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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:

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

o 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|D. Number | noyrp. The heneficiaries’ 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.
9 Patient's Name Requweq - Ent(.a.r the beneficiary’s last name, first
name, middle initial.
Situational — Enter the beneficiary’s date of birth using
o six digits (MM DD YY). If there is only one digit in this
Patient's 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 I . .
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 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)
Patient’s or Authorized
13 Person’s Signature Situational — Obtain signature if appropriate or leave
(Payment) blank.
14 D_ate of Current lliness / Optional.
Injury / Pregnancy
If Patient Has Had Same
15 or Similar lliness, 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
Required -- Enter the applicable ICD indicator to acceptable.

ICD Ind. identify which version of ICD coding is being reported ICD-9 di is cod
between the vertical, dotted lines in the upper right- -t b |agn¢LS|s codes
hand portion of the field. must be used on

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
Required -- Enter the most current ICD diagnosis | claims for dates of
Diagnosis or Nature of code. service 10/1/15 forward.
lliness or Injury .
NOTE: The ICD-9-CM "E" and "M" series Refer to the provider
diagnosis codes are not part of the current notice concerning the
diagnosis file and should not be used when :r?\dpiﬂgr:;?iuc;;egf cD.
completing claims to be submitted to Medicaid. 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. Effective with date of
processing 5/19/14

Enter the internal control number from the paid claim | Providers currently

line as it appears on the remittance advice in the 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.
24 Supplemental Leave Blank.
Information
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.
24B Place of Service Required -- Entqr the appropriate 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
24| 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.
27 Accept Assignment? Optlpngl. Clglm filing acknowledges acceptance of
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.
3 Ewigg Provider Info & Required - Enter the provider name, address
including zip code and telephone number.
333 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)

ElFE
5ol
HEALTH INSURANCE CLAIM FORM
NUCC) 0212

ARPROVE D BY NATIONAL UNIFCORM CLAIM COMMITTEE

T

CARRIER —=

—
1. MEDCARE MEDCAID TRCARE CHAMPVA GROUP ECA OTHER [1a MSUREDS 1D MUMBER Far Pragram in Bam 1]
HEALTH PLAN BLEKLUNG
Medearad) % (Mediald 8| ([DMDaDe} (Member D] (D8] ] 1001 1234567800123
2 PATIENT S NAME (Last Narne, First Mame. Middie inisal) e i o il =R a4 NSUREDS NAME (Last Nama. Frst Name, Miode intal)
, DD,
LOU, JANNIE 06 |19 | B5S ™ X

5. PATIENT'S ADDRESS (MNo.. Sreat)

6. PATIENT RELATIONSHIF TO INSURED

7. INSURED'S ADORESS (Na.. Street)

b. RESERVED FOR NUCCUSE

b. AUTD ACCIDENT?

& RESERVED FOR NUCC USE

Crhar
CITyY STATE CITY STATE
2P CODE TELEPHONE (induda Arna Coda) ZF CODE TELEFHONE (ndude Ama Coda)
8 OTHER MSURED'S NAME (Last Nama, Fist Hama. Middie inigal) 10 5 PATEENT'S CONDATION RELATED TOr 11. NSUREDS POLICY GROUP OR FECA NUMBER
a. OTHER INSURED'S POUCY OR GROUP NUMBER a. EMPLOYMENTT{ Current of Prvious) a Hiﬁ's‘:ﬂ‘sj_:f\'l i(_"—\r\SrTIJ. 5Ex
. 1 |
TPL Code if applicable YES MO F

= st

j [B OTHER CLAIM D

asignatad by NUCC)

& INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

READ BACK OF FORM BEF E
12 PATEENTS OR AUTHORIZED PERSONS SIGNATURE

| or ofer nformatian necassary

PATIENT AND INSURED INFORMATION

HEAL TH BENEFIT PLANT
Ifyas, complsta items 9. 9a and 5

3 S OR MEORZED PERSON'S SIGNATURE | autharza
payment of medical banafis 1o ha undersignad physicien o supglier far

0 process Tis clalm. | also moua s paymant of gose Mmant beneAts emar 1o mysell orto ha paryy who 2o pis assignmen sardoa s desctbed Daiow
D
SIGNED CATE
14 URFENT LLMESS, INJUTY, or PREGMANCY (LMP) | 16 CTHER DATE — T8 CATES PATIENT UNABLE TO WORK IN CURRENT DLCUPATION
g | 1 | MM DR Y 4 MM Do T . MM | DD | ¥YY
! QuaLl auaL i ! FROM ! ! To | |
17. WA ME OF REFERRING PROVIDER OR OTHER SOURGE 172 18 HOSPTALZATION ZI.'\TE\:} RELATED TO CYERE \-r:?-_;-'al'\.f B
1o e FROM ! ! T | |
T8 ADTITICHAL CLAM INFORMATION |Cesgnased by HUGC) 20, OUTSIOE 5 CHARGES
21T DAGNOSSOR NATURE OF WLMESS OF MJORY  Raaie A-L 10 senica Ine Delow 24E] oD ind [ | %2\_5.-1\. SR CRIGNAL REE. NO.
AI?EQDT :-||73321 C|?B?29 ;|53031
E. | H | 2 PRIOR AUTHORIZATION NUMBER
| ]
24 A B [= LES E F G H =
’w.-;—:-: DIAGNOSES ol =]
MM serace| EMG POINTER § CHARGES uiTs [ Pan | SUA =
2
12 {15 14 12115114 | 24| | 45380 | | | | ABCD | gooioo | 1 | [we TR
[
2 ; j— : ; 7 £
I L} & J | | L& | | | | | [ [we] &
=
| T ¥ 1 1 T 15
= | & & 1 [ | |- | | L | | [we] -
&
4 -3
I I S Y O [ | | P | | we ] o
|2
5| I - L L L | W] g
i i i i z
(] | 1 | | | | E
| 1 I O L .4 | | [ e |
FEDERAL TAX LD NUMBER 55N B 2. PATIENTS ACCOUNT MO Fif PT ASSIGHMENT? 28 TOTAL CHARGE 28, AMOUNT PAID 30 BALANCE DUE
[ dams ses back) |
1234 ) s 90000 | s | |s o000
T SERVICE FACILITY LOCATION INFORMATION 33 BLUNG PROVIDER INFO &PH# (225 ) 555-4G57
SURGI CENTER
123 MAIN ST
ANY TOWMN, LA 70000
sienen IMA BILLER pate 1715 |a b a 1234567891 |h 1234567 |
NUCC Instruction Manual available at: www.nucc.ong PLEASE PRINT OR TYPE APPROVED OMB-0938-1187 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)

HEALTH INSURANCE CLAIM FORM

== CARRIER —

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE MNUCC) 0212
R s AN
1. MEQCARE MEDSCAD TRCARE CHAMPYS, OTHER [1a WNSUREDS 1D NUMBER FarPrgram in Bamn 1}
Medcxe®) X (Mediaid 9)  (IDMDoDe) (Member 1%} o8 |1234567890123

P

1;._41—-»11-

2. PATIENT'S NAME (Last Name, First Name Middie inisdl) 3 FEC 4 INSURED'S NAME (LastNama, Frst Name. Midda intial
LOU, JANNIE 06 | 19 | 85 M =X
5 PATIENTS ADDRESS (No_ Srest) PATIENT RELATIONSHIP TO INSURED 7. NSURED'S ADDRESS (No.. Stmel)

Spausn  Child Crhar

& RESERVED FOR NUCC USE

SAM PHE

TITY STATE D FOR NUCC USE TITY TTATE
PCODE TELEPHONE (induda Area Coda) 2 CODE TELEPHONE dnduda Ama Cada)

3 OTHER MSURED'S NAME (Last Nama. First Nama, Mickie iniaa) 10 15 PATIENTS CONDATION RELATED 101 1. INSURED'S POLICY GROUP OR FECA NUMBER

a OTHER NSURED'S POLCY OR GROUP NUMBER A EMPLOYMENT? {Current or Pravious) a \sq-:“_:la:"::en':-'_\?rﬂ-i 55X

TPL Cade |fapphcable YES ] "

b RESERVED FOR NUCCUSE b, AUTO ACCIDENT? PLACE {Stase] | B OTHER CLAIMID Designaed by NUGC)

¢ INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

READ BACK OF FORM
123‘\T_T J"‘\T IORIZ _“37%4\‘:""

d S THERE ANOTHER HEAL TH BENEFIT PLAN?

sardoas desoibed balow

PATIENT AND INSURED INFORMATION

CATE SGNED
14 q,J\'[ [+ 2 :."-"".E T L) E S5, INJURY , or PREGNANCY (LMP) | 15.0THER DATE MM Yy 16 _A‘;J‘r:“ ENT UINABLE TO WORK WC.}:‘—:":\|
| , QUAL ! .;._A_! i I E FROM ! TO i
T7. FANIE OF REFERAING PROVIDER OF OTVER SOURCE ‘;a| | 18, HOSPITALZATION 2.“.15\??[_.«1[21-3_.“1??4 RVICES
Tib | NP FROM i i TO | i
19 ADOTIONAL CLAM IMNFORMATION (Designasad by NUCC) 20 OUTSIDE LAB? § CHARGES |
71 DAGNOSIS OR NATURE O ILNESS OR WJURYT  aae A-L 10 servioa 08 balow 2421 1Comd [0 | CRIGRAL REF. NOY
o |R1084 ﬂ|R634 c |R1318 o K218
E.| F. | G.| H | 23, PRIOR AUTHORIZA TION NUMBER
L 4 KL Ll
24 A, DATE(S) OF S ] [ LE G =
ram LACED o Pl R _;_[.\: 9
MM Y MM YY |semace| EMG § CHARGES UNF ':I:
1 12
10{08 15|10 {08 {15|24| | 45380 | | | | | ABCD | 900{00 | 1 | &
'S
&
] f f f f f f i =
I N I I I T N | T B
3 g
i R ) O | I N | R | s
4 3 [+
g G O | S O | | e | %
S Eoo b | N[ o et el 3
. [ & a4 1 [ 1 [ 1T 1 [ ] | R G G L z
&
1 F 3 L el ey £
| : N G =
(=4 26 PATIENTS ACCOUNT NO. 28 TOTAL CHARGE 20 AMOUNT PAID 30 BALANCE DUE
]
1234 s 900[00 | s | |s  oooloo
A2 SERVICE FACILITY LOCATION INFORMATION 33 BLLUNG PROVIDER INFO & PHA

a0y to #is bil and are made a pant th

SURGI CENTER

(225 ) 555-4957

senes IMA BILLER oATE 1018715 |

123 MAIN ST
ANY TOWM, LA 70000
. b 1 1234567891 |- 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)
EhHE
S
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATICNAL UNIFORM CLAIM COMMITTEE (NUCC) 0212

I

== CARRIER —=

1. MEDCARE MEDICAID TRICARE CHAMPWE G OTHER [1a INSUREDS 1D, MUMBER FarPmgram in Bom 1)
Medcaran) % (Medicaid 8)  (IDWDaDo) (MemberioE) (o8 20 11234567690123
2 PATIENT S NAME (La st Name, First bame. Middie inisa] L T SEL 4 INSUREDT NAME (Last Nama. Frst Nama, Midda intial)
1 o |
LOU, JANNIE 06 |19 | B5 ™ X
5 PATIENT & ADDAESS (Mo Srem) PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (Mo, Stef)
O
CITY ETATE [.F CITY STATE -4
Q
B
2P CODE TELEPHONE (Indude Araa Coda) 2P CODE TELEPHONE (Indude Ama Coda) %
o
{ 3 S o]
T OTHER FEUREDS MANE [Las Harma, First Hama, Wiadia i) 1015 PATIENT S CONDITION RELATED 10 71 NSURED'S POLICT GROLP OR <
o
a. OTHER INSURED'S POUCY OR GROUP NUMBER 4. EMPLOYMENT? {Current o Prenious) a NSUREDS DATE OF BIRTH SEX &
; - MM | OO | wr =
TPL Code if applicable ! M g
b. RESERVED FOR NUCCUSE b AUTO ACCIDENT? ) [B OTFER CLAM 1D [Desigrated by NUGC) a
=
& RESERVED FOR NUCC USE = = & INSURANCE PLAN MAME OR PROGRAM NAME =
i
1
d INSURANCE PLAN NAME OR PROGRAM NAME 10d RESE USE 2 HEALTH BENEFIT PLAN? =
Ifyes. completa items 9. 8 and 54

READ BACK OF
7 AUTHORIZED PERSON
claim | 3l mauaR pay

HEF I5 F
NATURE | authorize e reisasa of any medical o aer informaion nece ssary
8 MMANT Dan g% @A ta ATysel Ot S pary wha acompes assligmant

RS0N'S SIGNATURE | authodze
e undersigned physician o supgier far

oATE
= —
RRENT LLNESS. INJURY, or PREGMANCY (LMP) |15 OTHER DATE 18 CATES PATIENT UNABLE TO WORK BN CURRENT OCCUPATION
2 5 5 ’ MM DD | YY WM | DD Y MM | DD YY
auaL! cuALl | 1 FROM ! ! TO
17. HAME OF REFERRING PROVIDER OR OTHER SOURCE 18, HOEP| TG\GLJ\T_-;:_\ O
| DO
FROM I
18 ADDITIONAL CLAM IWFORMATION (Designaad by NUCC) 2. QUTSIDE LaB? CHARGES
o | |
2T DAGHUSIS OF NATURE OF WLNESS OR INJURY  aae A-L 10 sarvios ne Doow 24E) 10O md |9 | 7T rerE———
478907 s 78321 c | 78729 5153081 A02 | 4361134567800
a.l H| 23 PRIOR AUTHORIZATION NUMBER

E 4
DHAGNOS [=]
POINTER =
a0 | | § | [ABco| sojoo | 1 | [WA] 2
[
¢ I I O I L 4 & & | | [ || [we] &
3 3
: I . L | L L e 2
- T T Y Y P Y L [ | [wA] 8
5 S
i [ ][] O O | El | [we] Y
i =
i | T Y R | A TR b
25 FEDERAL TAX LD NUMBER SS5N BN 265 PATIENTS ACCOUNT NO @ g 28 TOTAL CHARGE 28 AMOUNT PAID 30 BALANCE DUE
1234 : s 900]00 | s | |s o000
0 SERVICE FACILITY LOCATION |NFORMATION 33 BLLNG PROVIDER IO 87H# | 225 ) 555-4957
SURGI CENTER
123 MAIN ST
ANY TOWN, LA 70000
sieven IMA BILLER pate 1715 |a b a 1234567881 |n 1234567 s
NUGC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1187 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)

Of=0] [
=4
E g
= <
4
HEALTH INSURANCE CLAIM FORM <
APPROVED BY NATIONAL UNEFCARM CLAIM COMMITTEE NUCC) 0212 w
PICA A
(TTF< 1] J
1. MEDICARE MEDICAID TREARE CHAMPYA ks la BSUREDS 1D MUMBER {Far Program in Bam 1} 1
Medcar 8] % (Madbaid 8] (IDNDaDI) (Msmber 108 ; 1234567890123
2 PATIENT'S NAME (Last Nama, Firet Mame. Middis inisal) Ll tinuitd ¥ *"“_;f‘T— 4 WEUREDS NAME (Last Nama. Frst Name. Mioda nial)
LOU, JANNIE 06 | 19 | 85 M =X
5 PATIENT'S ADDRESS (Mo_ Streat) & PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Steal)
Saf Spousa Child Crhar
TITY STATE TITT STATE =
(=]
=
APCODE TELEPHENE (induda fraa Coda| 29 CODE TELEFHDNE fncluda Ama Cadal g
A [+
( ) ( ) o
TOTHER S UREDS MAME [Last Nama, Fist Nama, Migdia inial) 10, 15 PATIENT'S CONDITION RELATED 0 T1. NSURED'S POLICY GROUP O FECA NUMBER =
o
- w
a OTHER MSURED'S POLCY OR SROUP HUMBER a. EMPLOYMENT? {Current ar Pravious) a H:»G.\Q“;_..._M ‘Y?’ﬂ_‘ == %
1
TPL Code Ifappllcahle Yes o B M 2
RESERVED FOR NUCCUSE B AUTO ACCIDENT? PLACE (Stas) | B OTHER CLAIMID Designated by NUCC) E
-
T
& RESERWED FOR NUCC USE o NSURANCE PLAN NAME OR PROGRAM NAME E
o]
YES =
d_NSURANCE PLAN HAME DR PROGRAM NAME 4 15 THERE ANCTHER HEALTH BENEFIT PLANT E

4 ‘n Ifyes, complata
15 S

paymani of gawemmant banefis sifiaria myself orio fa pary who aco pis assignmant serdcas *h_e] el

12 PATIENTS OR AUTH!
0 procass is clam :mnq

LR
A CATE SENED
| [15.0THER DATE .-11 ENT U \as Tu WORK I CURFENT CCCUPATION
MM | 0D ¥y 3 Y
| 1 1 1 e
oun | : | o
7 8. HOSP| ZATION DATES RELS !
17a 8. HOS! TGG_;\T::__.\__. Ifﬂ'} ATED TO GyRrE
71D NP FROM I I TO | I
18 ADOTIONAL CLAM INFORMATION {Datign sad by NUCC) 20 OUTSIDE LARY § CHARGES
NO |
21 IAGNOSIS OR NATUREOF ILMNESS OR INJURY  Raise A-L 10 sanvca lind Daiow 24E)  \ohing |ﬂ | 20 SR MAL REE. NO.
A |R1ﬂ34 __||R534 G |R1319 :|K219 AD2 | 530313455?800
£ £l H| 2. PRIOR AUTHORIZATION NUMBER
| 4|

24 A DATE(S) OF SERVICE =
Fram Ta =]
MA DD Y MM C 5 CHARGES =
=
Yjos 15|10 josls|2e| | ame | | | | [ABcD| soojoo | 1 | [W] g
= N - [ T O | | [ | [we] B
3 z
: T S T S | L || [ww] 3
4 e
I ) T [ ] | L1 | | e o
: | F 1 | I | T — = = | L | | [we] 5
=
6
i - i | || | [we] =
25 FEDERAL TAX LD NUMBER SEN BN 265 PATIENTS ACCOUNT MO -i"‘lj;lisc(e_'.e\xc':q\‘l T 28 TOTAL CHARGE 20, AMOUNT PAID 30 BALANCE
1234 N s so0joo | s | |s euunoo
I T SERVICE FACILITY LOCATION INFORMATION 33 BALLING PROVIDER INFO & PH A (225 ) 555-4957
ran SURGI CENTER
apply 0 His bil and are made apan theraol | 123 MA'N ST
ANY TOWN, LA 70000
oeo IMABILLER  pure 1011815 | 5 + 1234567891 |o 1234567
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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 PaﬂENT%ElFm'I 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 ]
-
2ZIP CODE TELEPHONE (include Area Code) ZIP CODE TELERHONE {Include Area Coda) 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 &
I
-]
[ Jres [ ]ne ; Ml ] L] 8
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 . | Ruthorize the mlease of sy medieal ar giher iformation nacsssary 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 17..‘ [ 18. HOBPITALIZATION DATER BEL ATED TO CURRENT SERVIGEE,
I
| 178, WP | oM || o |
19. ADDITIONAL CLAIM INFORMATION (Dissignatad by NLICE) 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. |
23, PRIOR AUTHORIZATION NUMBER
Es F. a.l H. |
L | ] K | o
201 A. _ DATE(S) OF SERVICE B. | G. | D. PROCEDURES, BERVICES, OR BUPFLIES E. F. BT I J z
From To PLACEOF| (Explain 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 I I 1 | | H
3 | I | | | | | | T =
N N I S O A | | | | [we H
I I | | Y e e oD e o
g I N O | Ll | [ 8
5 | | | | | | e S i a
I O O | [ | [ | | | | | [w 2
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 _ = b
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