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CLAIMS FILING

Hard copy billing of waiver services are 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

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 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 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
P (Medicaid #). center of the Louisiana
Group Health Plan/ o .
Medicaid claim form.
Feca Blk Lung
Required — Enter the recipient's 13-digit Medicaid 1.D. Formerly UB-04
number exactly as it appears when checking recipient | Locator 60.
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.
. N , Formerly UB-04
9 Patient's Name Eq?gdlfér?n?ti;IEmer the recipient’s last name, first name, Locator 8 & 58.
o Situational — Enter the recipient's date of birth using | Formerly UB-04
Patient's Birth Date six digits (MM DD YY). If there is only one digitin this | Locator 10 & 11.
field, precede that digit with a zero
3 (for example, 01 02 07).
Sex Enter qn_“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. Formerly UB-04
Locator 9.
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 Leave Blank.
USE
9 Other Insured’s Name Situational — Complete if appropriate or leave blank.
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Locator # Description Instructions Alerts
Situational - If recipient has no other coverage,
leave blank. Formerly UB-04
Locator 61.
If there is other commercial insurance coverage, the
S state assigned 6-digit TPL carrier code is required -
%a Other Insured's Policy or in this block. The carrier code is indicated on the ONLY the 6-digit code
Group Number S o should be entered in
Medicaid Eligibility verification (MEVS) response as this field. DO NOT
the Network Provider Identification Number. enter dashes, hyphens,
or the word TPL in the
Make sure the EOB or EOBs from other field.
insurance(s) are attached to the claim.
9% RESERVED FOR NUCC Leave Blank.
USE
9 RESERVED FOR NUCC Leave Blank.
USE
ad Insurance Plan Name or Situational — Complete if appropriate or leave blank.
Program Name
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
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 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 lllness / Leave Blank
Injury / Pregnancy
15 OTHER DATE Leave Blank.
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Locator # Description Instructions Alerts
Dates Patient Unable to
16 Work in Current Leave Blank
Occupation
Name of Referring
17 Provider or Other Source 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
Formerly UB-04
Required — Enter the applicable ICD indicator to Locator 66.
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
21
Diagnosis or Nature of Required — Enter the 1CD 10 diagnosis code Z76.89. Formerly UB-04
. Locator 67.
lllness or Injury
NOTE: The ICD-10-CM "V", “W", “X”, and "Y" series
Q|agn03|s codes are not part of the currenp d|agn03|s Diagnosis Code 276,89
file and should not be used when completing claims to
. e may be used on all
be submitted to Medicaid. X
ADHC claims.
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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 Formerly UB-04
line as it appears on the remittance advice in the Locator 64.
“Original Ref. No.” portion of this field.
Appropriate reason codes follow: To adjust or void more
. than one claim line on
22 Resubmission Code

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

a claim, a separate
form is required for
each claim line since
each line has a
different internal
control number.

00 = Other
, . Formerly UB-04
23 E[ﬁ:tﬁe l.rlthOI‘IZ&tIOI’] (PA) Required — Enter the 9-Digit PA number in this field. Locator 63.
24 Supplemental Situational
Information

Required -- Enter the date of service for each Formerly UB-04
procedure. Bill one date of service per claim line. Locator 45.
Either six-digit (MM DD YY) or eight digit (MM DD

A Date(s) of Service YYYY) format is acceptable.
A separate claim must be billed for each month if Note: Claims must be
the recipient’s dates of service cross the end ofa | split billed at the end of
calendar month. each month.
Required -- Enter the appropriate place of service

248 Place of Service code for the services rendered.

99 Other
24C EMG Leave Blank.
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Locator # Description Instructions Alerts
Formerly UB-04
Required -- Enter the procedure code(s) for services Locator 44.
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.
ouF Amount Charged Required - Enter usual and customary charges for the | Formerly UB-04
($ Charge) service rendered. Locator 47.
Required -- Enter the number of units billed for the Egg&%g B-04
procedure code entered on the same line in 24D '
24G Days or Units Reminder: 1 Unitis
NOTE: ADHC cannot exceed 10 hours (40 units) s
. equal to 15 minutes of
each day and 50 hours (200 units) per week. .
service
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
) Formerly UB-04
25 Federal Tax I.D. Number | Optional. Locator 5.
Situational — Enter the provider specific identifier EormterlanB-M
assigned to the recipient. This number will appear on ocator A.
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_um filing acknowledges acceptance of
Medicaid assignment.
Required — Enter the total of all charges listed on the | Formerly UB-04
28 Total Charge claim. Locator 47.
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Locator # Description Instructions Alerts
Situational — If TPL applies and block 9A is Formerly UB-04
completed, enter the amount paid by the primary payor Locator 54.
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 pracnt!onFr or the pr,‘acnnoner.‘s
) . authorized representative’s original signature is no
Supplier Including longer required
31 Degrees or Credentials '
Date Required -- Enter the date of the signature.
32 service FaC|I|ty 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 Formerly UB-04

Phone # including zip code and telephone number. Locator 1.
Formerly UB-04
Required — Enter the billing provider's 10-digit NPI Locator 56.

3 | NP number. The 10-digit NPI must
appear on paper
claims.

Formerly UB-04
Required — Enter the billing provider's 7-digit Medicaid | Locator 57.
ID number.
33b Unlabeled The 7-digit Medicaid

ID Qualifier - Optional. If possible, leave blank for
Louisiana Medicaid billing.

Provider Number must
appear on paper
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

AFFROYVED EY NATICHAL

UMNIFORM CLAIM COMMTTES (MUCC) 0

WAIVER

-
w
"4
o
<
I3
_,7 Sty PICA i
1 WEDIGARE \IEDH A1 TR CAFE CHALF A BES, 1[1a. IMBEURED'S | D. NUMBER [Far Program in Hem 1
. ™ o . A H
o#) [3] tecicsiat) [ ] iepecs wa| |6 98?65432101 23
2 PATIENT 'S MAME [Lest Mama_ Arst Nama, W s i) SRR & NELURED S HEME Lest Mame, First Flame, 1aan= el
T DO .
JAYCO TRAVlS 07| 31|72 'EY |
T'5 ADDHE oL, Sfresth G PATIEN ELATICRSHI IHSURED HELUF O DAE (o, Sheet
Prl:l SOUSE l:l n r:l [wi | |
Iy STHTE | £ RESERVED FOR MUCC ISE oI BTATE z
(=]
E
AF CCOE TELEF HOME {nidu i fres Coge) ZIF CC0E TELEFHCRE (Indude Area Co) ‘E(
; =
L ) ( ) o]
3. OTHER INEURED & MANE (Lasl Harm, First Hame, MIdde bl 0. 15 PATIENT'S CONDITION RELATED Tow 11 INSJRED'S POUICT SROUF OF FECA HUMEER =
o
w
{EFINSUAED'S POLICY OF GRCUP NUREET & EMPLOYMENT? (Cunent or Pravious) . IMSURETY'S 0ATE OF BIRTH 5E =
MM | D
TPL Code if applicable =a i i v F 7]
b RESERVED FOR NUCC LUSE S HER CLAIM D (D gratad by RO E
[ =z
. | =
= RESERVED FOR HUCC USE CTHER & “ G INSURSMCE PLAM NAME R PROGR AWM NAME e
] =
- W T
d. INSURANCE FLAN NAME OR PRCGR AWM NAME Olrlr G sh::ahl:.,cl m E ANOTHE R HEALTH BEMEFIT PLAN? o
gl al :|r\-: ifyes, complats ilems 9,92, and 0d
READ BACK OF FORL BEFORE COMPLETING & SIGNING THIS FORN . SUFEDTS OR AUTHOREED FEF WATURE | aitnorz=
12 PATIENT'S OR ALITH ORIZEL | ALANCE 2 N e B of BNy MECkCal OF OMEr (FIDaion necessery payment o Meicd benaiis B 1ha U dersigned yscian of cupalBr for
10 prosess his dalm, 1 48 rr-'r"'n rnrr g TN ranﬂ" B Er 0 J.rll1r|'-"| ¢ VN0 ACCETE EIMENT sMicas desoibed belom. =
el
SIGHED DATE SIGHE
18 DATE OF CURAENT ILLMEES, (MUY, or FRESHANCY (UMF) | 15, O HER DATE 16. DATES PATIENT UNAELE O WCAK IN CURFENT OCCURATION A
] w | : MM | DD KT DD o LT T
e Al ! FROM ! T !
7 MAME CF REFERAING PROWDER CF CTHER SOURCE 15, HCSPITALIEAT 0n DATES AELATED TOCURRENT SERYICES
Mt a]m} [ hrd 1 [ME) s
7| KFI FROW T I
18 ADDITICRIAL CLAIR [ RFCARATION (Design ated by NG 20 CLTSIDELAE? $CHARGES
[ [wa
21 DIAGRCE|S CF HATLRE OF ILLMESS COF INJURY Felste A Lo serwreline beiow [24F Yol o> RESLEMISE OM
“Oind. | 0] CO0E ORI G AL FEF. NG
. | Z76.89 e - o ol
& ) o gl 232, FRICR AUTHCRIZATION NUMEER
, . i 987654321
2d DATE(S) OF SERVICE E C. [ D- PADCEDUAES, SEFVICES, OF SUPPLIES E. F =z
From Ta PLACE OF plain Uriueua Coumstances DIAGNCEIS ) REMLERING o
Wk D0 it DD SEASE CPTHCPCS WCODIFIER FONTER F CHAREES auaL FRCMOER 0. # B
| | | lam | me | o= m A £
04| 01|16 |04 | 0 | 6| 09 s5100 | | A 7200 | 24 | [um S
o
| | | | =
04| 04|16 |04 | 0% | 16 | 99 55100 | | A 96100 | | e e
=
| | | fom | | Fmmmmmm—mm————— = -4
o+ | 05 |16 | 04| o5 | 16 | o9 s5100 | ; A 120100 | | el £
n
1 1 1 T N el et =
1 | 1 | | 1 1 | | [5=1] (]
i i i i =
| | | | | S
&
P : | | | P | [ g
4
___________________ o
I I I
T
L : | | L[ [w
25 FECIE AAL TAX | 0. UM 14 EIN ATIERT'S ACCOUNT | 23 TATALCHARGE |29, AMCUNT PAID Fisud for HUGE Lse
& 288,00 | - |
1
32. BERVICE FACILITY LOCATION INFORMATICH 22 BLLNGFRCMDER INFO s FHe | 226 ) 555-4057
| )
= = ADULT DAY CARE
app Iy 10 this B anct ane i ace o par ot G876 LOLLIPOP LANE
JOHN DOE 4/6/18 ANYWHERE, LA 71111
e [ b = 1234567890 o 1234567
MICT [mstraction Manual available at www nuec of g PLEASE PRINT OR TYPE APPROVED OMB-0250- 7797 FORM 20002125
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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:

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

[ElgEE ,t
gﬁ WAIVER :
= w
-4
HEALTH INSURANCE CLAIM FORM E:
AFFR OVED 2 W ATICN AL UNIFCRM CLAIM COMM TTES (HUCE) 0242 S
—,—:»':_.; NCA, —i
1. WEDICARE MEDICAID TRICARE CHALEA _‘ T -|FL . OTHER| 12, IMSURED'S | 0. NUMBER Far Frogram in Hem 1)
" i
& [ 3] Miscicaian [ apeni hiamber ﬂe—| | rio |—|rn, 9876543210123
2. PATIENT'S MAME (Last Mame, Arst Mama, Midde Inita) 2. FI'ITI NT :BF H DATE iE 4. INEUREDS HAME (Last Mame, First Mame, Mdde Inia)
JAYCO TRAVIS 07 31 | 72 wX |
ADDRESS (o, Sfrest I FATIEM ELATICRSHIF TO INSURED 7OINSEURED'S ADDRESS (Mo, Steet)
.‘-F!I’D '\'.'I'IJ.'}-'!D ch r::l IJ"-'-|| |
oIy STATE | & RESERVED FOR NUCET LISE o ETATE z
g
E
AFCO0E TELEFHORE dndude Area Coce) ZIF CODE TELEFROME [Indude Area Coca) g
¢ =
L ) ( ) o}
3. OTHER INSURED' S MANE (Lasl Nane, Firsl e, MIddle il 100 |5 PATIENT'S CONDITION RELATED Tot 11, INSURE'S FoLICT GROUF QR FECA HUMEER =
g
5. OTHER INSUAED'S POLICY CR GROUP HUMBEF &. EMPLOYMENT? (Current or Previous) 1 INSURE'S DATE OF BIRTH s %
T oD ks
TPL Code if applicable - - I W 2 @
| 4
RHESERELESRNGCCILER Ex Hai e,u g f b OTHER CLAINID (Des grated oy WU Q
T | | :
- RESERVED FCR NUCC USE | . oTHER acciDEnT? o INSURARCE PLAN HAME OR PROGR AM HAME £
1 1w w
o b= . - E
I, INSURANCE FLAN NAME OR PROGR &M NAME Ad Iu Strm ent ' I aTlnm,--u:q HEA LTH BENEFIT PLANT <
:ll o ifyes, comp ileme B, 93, and Od
READ BACK OF FORId BEF ORE COI]FI.EThG&SIG\I\Gn THISFORN. 13, INSLRELS UTHCAEED FERS IGHATURE | aitorze
12 PATIENT'S OR ALUTHORIZEL ERSCON'S S ATURE | authorize me sl sase of & med cal o At |NFOrE N NECESSE oy pa '||| || i tenafils hiheun T e o or “F"Ii!. Tor
h.'lrr:'\"'m"r'lm A30rEeqUESt PRy rnrrg JERTENT EENEN TS BNEr 10 J.rII'I-rI' party Whoacceps essgnment sanices desoi bed belom,
i
SIGHED DIATE SIGHEL
14 DATE OF CURRENT ILLMEES IMJURY o PHESHANCY (LMF) (15 OTHER DATE 16. DATES PATIENT UNAELE TO WORK IN CURBENT OGCLIPATION ‘L
MM DO i i i MM | DD WM | DD v [T
AL Al ! FRCk ! To !
7. NAME OF REFERRING PROVIDER OF OTHER SOURCE 1. HOSFI :-' LIZATION DATES RELATED TOCURRENT I:iI:I—'.' CES
Ak a]n] Ll § b Y
17| hFI FRCH T i
19 ADDIT IO AL CLAIR I PFOSMATION (Desiopatect by HICT) 20. QUTSIDE _‘-..E" FCHARGES
[Jres [Two
= PP BTG TG TS AY Faee AL bs=ucelin 3 T 1 o == : :
M DIAEMNCEIS OR HATUA FILLMESS COF INJUR Eate AL osaruceline beon [24E oo ||I.|.I O I ?E_CIEQ\,.’ SEI0N .
. £76.89 c ol A0z | 6105198765400
& | . 0l 23 PRICR ALUTHCRIZATION HUMEER
, ol 987654321
Zd DATE(S) OF SERWICE e G |D R SUPFLES E F Z
Frem To PLACEDF 5 DI AGROSIS ] o
Wb DD v MM DD v |SERVEE| EM POIMTER § CHARGES auaL E
1 | | | = B N 5 N
04| o4 |16 | 04| 02| 16| 09 ss100 | i A 96100 | 32 | HFI &
W
=
2 ! ! ! b el =
I | | [— | I | I L | [ o]
-
3 | | | [ T B S R e
L : | N I I I g
@
4 1 1 1 I R T S Attt =
P : | | I S
: 2z
=
5 1 1] : | | L [ 5
I I I I L i n
-
5 | | [T R R T T st it e L
B
L : | | L [ [
25, FEDERAL TAX | D MURE 1 3= EIN 26. PATIENT'S ACCOUNT NO 23 TOTAL CHARGE |','-I AMOUHT PAID Rzl fior ML k=
2 96,00 | - |
1
32, SERVICE FACILITY LOCATION INFORM ATI O 3 BLLUNGFROMIDER PO & FHe [ 225 ) 555-4957
| )
e ) ADULT DAY CARE
appl s 10 This 1l anc ane mace a gar haneol) H876 LOLLIPOP LANE
JOHN DOE 5/2/16 ANYWHERE, LA 71111
IEED DaTE |” = 1234567890 = 1234567
—
102 Instraction Manual available at wwwaw . nuce o g PLEASE PRINT OR TYPE APPROVED OMB-US38-1147 FORM 1500 (0 12)
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e N b W N =

=y

=g
T

SAMPLE CLAIM FORM

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIQONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212

—‘_l_lPIGA

PICA ﬂ_r

1. MEDICARE

MEDICAID
|| Mochcares) || (uecicada) Dmm DMMDM

FERNR pLaN

D (i8]

OTHER | 1a. INSURED'S 1.D. NUMBER

Dm

(For Program in lsm 1)

2 PATIENT'S NAME (Lt Nama, First Narmo, Middia Inltial)

8. PA11ENT‘E BIRTH DATE

8EX

W] ¢ ]

4. INSURED'S NAME (Last Nama, First Name, Midde

Intiaf)

5. PATIENT'S ADDRESS (Mo., Strast)

€. PATIENT RELATIONSHIP TO INSLIRED

gan|_| Bpowse| |cnma[ | omer| |

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

Gy

STATE

ZIP CODE

TELEPHONE (Include Area Coda)

()

8. REBERVED FOR NUCC USE

cITY

STATE

ZIP CODE

(

TELEPHONE {Incitide Area Code}

8, OTHER INSURED"S NAME {Laat Nams, Flret Name, Midde Inttial

& OTHER INSURELY'S POLIGY OR GROUP NUMBER

YES

b. RESERVED FOR NUCC USE

b. AUTO ACCIDENTT?

[ Jves

©. RESERVED FOR NUCC USE

& OTHER ACGIDENT?

[ |ves

10. IS PATIENT'S CONDITION RELATED TO:

B EMPLOYMENT? (Cumant or Previous)

[ ne
PLACE (Stats)
N

[ne

11, INSURED'S POLICY GROUP OR FECA NUMBER

«INSURED'S DATE OF BIRTH
a 5 DAIJD F

NN

SEx

A

b. DTIHER CLAIM ID (Designated by NUCC)
|

& INSURANCE PLAN NAME OR PROGRAM NAME

ol INSURANCE PLAN NAME OR PROGRAM NAME

10d. GLAIM CODES {Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLANT

PATIENT AND INSURED INFORMATION —————>~(—CARRIER—)—

NUCC Instruction Manual available at; WWw.nuce.org

PLEASE PRINT OR TYPE

[ Jyes [ |wo  eryms compiotanams 0,92, anasa.
READ BACK OF FORM BEFORE COMPLETING & SKINING THIS FORM. 13. INEURETY'S OR AUTHORIZED PEREON'S SIGNATURE | authortz
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE um the relesse of any mediesl or cther Iformetion necessary peymant of madical banefits to the undersignad phyaician er supplier for
o procesa this cleim. | slso request elthar to myssh or ko the party who sccapts assdgnment sarvices described below.
balow.
SIGNED DATE SIGNED X
14, IJATE OF SURRENT ILLNESS, INJURY, or PREGNANCY (LMF) | 15, OTHER DAT‘E AT 16. DATES mﬂIENT Dgwlml.s T0 WORKIN cur;dF'!“ENIT %?IIJPAHW A
|| auaL - L e .
17. NAME OF REFEHHING PROVIDER OR OTHER SOURCE 178 18, HOBPITALIZATION DATES FIEL ATED TO CURRENT SERVICER
]
{ 176 NPI FROM : i : i
19. ADDITIONAL CLAIM INFORMATION (Dasignatad by NLICC) 20. QUTSIDE LAB? $ CHARGES
[ves [Tre | |
T T
21, DIAGNOSIS OFL NATURE OF ILLNESS OFL INJURY Risiate AL to servios e below (24E) o ) | 2. BERUBMISSION AL
o pUBE. - I D. |
23. PRIOR AUTHORIZATION NUMBER
| F. a - H. B
I pE K L
24 A, DATE(S) OFSERVICE B. | C. | D. PROCEDURES, BERVICEE, OR BUFFLIES E. F. H.] I 3 z
To IPLACE OF| (Explaln Unusual Clreumatancas) DIAGNOSIS DS ey | - AENDERING o
MM DD w¥¥ MM DD YY |GERWE|EMG | CPTHCPCS | MODIFIER POINTER $ CHARGES UNTS | Pan | OuAL PROVIDER ID. # E
=
! | | | ‘ | | | | | R S —— T
[E | | | | | NP1 e
=
A A | il | e T E
I 1 i 1 I I I | g
i | | | | | | | D T — &
I | | L | | | 5
| | | | B R
A R I - Ll | [ 8
| | | | | | e B 5
A O )| L ] L | | [w 2
| | | | | | | | R e g
- - L ] L | | [wm
25. FEDERAL TAX L.D. NUMBER 88N EIN 28. PATIENT'S ACCOUNT NO. 7. @gcsrr IGNMENT? | 28. TOTAL CHARGE 2. AMOUNT PAID | 30. Rarvad for NUCC Use
L] (v | Jw s | | F i
21. SIGNATURE OF PHYSICIAN OR SUPPLIER 22, SEAVICE FACILITY LOGATION INFORMATION 33. BILLING FROVIDER INFO & FH # ( )
INCLUDING DEGREES OR CREDENTIALS
{1 cantily thet the stalements on the reverse
apply w0 this bil and e mide a pert thansel.)
SIGNED DATE e i = |h'

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