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CLAIMS RELATED INFORMATION

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:

Gainwell 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:

o 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
You must write “WAIVER” at the top center
of the claim form!
Locator # Description Instructions Alerts
Medicare / Medicaid / You must write
1 Tricare / Champva / Required -- Enter an “X” in the box marked Medicaid “WAIVER” at the top
Group Health Plan / (Medicaid #). center of the Louisiana
Feca Blk Lung Medicaid claim form.
Required — Enter the beneficiary’s 13-digit Medicaid
I.D. number exactly as it appears when checking
beneficiary eligibility through MEVS, eMEVS, or REVS.
fa | Insured's IDNumber | \oyrE. The beneficiaries’ 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 beneficiary’s name in Block 2.
2 Patient's Name Require(_i - Entt_er the beneficiary’s last name, first
name, middle initial.
o Situational — Enter the beneficiary’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 an “X” in the appropriate box to show the sex of
the beneficiary.
; Situational — Complete correctly if the beneficiary has
4 Insured’s Name . ) .
other insurance; otherwise, leave blank.
5 Patient's Address Optional — Print the beneficiary’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 SEEERVED FOR NUCC Leave Blank
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Locator # Description Instructions Alerts
9 Other Insured’'s Name Situational — Complete if appropriate or leave blank.
Situational - If beneficiary has no other coverage,
leave blank.
If there is other commercial insurance coverage, the .
o state assigned 6-digit TPL carrier code is required ONLY the 6-digit c‘?de
Other Insured’s Policy or | . ", . e should be entered in
9a in this block. The carrier code is indicated on the o
Group Number ol P this field. DO NOT
Medicaid Eligibility verification (MEVS) response as
he N k Provider Identification Numb 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 I . .
9d Program Name Situational — Complete if appropriate or leave blank.
Is Patient’s Condition
10 Related To: Leave Blank.
Insured’s Policy Group or | e q: . .
11 FECA Number Situational — Complete if appropriate or leave blank.
Insured’s Date of Birth
11a Situational — Complete if appropriate or leave blank.
Sex
OTHER CLAIM ID
11b (Designated by NUCC) Leave Blank.
11c ::r:surance Plan Name or Situational — Complete if appropriate or leave blank.
rogram Name
Is There Another Health o . .
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 . . . .
13 Person's Signature Situational — Obtain signature if appropriate or leave
blank.
(Payment)
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Locator # Description Instructions Alerts
14 Dgte of Current lliness / Leave Blank.
Injury / Pregnancy
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Leave Blank.
Occupation
Name of Referring
17 Provider or Other Source Leave Blank.
17a Other ID# Leave Blank.
17b NP Situgtional —If 17 or 17a is completed, this field is
required.
Hospitalization Dates
18 Related to Current Leave Blank.
Services
ADDITIONAL CLAIM
19 INFORMATION Leave Blank.
(Designated by NUCC)
Outside Lab?
20 $Charges Leave Blank.
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 Z76.89.
lliness or Injury
NOTE: The ICD-10-CM "external cause of injury
diagnosis codes V, W, X, and Y will be accepted as
non-primary diagnosis codes.
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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
Resubmission and/or Appropriate reason codes follow: a clalm, a se.parate
= form is required for
22 Original Reference Ad ST
Number d ustments - each (‘:Ialm line since
01 = Third Party Liability Recovery each line has a
02 = Provider Correction different internal
03 = Fiscal Agent Error control number.
90 = State Office Use Only — Recovery
99 = Other
Voids
10 = Claim Paid for Wrong Beneficiary
11 = Claim Paid for Wrong Provider
00 = Other
g3 | Prior Authorization (PA) | peired — 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 beneficiary’s dates of service cross the end of
a calendar 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
Required -- Enter the procedure code(s) for services
24D Procedures, Services, or | rendered in the un-shaded area(s).
Supplies
55100 — 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.
24F $ Charge Reqylred -- Enter usual and customary charges for the
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.
o Optional. If possible, leave blank for Louisiana
241 | 1D Qualifier Medicaid billing.
24J Rendering Provider ID# | Leave Blank.
25 Federal Tax ID Number | Optional.
Situational — Enter the provider specific identifier
assigned to the beneficiary. 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.
27 Accept Assignment? Optlpngl. Clglm filing acknowledges acceptance of
Medicaid assignment.
28 Total Charge zgicr]:]ured — 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
. includi tracted adjustments). Enter ‘0’ if th
| oo e oy contectdssnets), e ' e
If TPL does not apply to the claim, leave blank.
30 Reserved for NUCC use | Leave Blank.

Signature of Physician or
Supplier Including

Optional -- The practitioner or the practitioner’s
authorized representative’s original signature is no
longer required.

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

3 Degrees or Credentials
Date Required -- Enter the date of the signature.
32 Service Facnlty Location Situational — Complete as appropriate or leave blank.
Information
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 billing provider's 10-digit NPI .
33a NPI# number. The 10-digit NPl must
appear on paper
claims.
Required — Enter the billing provider's 7-digit Medicaid
ID number. The 7-digit Medicaid
33b Other ID# 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

HEALTH INSURANCE CLAIM FORM

WAIVER

Mail completed form to:
Gainwell Technologies
P.O. Box 91020

C USEONL

I
w
&
Baton Rouge, LA 70821 -
AFFROVED S NATICNAL UNIFCRM CLAIM SOMMTTES (NUCC) 0242 o
I. NEDICARE E0ICAD TRICARE CHAFVA, <||_ ‘Li‘l FLAN " OTHER| 13, INSURED'S | D. NUMBER or Frageumin em 1)
# ixJ ecicaio) [ | (0W0C04) wr r'f| |r '|_|f” 9876543210123
2 PATIZNT 'S NAME (Lt Mams, Arst Narma, PAdds il BT S SETH D= ER & INEURED & MAME (e Narme, Fist Name, Mdde kit
A OO |
JAYCO TRAVIS 07 | 31| ?2 X \
5 ATIENT S ADDHESS (un , Jrean B PATIEM ELATIChS HIP INSURED 7 INBURELD'S ADDRESS @0, STeel)
mrl | uml ‘ h .-:—] -r--|| |
cy STATE | . RESERVED FORNUCC LISE oy [s1amE "3
c
']
IR CODE ELEPHONE dnchude Ses Coo) 2l D0E TELEFPHONE [Indude Area Cocks) i
. z
- g
9 OTHER INSURED S NANE (Lac Nam, Firgl Nama, MIAe hid) 10 1B PATIENT'S COROITICN RELATED TC 11 INSURED'S FOLICY GROUP z
o
w
& OTHER INSURED S POUICY OF GRCUP NUREEF 2 \‘lasttc_*g;..gpu SEX g
TPL CODE IF APPLICABLE o 5 ' W F| 2
b RESERVED FOR NUCT USE T B OTHER CLAIMID (hes cnatead by MUC, o
g | =z
-
= RESERVED F OR NUCC USE OTHER & |__ G INSURMICE PLan WEME CF PROGE AM NAME g
.
: E
o INSURANCE FLAN NAME OF PROGE AW NAME 5 THERE ANOTHER HEALTH BENEFIT FLAN? =
YES  |NO  ifyes, comdake fms 9,92 md e
READ EIACK DF FORLI EEFCﬂE COI\P[ETI\B lsﬁ\hﬁ THISFCIH'\ 2 INSUREDIS OR AUTH NATURE | ailhosiza
12 PATIENT'S O AUTHCFIZED PEF 61 £l O OMER ITT0N NeCese payiient o MBECa DENSAtS 1 IhE U1 CErSIgNEd [11yS dan 0 Supei 11
Il AL BRVCES (R0 e

SIGMED EIGHE
18 DATE OF CUF I"IHIJI 6 INJUFRY, o FF ANANCY (LN |:‘ OV HER DATE 16 DATESFATIEMT UNAELE TO WCOFRK 1M C1 \II MNT CCOLUPATE Il
MM | OO MM ) DO ¥y (1]
i QUL | FRcM | o
AL 1 1 1 1
17 HAKE OF REFERfING PROV DER OF OTHER S0OUAC 17a 1B HOGPITALEZATION DATES RELATED TO L |\Ir| JERWCES
fue ¥ Y 1 oo
178 NP1 T :
18 ADDITIORIAL CLANA INFCRMATION (Desinates by MICCY T CHARCES
]
B TAGRICES CR NATUREOF TLLNESE CF NIURY Faas AL 5ea it ine tow [04E] ] = pEmEvis
o) R S ORI GEINAL REF. NO
» 1£76.89 B oL
L v 23 PRICA ALUTHOR ZAT O HUNEER
\ PRICR AUTH NUMBER
24 A 8 G E E @ H z
AE AENOSIS | il -k B ENDEFM o
MM Bk | e FONTER §CHARGES s | Fa| okl FRCMDER . # g
1 | | ' ' H
12 10 |18 | 99 ss100 | | A 7200| 28 | |wm 5
w
2 | i e B o 2
12 18 | 9 s5100 | | A 9600 | | [ # £
3 . TR ] e g
12 13 | 16 | 99 ss100 | | A 12000 | | el g
| ]
,,,,,,,,,,,,,,,,,,, =
EEEEEEE = - §
é =
5 ] 1 I 1 T T — S
5]
L ] ] : | - L | | [w 7
I
o I | | || I 1 i R &
EFUAL TAX 1D WUNBER S Bl 20 PATIENT'S ACCOUNT ND 2 TATAL CHAROE ]!,4 AMOUNT =&l Rl for HUCC Use
12345 288.00 ]
} ! ; H
1 SIONATURE OF FHYSICIAN OF SUFFLIES 3 SERVICE FACILITY LOCATION INSCRM, 22 BLUNGFRCVIDER WNFOLFH l 225 ) 555-4957
MCLUDNMIG DEGREES OF CAED ENTIALS 5
O S 200 T B g i e Tl ADULT DAY CARE
A ORI 10 B L0 A a1 el s e | hanaat ) 9876 LOLLIPOP LANE
BILLER ANYWHERE, LA 71111
e 12/15/2018 - + 1234567890 = 1234567
ICC Inalruction Manual avaiable b wwe nuec org PLEASE PRINT OR TYPE APPRUVEL UMB-USSE- TTH/ FURM ToUU (U2 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:

J 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;
or

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 Beneficiary/Patient Identification
Number. Claims paid to an incorrect provider number or for the wrong Medicaid beneficiary
cannot be adjusted. They must be voided and corrected claims submitted.
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Adjustments/Voids Appearing on the Remittance Advice

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

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

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

[Elp3E] Mail completed form to:
'ﬁéﬁ W A l V E R Gainwell Technologies
[l P.O. Box 91020

HEALTH INSURANCE CLAIM FORM " Baton Rouge, LA 70821
AFPROVED BY NATIONAL UNIFORM CLAR COMM TTEES (NUCC) 26T
—’73“.5 PICATT T
1. NEDICARE MEDICAD TRICARE CHALP, BESR, pan e OTHER | 1a. INBURE'S 1.0, NUMBER (For Program in e 1)
" 1 [ K] ritecicaian [ ] downeos mamoariog [ | o i . T[] e 9876543210123
2 PATIENT 'S NAME (Last Mama, First Hama, dds Inial) 2 PATIENT DATE = 4 INSURED'S NAME (Lest Marme, First Mame, Mode Infial]
W) D
Jayco Travis 07 | X |
7 ADDFESS [, Gtres) & PATIEN JSHIF T INSURED 7 INSURED'S ADDRESS (4o, STeet)
-nr| | n r_| o || |
I STHTE | & RESERWED FOR NUCC US CITy [&TaTE
AP COODE TELEF HORE Qnolude fres Coce) ZIP CODE TELEFHCRE (Indude Ares Cocka)
e _ ()
2. OTHER INSURED' S MNANE rLast Mame, First e, Modie bl 10. |6 PATIENT'S CONDITION RELATED TCt 11. INSURED'S POLICT GROUP OR FECA NUMBER

ERINELAEL'S POLICY OF GROUP NULMBEEF % INEURED.E DATE OF BRTH 55X
"TPL Code |prpI|cabIe S : v FlL
b

b RESERVED FOR NUCC USE THER CLAIMID | |r'- grated by MWUCC)

©. RESERVED FCR NUCC USE CTHER A I oM :L.H-’\ CE PLARN HAME TR PROGR AM NAME

R
. -
ol IMSURARICE FLAN MAME OR PROGR Ak NAME i B THERE AMNCTHER HEALTH BEMEFIT PLAN?

vES J MO iyes, comd

IMSUREDX S OR ALUTH CED FERSON MATWRE | authoriaa
< benafite o the un dersignee fhys cian o cupiior for

e ilams 9, 93, andlOd

ShERED

¥-| ———— PATIENT AND INSURED INFORMATION 4)‘1—{— CARRIEER—»

e o e O
14, DATE ll N \I |||| ME MIURY, or PHEGHAMNCY (LM | 15, OTHER DATE 16 DATES PATIEMT LINAELE TOWWTHE I CL | | MT U r‘II ||
D : MM | DD ki | DD ¥ T
AL | ks i FROM ! TO !
HAME CF REFERRING PROV III F HER SOURCE -Zf_x ] - ) 18, HOSPITALEZ AT 00 DATES RELATED TOCURRENT SERVICES
¥ L as S Nk jul [} [ | oo
I a | WL F ] T I
ADDITIORAL CLAIN | FFORIAATICON (Desiop ated by MOCC 20. QLUTSIDE LAE? $ CHARCES
| Jves ]
2 O AGHICES O HATURE OF ILLMESS R IHJURY Peisie &L ossucslne beow 246 o1 | 22 RESUBMISSION
Lindef feialai= ORI AL FEI
., 27689 E & i Aoz 83471 98798700
5 5 e . FRICA ALTHORIZATION HUNEET
i i L1 Pricr Auth #
0 4 CaTE( oF SERWICE ] c. CEE, OF SUFFLIES E. F G z
Frem F cumstances) Dl AGHCEIS g c
WM Db v WM DB ve | MIODIFIER FOINTER £ CHAREES e auaL £
1 : i ; | i | ] E
11)os | 18|11 08|18 12 s5126 | UN | A 8400| 28 | |um &
| e
2 ! ! - ro I Y e
| - [ I L. - | L] | [wer] ]
3 | g
: i ; : ; ; i ; s s e i :
E | : O P W 7 g
4 | =
1l | ] s S s S S e S (-
- i | -2 D I LT S
i | =
5 1 1 1 1 1 ] 1 1 B T T T e— S
\ o
| T | | L || [w] 3
| >
___________________ T
. | E | L4 <
3. FEDERAL TAX | 0. NUMBES 350 Bl 20. PATIENT'S ACCOUNT NO i TOTAL CGHARGE |_/;'_ AMCUMT PaIC 30. Revd. for NUICT Lisa
1234 a # 84,00 | - !
& 32. SEAVICE FACILTY LOCATION INFSRMATICH 33 BLUNGFROVMDER MFO&FHe (225 ) 555-4957
- s : HERE FOR YOU WAIVER '
apdy & e O an 200 MAIN ST
Biller ANY TOWN, LA 70000
1217118 I T
P Cnfe . b « 1234509876 = 1123456
MUCC Instnuction Manual available st www nuee org PLEASE PRINT OFR TYPE APPROVED UMB-USGE-T197 FORM ToULD (e 12)
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SAMPLE CLAIM FORM

EfsE A
g&% =
> £
HEALTH INSURANCE CLAIM FORM =
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02M2 3
[LTIPeA oA [ TTTY
1. MEDICARE MEDICAID TRICARE CHAMPYV, BEQYE, oian 12, INSURED'S LD, NUMBER (For Progran in lem 1)
|| echicares || oviecicaidey | | aDwmoos DM‘”’DM |:| |:|rﬂm
2 PATIENT'S NAME (Last Nama, First Namo, Middis Inftialy 3 PATIENTS BIRTH DATE BEX 4. INGUREDFS NAME (Last Name, First Name, Middis Inftiah
| |
|| M | [ ]
S PATIENT'S ADDRESS (No., Streel) 6. PATIENT RELATIONGHIP TO INSURED 7. INSURED'S ADDRESS (No., irael)
sen| | spouse[ | Goma[ | omer[ |
oY STATE | 8. RESERVED FOR NUCC USE CITY ‘ STATE E
E
ZIP CODE TELEPHONE (inciude Area Cods} ZIP CODE TELEFHONE (Inciixie Area Coda) g
0. OTHER INSURED'S NAME {Last Nama, Firet Name, Middle Inftial) 10. IS PATIENT'S CONDITION RELATED TO: 11, INSURED'S FOLIGY GROUP OR FEGA NUMBER g
&
& OTHER INSURELY'S POLIGY OR GROUP NUMBER a. EMPLOYMENTY? (Curment or Previous) & INSURED'S DATE OF BIRTH 8EX =
W B oYY =
[ Jves [ Ino | 2N ZiE 2
b. RESERVED FOR NUGG USE b. AUTO AGGIDENT? PLACE (stats) | - THER GLAIN ID (Designased by NLIGE) 2
[ ]ves NO | <
©. RESERVED FOR NUCC USE @ OTHER ACCIDENT? & INSURANCE PLAN NAME DR PROGRAM NAME =
(s [o g
L INSURANGE PLAN NAME OR PROGRAM NAME 10d. GLAIM CODES (Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLANT =
l:lYEs |:|uo & yos, complete ltems 9, 9a, and 5d.
EAD BACK OF FORM BEFORE COMPLETING A& SKGNING THIB, FO 13. INSURELYS OR AUTHORIZED PEREGN'S BIGNATURE | mythortzn
12. PATIENT'S OR AUTHORIZED PERSONS SIGNATURE I authorize the reiease of anmy medical ar umr Information Necessary payment of medical benefiia to the undersigned physician or suppiier for
hpmiﬂldl.ﬂ 1 aina request peyment of govemment benafits sithsr to myself or to the party who sccapts sssignment sardces described below.
SIGNED DATE SIGNED
14. DATE OF CURRENT ILLN URY, or PREQNANCY (LMF) | 15, OTHER DATE v 18. DATES PATIENT UNABLE JO WORK IN CURRENT OCCUPATION
B o ES2 8 s e MM | DD | YY 7o it MM | DO VY A
| | auaL . | | Prow | | gl
17. NAME OF FIEFERRING PROVIDER OF OTHER SOURCE 17I.| [ 1a. HOBPW#HZ‘A“SH DATE%%EATEDTOGI{?&E‘NT&EHIWGE%V
| 175 NP1 | FROM | ! ™ ‘ i
10, ADDITIORAL CLAIM INFORMATION (Dasignatad by NLICC) 20, OUTBIDE LAB? § CHARGES
[ves [ w0 | |
21. DIAGNOSIS OF NATURE OF ILLNESS OF INJUFY Fisiate A-L t0 servica IIne beiow 1 2. ISSION
B8 ieDina |- ERe DRIGINAL REF. NO.
Rl DS el .
= 25, PRIOR AUTHORIZATION NUMBER
- A N al 00 H.
P . o | L |
24, A. _ DATE(S) OF SERVICE B. | C. | D. PROGEDURES, BEAVICES, OR BUPPLIES E. F. Q_ [ H.] I J. =
Fram Ta IPLACE OF] (Explain Unusual DIAGNOSIS DRX® [y | o RAENDERING (=]
MM DD ¥¥ MM DD  YY |SERWE| EMG | CPTHCPCS | MODIFIER POINTER $ CHARGES P | CUAL. PROVIDER ID. # E
1 I ‘ ‘ | | ‘ | | | | | | ey R -
| | | | ! | NP1 e
2 | | | | | | | =
; | 1TSSt S S S S |
A A O (O T - | L ] [ &
3 g
| I | | 1 | I I O e e e A T s e
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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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