LOUISIANA MEDICAID PROGRAM ISSUED: 01/10/18
REPLACED: 04/26/16

CHAPTER 9: ADULT DAY HEALTH CARE WAIVER
APPENDIX E - CLAIMS FILING PAGE(S) 14

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:

Molina Medicaid Solutions
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

o Instructions for adjusting/voiding a claim and samples of adjusted CMS 1500
claim forms.
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CMS 1500 (02/12) INSTRUCTIONS FOR
ADULT DAY HEALTH CARE (ADHC) SERVICES
EFFECTIVE WITH DATE OF SERVICE 4/1/16
You must write “WAIVER” at the top center
of the claim form!
Locator # Description Instructions Alerts
Medicare / Medicaid / .
Tricare Champus / You must write
1 Chamova / Required -- Enter an “X” in the box marked Medicaid “WAIVER” at the top
Grou pHeaIth Plan / (Medicaid #). center of the Louisiana
P Medicaid claim form.
Feca Blk 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 Eq?gdlfér?n?ti;IEmer the recipient’s last name, first name,
N 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
3 (for example, 01 02 07).
Sex Enter a_n_“X” in the appropriate box to show the sex of
the recipient.
4 Insured's Name Situat.ional - C.omplete' correctly if the recipient has
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
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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 -
. state assigned 6-digit TPL carrier code is required ONLY the 6-digit que
Other Insured's Policy or | . " - . N should be entered in
%a in this block. The carrier code is indicated on the e
Group Number o e this field. DO NOT
Medicaid Eligibility verification (MEVS) response as
h % der Identificati b enter dashes, hyphens,
the Network Provider Identification Number. or the word TPL in the
field.
Make sure the EOB or EOBs from other
insurance(s) are attached to the claim.
9b RESERVED FOR NUCC Leave Blank.
USE
9 RESERVED FOR NUCC Leave Blank.
USE
Insurance Plan Name or T . .
ad Program Name Situational — Complete if appropriate or leave blank.
Is Patient’s Condition
10 Related To: Leave Blank.
Insured’s Policy Group or | ., _.. : .
11 EECA Number Situational — Complete if appropriate or leave blank.
Insured’s Date of Birth
1lla 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 T . ,
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)
Insured’s or Authorized T - . _
13 Person's Signature Situational — Obtain signature if appropriate or leave
blank.
(Payment)
14 Date of Current lliness / Leave Blank.

Injury / Pregnancy
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Locator # Description Instructions Alerts
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Leave Blank.
Occupation
N f Referri
17 P?oTi?jgr oreC?therlgSource Leave Blank.
17a Unlabeled Leave Blank.
17b NPI Leave Blank.
Hospitalization Dates
18 Related to Current Leave Blank.
Services
ADDITIONAL CLAIM
19 INFORMATION Leave Blank.
(Designated by NUCC)
20 Outside Lab? Leave Blank.
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Locator # Description Instructions Alerts
Required — Enter the applicable ICD indicator to
identify which version of ICD coding is being reported
between the vertical, dotted lines in the upper right-
ICD Indicator hand portion of the field.
0 ICD-10-CM Diagnosis Code Z76.89
21 may be used on all
ADHC claims.
Diagnosis or Nature of Required — Enter the ICD 10 diagnosis code Z276.89.
lliness or Injury
NOTE: The ICD-10-CM "V", “W", “X", and "Y" series
diagnosis codes are not part of the current diagnosis
file and should not be used when completing claims to
be submitted to Medicaid.
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Locator # Description Instructions Alerts
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. To adjust or void more
than one claim line on
Appropriate reason codes follow: a claim, a separate
22 Resubmission Code form is required for

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

each claim line since
each line has a
different internal
control number.

Prior Authorization (PA)

23 Required — Enter the 9-Digit PA number in this field.
Number
24 Supplemental Situational - Complete if appropriate or leave blank.
Information
Required -- Enter the date of service for each Note: Claims must be
procedure. Bill one date of service per claim line. split billed at the end of
each month.
Either six-digit (MM DD YY) or eight digit (MM DD
24A Date(s) of Service YYYY) format is acceptable.
A separate claim must be billed for each month if
the recipient’s dates of service cross the end of a
calendar month.
Required -- Enter the appropriate place of service
4B Place of Service code for the services rendered.
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
S5100 — ADHC Services
Required - Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference
24E Diagnosis Pointer letter (“A”, “B”, etc.) in this block.
Amount Charged Required -- Enter usual and customary charges for the
24F .
($ Charge) service rendered.
Required -- Enter the number of units billed for the
procedure code entered on the same line in 24D Reminder: 1 Unitis
24G Days or Units equal to 15 minutes of
NOTE: ADHC cannot exceed 10 hours (40 units) service
each day and 50 hours (200 units) per week.
24H EPSDT Family Plan Leave Blank.
Optional. If possible, leave blank for Louisiana
2411 1D.Qual Medicaid billing,
24] Rendering Provider I.D. # | Leave Blank.
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? Opt|pngl. Cla_|m filing acknowledges acceptance of
Medicaid assignment.
28 Total Charge (Ijgic?#lred - Enter the total of all charges listed on the
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Locator # Description Instructions Alerts
Situational — If TPL applies and block 9A is
completed, enter the amount paid by the primary payor
29 Amount Paid (mcludmg any contracted adjustments). Enter ‘0’ if the
third party did not pay.
If TPL does not apply to the claim, leave blank.
30 Reserved for NUCC use | Leave Blank.
Signature of Physician or Optlorjal -- The pracnqonyer or the practitioner’s
. . authorized representative’s original signature is no
Supplier Including lonaer reauired
31 Degrees or Credentials gerreq '
Date Required -- Enter the date of the signature.
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.
Required — Enter the hilling provider's 10-digit NPI The 10-dligit NPI must
33a NPI number.
appear on paper
claims.
Required — Enter the billing provider's 7-digit Medicaid
ID number. The 7-digit Medicaid
33b Unlabeled Provider Number must
ID Qualifier - Optional. If possible, leave blank for appear on paper
Louisiana Medicaid billing. claims.

REMINDER: MAKE SURE “WAIVER” IS WRITTEN IN BOLD, 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 WITH ICD-10 DIAGNOSIS CODE
(DATES ON OR AFTER 10/01/15)

HEALTH INSURANCE CLAIM FORM

AFFROVED B MATICHAL URIFOSM CLAIM COMMTTES (MUCC) D2

WAIVER

—,— PICA A
1 MEDICARE WEDH A TRICARE CHALA FE RSy OTHER | 13, IMBUREXS | 0. NUMBER B
— £l AN — BORCUniE ; :
£ |X| (hedicaic) (IDEADCDR) tiamber W) | |r..n:.-; i |—| i 9876543210123
2. PATIENT'S NAME (Last Mame, Arst Mame, ode nital 2. FIr‘IITIE‘li _3\[3 FTH DATE SEN 4 INBURED'S HAME (_ast Mame, First Mame, Mdolz inital)
T DO | :
JAYCO, TRAVIS 07131172 wx -
5 PAT LTS ADDRESS 40, Stresh .I FATIEN ELATICRSHIF TOINSURED O INELRED'S ADDRESS (MO, Sraet)
?'nrD "i.'rll."i"!D.n nj |J'""|| |
I STATE | 2. RESERVED FOR hMUCC LISE oI I ETATE
TP CODE TELEF HOWE (nchu o Ares Toces) ZIF CCOE TELEFHOME [Indude Area Coos)
L | ( )
2 OTHER IMSURELD'S MAME (Lazl Marme, Firsl Mang, Middle biia) 10015 PATIEMT'S COMDITION RELATED Tt 1. INSURED'S POLICY GROUP OR FECA HUMBER
& CITHER INSURED'S POLICY OR GRCUP NURMEEF = EWMPLOSMENT? (Curment or Pravicos . INEURED'S OATE OF BRTH aE
i ; MM | LD v
TPL Code if applicable | " F

b RESERYED FOR HUCC USE

d. IMSURAMCE FLAR HAME OF PRIOGHAM NARME

[Jes

Exam

C. OTHER 4CCIDENT?

ple 0

Original Clai

READ BAGK OF FORL BEFORE CONPLETING & SIGNIG THIS F
7 ERSOM'S 5IEUATURE | authorize he el ease of 2ny med o

ORM .

i

TCLAIMID (Designated oy MUCT)

T INSURAMCE PLAMN HAME OF PROGR AM HAME

datz ilems 2, 22, and 2d

Ao

¥-|<———— PATIENT AND INSURED INFORMATION ——————|4— CARRIER—)—

D W N

12 PATIEMNT'S OF AJTHORIZEL Al oF otner | MfoRnEich necesSE Y e [hys can OF 2 Pk :.. for
1o process his dalin | aso FECREST .'n:."'rnrr‘ oo weEnment tensfts st er n ",’rII ormohe party whoa cceps 853 o ment
Feiom
SIGHED DATE EIGHEL
4 DATE OF CURRENT ILLMEESS, IMJURY, oF PRESHAMNCY (LM 15, OTHER DATE 16. DATES PATIENT UNABLE TO WORK IM CURBENT OGRIPATION
] i | : MM DD T, oo i LT
AL -l ! FROM ! TC !
7. MAME CF R=FERRAING PROVIDER CF CTHER SOUACE 1. HOSPITALIEATICn DATER FELATED TOCUSSENT SeFVISs
A il W g 0 T
170 | KR FROM T i
10 ADDITICALAL CLAIR [ NFOAMATION (Dasi sted by HOCD 20 OLTSIDELAE? § CHARCES
|:| = _ ¥a]
. DIAGNCEIS OR HATURE OF ILLMESS COR INJURY Falate AL 4o ceruceline below [24E [ 22 BESH BMISSI O
ZCinc. ) O BEs i -
1 i CODE CRIGIMAL REF. N
. | Z76.89 e ol
a \ o gl 23, FRICA AUTHCAIZATION NUWEER
, . ol 987654321
2d CATE(S) OF SEAWICE E] . | O. PROCEDLRES, SSFYICES, OR SUFFLIES E. F J =
Frem Ta PLACE OF (Explain Unsual Croumstances) DI AGHCEIS ] FEMISRING (=]
W DD i OO SERMGE | EMG | CPTHOPCS | WCCIFIER FONTER $ CHAREES auAL FRCMDER D, # g
| | | P e i =
o o l16 |0 o | 6| 99 s5100 | i A 7200 | 24 | [u; 5
o
| | 1 l | o | 1 ;
04| 04 |16 |04 04 | 6 | 90 ss100 | ; A 9600 | 32 | WFl e
=
1 1 1 fon | o | - ——————- — =G
o4 | 05116 |04 | 05 | 16| 00 ss100 | ; A 120000 | «0 | [Wn g
7]
___________________ &=
L i | | A . A S
: =
1 1 1 1 1 ‘_t
¥
P : | | | P | | g
>
1 1 R e B B T S B e ekt e L S £
L : | | | | [ =
25. JERAL TAX | D NUMBER == EIN ATIER ACCOUNT W 2 TOTAL CHARGE 20 AMOUNT PAID A=l for MG Lse
2 28800 | - |
1
] 32. BERVICE FACILT'T LOCATION INFORMATICH 33 BLLNGFRCMDER INFOe FR# [ 225 ) 555-4957
M " :
i ot o " ADULT DAY CARE
Apdly 10 this B and ane mace a parl harao G876 LOLLIPOP LANE
JOHN DOE 4/6/16 ANYWHERE, LA 71111
SIGHED DaTE b = 1234567890 = 1234567
MICT mstiicticn Manual available at wwa . nuec of g PLEASE PRINT OR TYPE APPROVED OMB-OZ55- 1197 FORM T200 (0123
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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.

. 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/\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.

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.

Page 11 of 14 Appendix E



LOUISIANA MEDICAID PROGRAM

01/10/18
04/26/16

ISSUED:
REPLACED:

CHAPTER 9: ADULT DAY HEALTH CARE WAIVER

APPENDIX E - CLAIMS FILING

PAGE(S) 14

SAMPLE WAIVER CLAIM FORM ADJUSTMENT WITH ICD-10 DIAGNOSIS CODE
(DATES ON OR AFTER 10/01/15)

WAIVER

HEALTH INSURANCE CLAIM FORMW

AFFROVED Bv NATICHAL URIFCSM CLAIR COMMTTES (MUCC) 0242
—,—:v:_.; AT T
1 WEDICARE MED|Za TRICARE CHARLPY A, SHOP ’ OTHER | 14 INSURED'S 1L 0. NUMBER or Frogram in e 1)
LN HEALTH FLAM ] E g
3 [ rivesicsioin (ID#008) (hamoer ﬂe—'| | rioe [ Jw=a | 9876543210123
2. PATIBNT'S MAME [Last Mama, Arst Nama, iidde Ini1al) 2. FI'ITI MT S 3F H DATE S 4 INSUREDS HAME (Lest MName, First Mame, Midcde Inial)
JAYCO TRAVIS 07 31 |72 ,'x |
ADDAES: w0, Srest K FATIEN ELATICRSHIF TO N SURED 7O INEURED'S ADDRESS (Mo, Stest)
set[ ] spouse D ne[ ] omer| |
I STATE | & AESERVED FOR NUCC US T e
aF OE TELEFHOHE Qnolude Ares Cocs) ZIP CODE TELEFHOME [Indude Area Coda)
() ( )
2 OTHER IMBUREL S MAME iLast Marme, Firsl Mame, Micdhe ki) 100 |15 PATIENT'S CONDITION RELATED T2 11 IMSURED'S POLICY GROUP OR FECA MULEBER
& CTHERIMSURED'S POLICY OF GROUP N UREBSF & EWPLOYRIERTT (Cument or Pravious) . IMSURBEDN'S [ ATE OF BIRTH SEY
— MM | CD i
TPL Code if appllcable |

b RESERVED FOR HUCC USE

c. RESERVED FCR NUCC USE

d. INSURANCE FLAN HAME OF PROGR AM HAME

Adlustment Ci

I M F
I |

1 CLAIM D (Desgnated by MU

G INSURAMNCTE FLAM N

-
aTI:m--u:q HEALTH BEMEFIT PLAN?
YES I

AME CR FROGR A NAME

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

apdy Llh T arcd ang racke a garl 1|.. 1]

JOHN DOE 5/2/16

SIGHIED DaTE ' |”

| :l |2 ifyes, compats ibams 3, 33, and Bd
READ BACK OF FORK BEFORE CUI'IFLETI’\G &SIG\l\G THISFOH[I 12, INSURELF 5 ITHOAFED FERSC GNATURE | suthorize
12 PATIENT OH AJTHORIZEL ERSON'S SIGNATURE | authorize herslease of & med cal of Sther | NformAaIon NECESS! =30 |”5”“-. 117% fafiis o e un e 'H I' L Har or ||[|:|i:' Tor
1 procas "'m"r' A | 830 PECUEST FRITENT 01 CpEmment BERER T F A nEEl oF 0 r party Who BCCEPE BSIGRmEnt sanvices desgibed balom. &
i
ShErRIED DATE SIGHEL
14 DATE OF CURRENT ILLMESS IMJURY of FRESHANCY (LMF) |15, OFHER DATE 16. DATES PATIEMT UHAELE TO WCRE IM CURBENT OOTUPATION
M) DO i : : MM DI WM | DD & ey oo
AL . ! FROM ! TC !
7. NafE OF REFERRING PROW DER OF OTHER SOURCE 18 HOSPITALIZAT ION DATES RELATED TOCURRENT SERVICES
170 MR i T I
5 ADDITICRIAL CLAIN | MFCARATION (Desiatedt by HOCT) 20 OLTSIDELAE? ) $CHARCZES
[Jw== [
M DAGNOS S OR HATUREDF ILLMESS OF INJURY Felate A-L o saruceline below [24E cOind I D : 22 RESUBMISSION . )
= =] I CODE CRIGEINAL REF. MO
. | Z76.89 c c ol A0z | 8105198765400
E I o ul 23 PRICA ALTHIRIZATION MUNEER
: Ll 987654321
2d. A DATE(S) COF SERVICE =1 C. LF :UFF IES E. F. =
From To FLACEDF ) Dl AGRCE S 9
Hlh [ L [Nla] S SEHWGE ) EMG FCiMTER FCHARGES QuAL E
1 | | | lam | mg | [ m e m— = =
04| 04 | 16 |04 | 08 | 6 | o9 ss100 | ; A 96100 | | e g
'
4
2 ! ! | N R B e ;
I | I [— | I I L | ol ]
-
3 | | | [T T T et e
L : [ | A A N T g
4 @
1 1 1 [ R it i | =
1 | 1 | | 1 1 | | HPl O
1 1 1 1 =z
%
5 1 | 1 | | 1 o
Hh ¥
Pl : | | | P | [ =
¢
___________________ T
I ] I
& L : | [ | [ [w 2
25, FEDERAL TAY | 0. NUMBER 3= EIN 26. PATIENT'S ACCOUNT NO .". lJI 2 ||"I 28 TOTAL CHARGE |'/'-| AMOUNT PAID Rz fior HILIC ke
| X|ves | b 96.00 | - i
1S IT‘-I R HVSICIAN CF SUFFLIET 32 SERVICE FACIIT'T LOCATICN INFORMATICH 3 BLUNGFRCWDEA NFOLFHe (225 ) 555-4957
i Ehafcaot e ADULT DAY CARE

| 1234567890

G876 LOLLIPOF LANE
ANYWHERE, LA 71111

1234567

n Wanual available at www nuce org PLEASE PRINTOR TYPE

APPROVED OMB-USEIE-TT97 FORM 1500 (Le-12)
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SAMPLE CLAIM FORM

[ElgRE #
%‘Eﬁ =
. £
HEALTH INSURANCE CLAIM FORM =
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02H2 ]
[TTIPcA FICA [T T i
1. MEDICARE  MEDICAID TRICARE CHAMPVA BEQUE .. EFoa omHER| 12 INSURED'S LD. NUMBER {For Program in liem 1)
[ |Meciceres) | | puiscicaide; [ | apwmens || memoerog | | cipe) [ |aoe | |eom
2 PATIENTS NAME (Last Name, First Nama, Midd e Inttlal) 3. PATIENT'S BIRTH DATE 8EX 4. INGIJRED'S NAME (Last Namg, Firgt Namg, Middio Inltinl)
MM | OO | YY
| | M| f[ ]
. PATIENT'S ADDRESS (No., Bireet} @ PATIENT RELATIONGHIP TO INSLIRED 7. INBURED'S ADDRESS (No., Strae)
sen| | sposs| |Gt | omer| |
oY STATE | 8. REBERVED FOR NUCC USE oY STATE z
E
2IP CODE TELEPHONE (include Araa Code} ZIP CODE TELEPHDNE {Incitida Area Code) g
9. OTHER INSURED'S NAME {Lsat Nams, First Name, Miidle Inltial) 10, IS PATIENT'S CONDITION RELATED TC: 11, INSURED'S FOLIGY GROUP OR FEGA NUNIEER g
&
a. OTHER INSURED'S POLIGY OF GAQUP NUMBER 8. EMPLOYMENT? {Gumsnt or Previous) . INSURED'S DATE OF BIRTH E=3 [
MM | DD | . YY =
[Tves [ | AN L] 8
b RESERVED FOR NUGG USE b. AUTO ACGIDENT? PLAGE (stats) |- OTHER CLAIM ID (Designatsd by NUGC) é
[ves SN0y, | | <
&. RESERVED FOR NUGG USE  DTHER ACCIDENT? 2 INSURANCE PLAN NAME OR PROGRAM NAME E
[Ches [T i
oL INSURANGE PLAN NAME OR PROGRAM NAME 10d. GLAIM CODES (Designated by NUCT) d. 1S THERE ANGTHER HEALTH BENEFIT PLANT -
[ Jves [ w0 #yws, compiesa nams 9, s, anase.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INGURELYS OR AUTHORIZED PERSON'S BIGNATURE | authortzn
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE. I autfortze the mlease of amy medksal of oifier ifermation necessary payment of medkal benafit to the undereignad physiclan or supplier for
fo procass this claim. | aiso request paymant of govemment benafits sithsr to mysalf or o the party who sccepts assdgnment services described below.
below.
BIGNED DATE BIGNED
14, DATE OF CURRENT ILLNESS, IRIURY, o PREGRANCY (MF) [15.OTHER DATE ) 7 18. DATES PATIENT UNARL E T WORK IN CURRENT QCCUPATION A
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25. FEDERAL TAX |D. NUMBER SBN EIN | 28, PATIENTS ACCOUNT NO. 27. CCEFT ASSIGNMENT? |28, TOTAL cHARﬂEI 28, AMOUNT PAII‘: . n-maNucl:c Use
L] e v |s e | |
1. SIGNATURE OF PHYSIGIAN OR SUPPLIER 32, SERVICE FAGILITY LOGATION INFORMATION 1 BILLING FROVIDER INFO& PH# | )
INCLUDING DEGREES OR CREDENTIALS
{ certlfy that the stalaments on the reverse
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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 for general
information concerning topics relative to general claims filing.
http://www.lamedicaid.com/provweb1/Providermanuals/manuals/GIA/GIA.pdf
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