S CONDITION RELATED TO:

8. EMPLOYMENT? (Curmant or Previous)

[ ves

b. AUTO AGGIDENT?

[ ves

[ |ve

PLACE (State)

[ Ino

©. RESERVED FOR NUGC USE

¢ OTHER ACCIDENT?

[ |ves

[]ne

|

11. INSURED'S FOLIGY GROUP OR FECA NUMEER

. INSURED'S DATE OF BI
" [ DAIJD HF

RTH
¥Y

SEX

N FL]

b. DT‘HER CLAIM ID (Designated by NLCT)

£ INSURANCE PLAN NAME OR PROGRAM NAME

ok INSURANGE PLAN NAME OR PROGRAM NAME

10d. GLAIM CODES {Designated by NUCC)

4. 15 THERE ANGTHER HEALTH BENEFIT PLANT
[ Jves [ |wo o yes compiot nema 9, 9, and e,

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIE FORM. \
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 aulhorize the misase of amy medical or otfter informetion
fo proces this claim. | sl requast peyment of govamment benafits stifer to myssl or o the party who sccepts assignment

13. INSURELY'S OR AUTHORIZED PERSCIN'S BIGNATURE | authortza
peymant of madical banefits to the undersignad physiclan or supplier for
survices described below.

baicw,
BIGNED DATE BIGNED
4. DATE OF GURRENT ILLNESS, IRUURY, & PREGNANCY (LWF) [15.OTHERDATE ) " .y 16. DATER PATIENT UNABLE 1O WORK IN CURRENT QCCUPATION
1 QAL e 1 | | FROM | | - Wil e
17. NAME OF REFERRING PROVIDEF OR OTHER SOURCE e 13, HOSPITALIZATION DATES FEL ATED TO GURRENT SERVICER,
]
: 175 NPI FROM | | ™ |
19. ADDITIDNAL CLAIM INFORMATION (Dasignated By NUIGG) 20, OUTEIDE LABY $ CHARGES
[ves o | |
21. DIAGNOSIS OF NATURE OF ILLNESS OF INJURY Fiolate A-L t survica Iine balow T 2. ISSION
B8 ieoind 1 4 E5RE GRIGINAL REF. NO.
N B. e | D. |
23, PRIOR AUTHORIZATION NUMBER
el F. al H.
I J | K i
21 A.  DATE(S) OF SERVIGE B. | C. | D. PROCEDURE, SERVICES, OR BUPPLIES E. F. H] I 5 z
To PLACECF| (Explain Unusual Clreumstances] DIAGNOSIS| DA iy ™ FENDERING o
MM DD w¥¥ MM DD  YY |SERWE| EMG | CPTHCPCS | MODIFIER POINTER |  $ CHARGES WNTE | Pan | AL PROVIDER ID. # E
=
! | | | ‘ | | ‘ | I P | E
| | | | I | NP e
H
| | I } ‘ | I | | ! P e e e E
| | [ N R i
I | I I | I | | i e e s E
O I Ll | [ H
I | | | | | e e e S eSS
N O I | [ [ [ | L[ [ ¢
| | | | | | i a
A i | 1 | [ | [w 2
| | | | | | | | e B x
Y (- —_— S - - Ll et 5
26. FEDERAL TAX LD. NUMBER 88N EIN | 28. PATIENT'S ACCOUNT NO. 27. ACTErT ASSIGNENT? | 2. TOTAL CHARGE 28, AMOUNT PAID | 30. Rarvd for NUGG Uise
(] [ Jves NO $ | 4 | |

31. SIGNATURE OF PHYSIGIAN OR SUPPLIER
INCLUDING DEQREES OR CREDENTIALS
{1 certity thet the statsments on the reverse
£pply 10 this hil and an mads a part tharacf.)

SIGNED

DATE

32, SEAVICE FACILITY LOCATION INFORMATION

|
39, BILLING PROVIDER INFO & PH # (

& B

|h.

»-| «——— PATIENT AND INSURED INFORMATION ———>~(—CARRIER—)~

NUCC Instruction Manual available at: www.nuee.org

PLEASE PRINTOR TYPE

APPROVED OMB-0938-1197 FORM 1500 (02-12)
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Providers should refer to the General Information and Administration Provider Manual chapter
of the Medicaid Services Manual located on the Louisiana Medicaid website below for general
information concerning topics relative to general claims filing.

http://www.lamedicaid.com/provweb1/Providermanuals/manuals/GIA/GIA.pdf
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