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APPENDIX B: CLAIMS FILING PAGE(S) 12

CLAIMS FILING

Hard copy billing of ambulatory surgical center services are billed on the paper CMS-1500 (02/12)
claim form or electronically in the 837P 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:
Gainwell Technologies
P.O. Box 91020
Baton Rouge, LA 70821

This appendix includes the following:

1. Instructions for completing the CMS 1500 claim form and a sample of a completed
CMS-1500 claim form; and

2. Instructions for adjusting/voiding a claim and a sample of an adjusted CMS 1500
claim form.
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CMS 1500 (02/12) INSTRUCTIONS FOR AMBULATORY SURGICAL CENTERS

Locator # Description Instructions Alerts
Medicare / Medicaid /
Tricare Champus / Required -- Enter an “X” in the box marked Medicaid
L Champva / (Medicaid #)
Group Health Plan / '
Feca Blk Lung
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 LD.Number | e e peneficiaries' 13-cigit 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 Requwe(_i - Eptgr the beneficiary’s last name, first
name, middle initial.
Situational — Enter the beneficiary’s date of birth using
T six digits (MM DD YY). If there is only one digit in this
Patients Birth Date field, precede that digit with a zero (for example, 01 02
3 07).
Sex oy .
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 RESERVED FOR NUCC
USE
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Locator # Description Instructions Alerts
9 Other Insured’'s Name Situational — Complete if appropriate or leave blank.
ONLY the 6-digit code
Situational - If beneficiary has no other coverage, should be entered for
leave blank. commercial and
Medicare HMOs in this
If there is other commercial insurance coverage, the field.
state assigned 6-digit TPL carrier code is required in
9a Other Insured’s Policy or | this block. The carrier code is indicated on the DO NOT enter dashes,
Group Number Medicaid Eligibility Verification System (MEVS) hyphens, or the word
response as the Network Provider Identification TPL in the field.
Number.
NOTE: DO NOT ENTER
Make sure the EOB(s) from other insurance(s) are A 6-DIGIT CODE FOR
attached to the claim. TRADITIONAL
MEDICARE
9b RESERVED FOR NUCC Leave Blank.
USE
9c RESERVED FOR NUCC Leave Blank.
USE
Insurance Plan Name or S . .
9d Program Name Situational — Complete if appropriate or leave blank.
Is Patient's Condition T : ,
10 Related To: Situational — Complete if appropriate or leave blank.
11 Insured’s Policy Group or Situational — Complete if appropriate or leave blank
FECA Number '
Insured's Date of Birth
11a Situational — Complete if appropriate or leave blank.
Sex
Employer's Name or
11b School Name Leave Blank.
Insurance Plan Name or S . .
11c Program Name Situational — Complete if appropriate or leave blank.
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Locator # Description Instructions Alerts
Is There Another Health S . .
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
13 Person’s Signature Situational — Obtain signature if appropriate or leave
(Payment) blank.
Date of Current lliness / .
14 Injury / Pregnancy Optional.
If Patient Has Had Same
15 or Similar lllness, Give Leave Blank.
First Date
Dates Patient Unable to
16 Work in Current Optional.
Occupation
Name of Referring .
17 Provider or Other Source Optional,
17a Unlabeled Leave Blank.
17b NPI Leave Blank.
Hospitalization Dates
18 Related to Current Optional.
Services
19 Reserved for Local Use Leave Blank.
20 Outside Lab? Optional.
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Locator # Description Instructions Alerts
The most specific
diagnosis codes must
be used. General
codes are not
€D Ind Required -- Enter the applicable ICD indicator to acceptable.
na. identify which version of ICD coding is being reported . .
between the vertical, dotted lines in the upper right- ICD-QI;ilagn%ms codes
hand portion of the field. mu§t ¢ usecon
claims for dates of
9 ICD-9-CM service prior to 10/1/15.
0 ICD-10-CM ICD-10 diagnosis codes
21 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 10/1/15 forward.

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).

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

Effective with date of
processing 5/19/14
providers currently
using the proprietary

“Original Ref. No.” portion of this field. 213 Adjustment/Void
forms will be required
Appropriate reason codes follow: to use the CMS 1500
(02/12).
22 Resubmission Code Adiustments . .
01 = Third Party Liability Recovery To adjust or void more
02 = Provider Correction than one claim line on
03 = Fiscal Agent Error a claim, a separate
90 = State Office Use Only — Recovery form is required for
99 = Other each claim line since
each line has a
\Voids different internal
10 = Claim Paid for Wrong Beneficiary control number.
11 = Claim Paid for Wrong Provider
00 = Other
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Locator # Description Instructions Alerts
Situational — Complete if appropriate or leave blank.
23 Prior Authorization
Number If the services being billed must be Prior Authorized,
the PA number is required to be entered.
Supplemental
24 Information Leave Blank.
Required -- Enter the date of service for each
procedure.
24A Date(s) of Service
Either six-digit (MM DD YY) or eight-digit (MM DD
YYYY) format is acceptable.
. Required -- Enter the appropriate place of service
24B Place of Service code for the services rendered.
24C EMG Situational — Complete if appropriate or leave blank.
Procedures, Services, or . .
24D Supplies Required -- Enter the procedure code(s) for services
rendered in the un-shaded area(s).
Required - Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference
number (“1”, “2”, etc.) in this block.
24E Diagnosis Pointer
More than one diagnosis/reference number may be
related to a single procedure code.
Required -- Enter usual and customary charges for the
24F $Charges service rendered.
Required -- Enter the number of units billed for the
24G Days or Units procedure code entered on the same line in 24D
Situational — Leave blank or enter a “Y” if services
24H EPSDT Family Plan were performed as a result of an EPSDT referral.
Optional. If possible, leave blank for Louisiana
240 1 1D. Qual. Medicaid billing.
24) Rendering Provider I.D. # | Leave Blank
25 Federal Tax I.D. Number | Optional.
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Locator # Description Instructions Alerts
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.
. Optional. Claim filing acknowledges acceptance of
?
21 Accept Assignment’ Medicaid assignment.
Required — Enter the total of all charges listed on the
28 Total Charge claim.
Situational — If TPL applies and block 9A is
completed, enter the amount paid by the primary
payor. Enter ‘0’ if the third party did not pay.
29 Amount Paid
If TPL does not apply to the claim, leave blank.
Do not report Medicare payments in this field.
30 Rsvd for NUCC use Leave Blank.
Signature of Physician or Optional. - The practitioner or the practitioner’s
Supplier Including authorized representative’s original signature is no
31 Degrees or Credentials | longer required.
Date Enter the date of form completion.
Service Facility Location
32 Information Situational — Complete as appropriate or leave blank.
32a NPI Optional.
32b Unlabelled Situational — Complete if appropriate or leave blank.
33 Eirl]li;g Provider Info & Required -- Enter the provider name, address
including zip code and telephone number.
332 NP Required - Enter the billing provider’s 10 digit NPI
number.
Required — Enter the billing provider's 7-digit Medicaid
ID number. The 7-digit Medicaid
33b Unlabelled Provider Number must
ID Qualifier - Optional. If possible, leave blank for appear on paper claims.
Louisiana Medicaid billing.
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Example of Billing for Ambulatory Surgical Centers with ICD-9 Diagnosis
Code (Dates BEFORE 10/1/15)

orac)
Bl
HEALTH INSURANCE CLAIM FORM

ARPROVE D BY NATIONAL UNIFORM CLAM COMMITTEE (NUCC) 0212

T

CARRIER —=

1. MEDICARE

b. RESERWED FOR NUCCUSE

b. AUTO ACCIDENT?

& RESERVED FOR NUCC USE

MEHCAID TRICARE CHAMPYA GROUR FECA OTHER |1a WSUREDS 1D MUMBER FarPrgram in Bam 1]
HEALTH PLAN BLEKLUNG o
Medcarad) X (Mediaid & {IDi DD} (Member iG®|  08) e ] o8 11234567890123
2. PATIENT S NAME [Last Name, First Name. Middie Inisal) ST BT EATE == 4 INSURED'S NAME (Last Nama, FrsiName, Midda intial
, DD
LOU, JANNIE 06 |18 | 85 ™ =X
5 PATIENT'S ADDRESS (Mo Sweet) B FATIENT RELATIONSHIR TO MSURED 7. INSUREDT ADDRESS (No.. Simel)
Sal Spause  Child CAhar
Iy STATE ESE oy STATE
AR CODE TELERHOMNE (induda Araa Coda) IR CODE TELEFHONE (nduda Ama Cada)
( ) ( )
9 OTHER MG UREDS NANE (Last Nama, Fist Narna. Middia inisa) 10, 15 PATIENT S COMDITION RELATED O T1. NSUREDS POLICY GROLUP OR FECA NUMBER
a. OTHER NSURED'S POUCY OR GROUP NUMBER a. EMPLOYMENTT | Current or Pravious) a HBG.}:;‘B%T:U'-Y?’N— SEX
. . 1

TPL Code if applicable YES MO

| | ] F

PLACE (Stata)

b OTHER CLAIM 1D {Dasignatad by NUCC)

& INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

READ BACK OF FORM BEFS
12 PATIENTS OR AUTHORIZED PERSONS SIGNATURE

] ING IS F&

b oo

anharize e reease of any medical of oMer NiorMasan necassary
10 process TS claim. | als0 MOURR PaYMent f g0We MMent benefts ST 10 Myse orto T party who A0 Pt A5SIgIm e

PATIENT AND INSURED INFORMATION

HERE ANCTHER HEALTH BENEFIT PLAN?

Ifyas, compiata tams 9, 9a and &4

Wi ORZED PERSON'S SIGNATURE | autarize
payrnant of medical banafits 1o ha undersignad physician o supplier fo
sardcas dascibed baow

SIGNED CATE SIGNED
14 DA TE OF CURRENT LLFESS, MJURY, o PREGNANCY (LMF) |15 OTHER DATE - T8 CATES PATIENT UNABLE TO WORK IN CURRENT QLCUPATION
M o T | 1 | MM D LA MW Do T MM DO WY
i I (.'-...tl_l -:-_!\_= FROM I | T I
|
17. NAME OF REFERRING PROVIDER OR O THER SOURCE 17a 18. HOGP| T{Ik‘f_’\-[-_'::.l\?\ ZI.'\TE\:? RELATED TO 'Ztﬁ;”:I\T G;'-‘I\- j‘;;}
T | NP FROM I I TO | I
T8 ACTITICNAL CLAIM INFORMATION | Designated by HUGC) 20, OUTSIDE LAST § CHARGES
5 NO |
77, DAGNUGIS OR NATURE OF ILFESS ORMJURY  Maae AL 10 saviod 100 AW 48] (0o ind |9 | 2z e S0 ORIGINAL FEE. NO.
#|?3907 _-||73321 C|?B?29 _|53031
E | E | I} | 3. PRIOR AUTHORIZATION NUMBER
| 4|
24 DATE(S) OF SERVICE £ F. = n - =
From Ta DIAGNOSES Sl el RENDERING =]
M Ly W M POINTER § CHARGES URITE | Flen | SUH PROVICER ID ¥ '-E
12115 14 |12 115 | 14 | 24 45380 ! ! ! ABCD Q00! 00 1 NP
i i i i i i i Q
[
2 N S I I | I N &
a z
= I N S S I T N | N I B K s
4 . -3
I I S N A I N A | P | | wer] %
5 | 1 | | | 1 | c
| T T I I O I | N N B 3
&
>
8 | N S S | i i | L[ [wer] £
| | | i i |
25 FEDERAL TAX LD NUMBER 55M E 26 PATIENTS ACCOUNT NO Fod ASSIGNMENTT 28 TOTAL CHARGE 28, AMOUNT PAID 30 BALANCE DUE
[ ATs s ee back) |
1234 nO s 900[00 | s | |s  soojoo
T SERVICE FACILITY LOCATION INFORMATION 33 BLUNG PROVIDER INFO &PHE [ 226 ) 565-4057
SURGI CENTER
123 MAIN ST
ANY TOWMN, LA 70000
senen IMA BILLER pate 1TH5 |a b a 1234567891 |n 1234587 IR
NUCC Instruction Manual available at: www.nucc, ong PLEASE PRINT OR TYPE APPROVED OMB-D938-1187 FORM CMS-1500 (02-12)
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Example of Billing for Ambulatory Surgical Centers with ICD-10 Diagnosis
Code (Dates ON OR AFTER 10/1/15)

ElE i
[=4
[E]&5> y
g
HEALTH INSURANCE CLAIM FORM q:
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212 L
ganunl
1. MEDCARE MEDICAID TRICARE CHAMPYA GJ.(\)..IJ i :‘.-'ia\ - OTHER |1a WNSUREDS 1D NUMBER FarPmgram in Bam 1) i
Medcara#) % (Mediaid 9)  (IDRDGDN) (emweros)  goo) qom (0% 1234567890123
2 PATIENT'S NAME (Last Name, First Name. Middle inisal) iy 11 il SER 4 INSUREDS NAME (Lasi Nama, Frst Nama, Midda intial)
, 0o,
LOU, JANNIE 06 | 19| 85 ™ =X
5 PATIENTS ADDRESS (Mo Sred) 8. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Stmel)
S Spausa  Chid Crhar
[k} STATE |5 RESERVED FOR NUCC USE TITY STATE
BPCODE ‘ TELEPHOMNE (Induda Area Coda) 2P CODE TELEFHONE (nduda Ama Cada)
T OTHER FSUREDS MAME (Last Nama, First Nama, Mickia s 1015 PATIENT 5 CONDITION RELATED TG0 1. NSUREDS POLICY GROUP OR FECA NUMBER

a OTHER WSURED'S POUCY OR GROUP MUMBER

TPL Code if applicable

b. RESERVED FOR NUCCUSE

YES

b. AUTO ACCIDENT?

& RESERVED FOR NUCC USE

NO

SAMPLE

[*

a EMPLOYMENTT {Current or Previous)

PLACE (Stane)

a WNSUREDS DATE OF BIRTH SEX
MM D i
| ]
b OTHER CLAMID [Designated by NUCT)

& INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

READ BACK OF FORM
12 PATIEENTS OR AUTHORIZED PERSON'S SIG|

10d. RESERVED FOR LOCALUSE

% process s caim. | 250 MauasR paymant of gaWemment benelts s ria Myset orta 19 party who SCORERS Sssignment
below

¥

d IS THERE ANOTHER HEALTH BENEFIT PLAN?

Ifyes completa llams 9, 9a and &d

PERSON'S SIGNATURE
% %0 e undersigned physician or supplier fo

auhaize

o 1
sanicas descibed baow

PATIENT AND INSURED INFORMATION

E DATE SIGNED
14 S TE G CURFENT LLNESS, INJURY. or PREGHANCY (M) ] 15 OTHER DATE - T8 CATES PATIENT UNABLE 10 WORK I CURRENT GCCUPATION
MM Do TR | | | MM | DO T MM | DD o 1@ MM DD s
| | QUAL] QUAL.| | oM ! ! o | i
17 HAME OF REFERRING PROVIDER OR OTHER SOURCE = 8. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
17a ] [ 18, HOSPITRY Im.f:\ I“?r ATEDTO CYRT I\T.:.T I\‘ T
71k |ne FROM ! ! T | !
T8 ADDITIONAL CLAIM INFORMATION (Designaed by NUCC) 20 OUTSIDE LAST S CHARGES
NO | |
7T DIAGNGSTS OR NATURE OF ILLTESS OF MJURY  Raae A-L 1o sarvos 08 D90W 298] om0 | 72 FESTBMISSIon P ——
o |R1084 o RG34 ¢ |R1318 o K218
£ 7l | 23, PRIOR SUTHORIZATION NUMBER
L 2|
24 A DATE(S) OF SERVICE E F =
Eram DIAGNOSIS [=]}
MM Y MM POINTER § CHARGES =
<
1 i
10{08 15|10 {08{15|24| | 4580 | | | | | ABCD | 900100 | &
5 z
I N N S S [ N B | L] &
3 2
= I S N N [ i § | | L g
7]
4 . . 0 =3
! I S N S I O S | P %
5 1 1 1 1 1 1 1 o
| I A N I I | L 3
z
[+] | | | | | | | e ———————] T
| | 1 1 | I || [
5 FEDERAL TAX MEBER 55 2. PATIENTS ACCOUNT NO. 27 ACCEPT ASSIGNMENT? | 28 TOTAL CHARGE AMOUNT PA 30 BALANCE DUE
(Far govt. daime_se= back) |
1234 YES NO H Q00 |00 ] ! s 800100
31 T SERVICE FACILITY LOCATION INFORMATION

il centfy at ha stataments on orss
apply %0 His bil and are made apart thereol )

33 BLUNG PROVIDER INFO &PHH (225 ) 555-4957
SURGICENTER

123 MAIN ST

ANY TOWN, LA 70000

b

s IMA BILLER oATE 10715715 |

+ 1234567891 |o

1234567

NUCC Instruction Manual available at: www.nucc.omg

PLEASE PRINT OR TYPE

APPROVED OMB-0838-1187 FORM CMS-1500 (02-12)
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Example of Billing Adjustment for Ambulatory Surgical Centers with ICD-9
Diagnosis Code (Dates BEFORE 10/1/15)

B
5

HEALTH INSURANCE CLAIM FORM

= CARRIER —=

APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE NUCC) 0212
I
1. MEDICARE TRCARE CHAMPWA Fi OTHER [1a WSUREDS 1D NUMBER FarPrgram in Bam 1)
A B
Medcar8) % (Medkaid 8] (ID8/DoD) (Member I0#) f 2% 11234567890123
2 PATIENT S NAME (Last Name_ First hame. Middie inisa) 3 PN SRTH OATE SER 4 INSUREDT NAME (Last Nama, Frst Name. Midda intial)
| |
LOU, JANNIE 06 |19 | B5 ™ X
5 PATIENT S ADDRESS (Mo Srem) PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (Mo, Stmet)
5 Crhar
Y STATE JB.F oy STATE =
Q
=
AP CODE TELEPHONE (Indude Area Coda) 2\ CODE TELEPHONE (Indude Ama Cada) "E‘:
\ e
) { ) o]
w
T OTHER FEUREDS MANE [Last Narma, First Hama, Wiadia i) 10,15 PATIENT S CONDITION RELATED 10 T, WSUREDS POLICY GROUP OF FECA NUMBER =
=1
w
a. OTHER INS LREDYS POLICY OR GROUP MUMBER EMPLOYMENT? [Carrent o Pravious) a NSUREDS CATE OF BIRTH E=3 4
. . a EMPLOYMENT? (Current o Preiious) I | B E
TPL Code if applicable YES NO ! W [
b. RESERVED FOR NUCGUSE b. AUTO ACCIDENT? PLACE (Sate) |b OTHER CLAIMID (Desigrated by NUCC) E
; <
& RESERVED FOR NUCC USE o : & INSURANCE PLAN MAME OR PROGRAM NAME =
w
5 NO =
d_INSURANCE PLAN NAME OR PROGRAM NAME 104 RESE USE = HEALTH BENEFTT PLAN? g
Ifyes_ compiet items 9 9a and 8d
READ BACK BEF! N . il IS F ZED RSON'S SIGNATURE | authadze
12 PATIENTS OR AUTHORIZED PERS NATURE | atherize e rlaase of any medical o aer i frmasan nece sary e undersigned physician or supgier s

0 process T claim. | @50 mouast pay

MR bon s SATT0 MTySAt O 1o TR RArty who ACORD aRSIgman

e
SIC CATE
14 m E QF CURRENT _\E; NJURY  or PREGNANCY (LMP) | 15.0THER DATE -y 16 CATES ENT UNABILE TO WORK \CJ?:\'IL\.’CH“M ON
M W | | I MM, DO, Y MM DD VY oMM DD WY
QuAaL I QUAL I I : FROM I | TO !
17. HAME OF REFERRING PROVIDER OR OTHER SOURCE wa] | 18 A,D'rtt‘\c‘._:\'rj:\ _I.J\'rw1__.«1__14_1‘1">s|\1_\:,__,1|y &5
7o [P | FROM ! ! TO | !
18 ADDITIONAL CLAM INFORMATION (Designaad by NUCC)
NO | |
T DIAGHOGIS OF NATURE OF ILLFESS OF MUURT  Reae AL 10 5arvos I8 DOOw 48] 1o md [ | : [ —
. 178907 4 78321 . 78729 515308 1 A02 | a36113a567800
£ F | G| M| 23, PRIOR AUTHORIZATION NUMBER
‘ =
R 2
§ CHARGES A "E
1 1 1 1 1 ETH "“'““““““““““E
4530 | | | | [ABCD |  e00joo | 1 | [WR] &
21 I T I I T I | I I N B
3 7
: [ & [ [ | I I | S N B Y g
]
4 . . . '
! O T I I A T | P | [ne ] %
5 | | | | - | =
: I T O [ N | N I I g
z
8 | I T O I T T ' | [P &=
26 FEDERAL TAX LD NUMBER 55N BN 26 PATIENTS ACCOUNT NO. 7 ACCEFT ASSIGNMENTT? 28 TOTAL CHARGE 28 AMOUNT PAID 30 BALANCE DUE
(For govt. dams_see back) |
1234 ) s 90000 | s | |s  oo0loo
32 SERVICE FACILITY LOCATION INFORMATION 33 BLUNG PROVIDER INFO &PH# (225 ) 555-4957
SURGI CENTER
123 MAIN ST
ANY TOWN, LA 70000
senen IMA BILLER pare 1THS |a b s 1234567891 |n 1234567 1
MUCC Instruction Manual available at: www.nucc.ong PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM CMS-1500 (02-12)
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Example of Billing Adjustment for Ambulatory Surgical Centers with ICD-10
Diagnosis Code (Dates ON OR AFTER 10/1/15)

[=4

w

(Ol y
HEALTH INSURANCE CLAIM FORM E
APPROVED BY MATIOMAL UNIFORM CLAIM OOMMITTEE NUCC) 0212 e
e sannnl
1. MEDICARE MEICAID TRICARE CHAMPVA jS\'le i -| :\ . OTHER [1a MSUREDS 1D MUMBER Far Pmgram in Bam 1}

Medcans) X (Medkaid 9) (DWDa0) emverD®l  go® o o 4234867890123

2 PATIENT'S NAME {Last Name_ First Name. Middle Inisal) Ll ..*" L] SER 4 INSURED'S NAME (Last Nama, Frst Nama. Midda intial)
LOU, JANNIE 08 | 19 | 85 M =X
5 PATIENT'S ADDRESS (Mo, Stest) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (Mo, Stmat)
Saf  Spwsa  ChHId crhar
CITY STATE P RESERVED FOR NUCC USE Y STATE %
=]
APCODE I.—..—J-'O‘-.-:'m.ldﬂ;\.'tlncodﬂ: 29 CODE TELEPHOMNE :‘w‘.idﬂa'\ﬂncadﬂ: E
3 i
[ L) e
T OTHER FEUREDS MANE (Las Nama, £t Nama, Miadia i) 10 15 PATIENTS CONDITION RELATED 1O 77 WSUREDS POLICT GROLP OF FECA NUWEER =
o
w
a. OTHER INSURED'S POLCY OR GROUP HUMBER 8. EMPLOYMENT? {Currentor Praviaus) a NEUREDS DATE OF, BRTH SEX %
) ) |
TPL Cods if applicable Yes o Pl M 2
b. RESERVED FOR NUCC USE b, AUTO ACCIDENT? PLACE (Stas) | b OTHER CLAIM D ([Dasignated by NUCS) E
=
=4
& RESERWED FOR NUCC USE & INSURANCE PLAN NAME OR PROGRAM NAME E
o]
=
4 NSURANCE PLAN HAME OR PROGRAM HAME d 15 THERE ANOTHER HEALTH BENEFIT PLAN? =

4 \nlryas compiate itams 9 %8 and 9d

E | authadze

READ JR
physician or supgiier Ko
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, | | | , Do XY MM DD T _ MM DD
| ! QuaLl QUAL | ! FROM i ! To | |
17. HAME OF REFERRING PROMIDER OR O THER SOURCE 17a 18.F 491%,_'\1 JON D '\T;"’ '\T__'l_a_.t""“\‘l '-‘\._AT‘:T';
i | FROM I | o | I
15 ADDITICHAL CLAIM HFORMATION |Design atad by NUCC) 20 OUTSIDE LAST § CHARGES
NO | |
27 DIAGNOGTS OR NATURE OF ILLFESS OF INJURT _ Faias A-L 10 sarvioe 108 080w 248] oD imd [0 | 22 RS ORIGINAL REE. NO.
. [R1084 o |R634 - R1319 . K219 A0z | 5303134567800
3 F o H 23, PRIOR AUTHORZATION NUMBER
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Example of Blank Form

Bl
5
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0242

[
]
T
8
(LI Poa [T Ty
1. MEDICARE  MEDIGAID TRICARE CHAMPVA GROUP o\ EEDA CTHERA | 1a. INSURED'S |.D. NUMBER {For Fragram in lsm 1)
[ owwon [y [ comnon [ warmaron i " i Jow
2 PATIENT'S NAME (Laat Namg, First Name, Micka Inttif) 3 PGHENTSBEIW WE 8EX 4. INGURED'S NAME (Lmst Namg, Frst Name, Middio Inttinl)
| |
| W ] r[]
5. PATIENT'S ADDRESS [No., Strset) & PATIENT RELATIONSHIP TQ INSURED 7. INBURED'S ADDREES (No., Birast)
set| | spouse| |Gnia[ | Oter| |
Gy STATE | #. RESERVED FOR NUCC USE CITY ‘ STATE ]
-
2IP CODE TELEPHONE (Include Area Code) ZIP CODE TELEFHDNE (inciuds Area Code) E
& OTHER INSUREDS NAME (Lagt Nama, Firt Name, Middie Inftial) 10, 1S PATIENT'S CONDITION RELATED TO: 11, INBURED'S POLIGY GROUP OR FECA NUNMBER E
g
& DTHER INSURED'S POLIGY OR GROUP NUMBER . EMPLOYMENT? (Gurrant ar Previous) _ . INSURED'S DATE OF BITH =4 g
I
-]
[ Jres [ ]ne 1 Ml ] L] 2
b». RESERVED FOR NUGC USE b. AUTO AGGIDENTY PLAE (stae) |- OTHER CLAA 1D (Designased by NUCE) g
[ves SN0y, \ <
. RESERVED FOR NUGC USE & OTHER ACGIDENT? 2 INSURANCE PLAN NAME OR PROGRAM NAME E
(= [ g
ol INSURANCE PLAN NAME OR PROGRAM NAME 10d. GLAIM CODES {Desknated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLANT =
DYES Dm  pos, completa hems B, Ba, and 9d.
READ BACK DF FORM BEFORE COMPLETING & SKINING THIS FORM. 13. INEURELYS OR ALTHORIZED PERSON'S BIGNATURE | autharizs
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE I BUorize the relaape of any medicsl af othier Iformation neceseery’ payment of madical banefita 1o o undersignad phyaiclan or supplier for
o procass this duim. | siso requeat peyment of govemment benaits siifsr i mysslf or i the party who sccapts sssignment sarices describad bolow.
[
SIGNED DATE SIGNED kd
14. BATE OF CURRENT ILLNEBS, INIIRY, or PREGNANGY (LWaF) [1S.OTHERDATE 0 07 oy 16. DATES PATIENT UNABLE O WORK IN CURRENT DECUPATION A
fe QuAL iy 1 P L s | ! AL SO |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE m.‘ [ 18 HOBPTALIZATION DATER FFLATED TO CURRENT SERVICES,
I
| 75 Rl | oM || © ||
19. ADDITIONAL CLAIM INFORMATION (Dasignated by NUCE) 20, OUTBIDE LAB? § CHARGES
- [lves [ e | |
21. DIAGNOSIS OF NATURE OF ILLNESS O INJURY Fiaiate A-L to sarvica e balow )
P8 iepind . 22 PefpEson ORIGINAL REF. NO.
Al Bl e D. |
= . =i i 23, PRIOR AUTHORIZATION NUMBER
L | ] K | o
24, A. _ DATE(S) OF SERVICE B. | G. | D. PROCEDURES, BERVICES, OR BUPFLIES E. F. BT I J z
From To PLACEOF] [Expian Unusual Clrcumstances) DIAGNOSIS b s Y RENDERING o
MM (DD ¥¥ MM DD Yy |SERWE| EMG | CPTHCFCS | MCDIFIER POINTER $ CHARGES UNTS | P | QUAL PRCVIDER ID. # b
=
1 i ‘ ‘ ‘ | [ | | T — =
| | I ! NPI (o4
=
- O I T T T — E
1 I 1 1 | 1 | | H
3 | I | | | | | | T =
N N I S O A | | | | [we H
4 — | | | e T
N I I i | T 1 T g
S L Lt T | 7 | | ) 3
NPI o
1 1 1 1 I 1 1 1 ?
6 | | | 1 | | | | e T E
- (- | i [l 1 ] L [
25 FEDERAL TAX LD. NUMBER 88N EIN | 28. PATIENT'S ACCOUNT NO. 7. ACCEFT ASSIGNMENT? |28, TOTAL CHARGE 26, AMOUNT PAID | 30. Rarvd for NUCG Usa
L] YES NG s | $ | |
1. SIGNATURE OF PHYSICIAN OR SUPPLIER 22, SERVICE FAGILITY LOGATION INFORMATION 33, BILLING PROVIDER INFO& PHY [ )
INCLUDING DEGREES OR CREDENTIALS
(| carify thet the statements on the reverse
apply o this bill and are mads a part tharsol )
SIGNED DATE ® o _ = "‘
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