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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:

Gainwell Technologies
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 web site at www.lamedicaid.com, directory link
“HIPAA Information Center, sub-link “5010v of the Electronic Transactions” — 837P Professional
Guide.)

This appendix includes the following:

J 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
HOME AND COMMUNITY — BASED WAIVER SERVICES
Locator # Description Instructions Alerts
Medicare / Medicaid / You must write
1 'érr:care Ch/anmpus/ Required -- Enter an “X” in the box marked Medicaid “WAIVER” at the top
ampre (Medicaid #). center of the Louisiana
Group Health Plan / Medicaid claim form.
Feca Blk Lung
Required — Enter the beneficiary’s 13-digit Medicaid 1.D.
number exactly as it appears when checking beneficiary
eligibility through MEVS, eMEVS, or REVS.
fa | Insured's LD.Number | \oyre. The beneficiary's 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 quuir_eq - Enter 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 (for example, 01 02
3 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 RESERVED FOR NUCC
USE
9 Other Insured’s Name Situational — Complete if appropriate or leave blank.
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Locator # Description Instructions Alerts
Situational - If beneficiary has no other coverage, leave
blank.
If there is other commercial insurance coverage, the state O#L‘I(d“;e G'dtig"g‘_’de
H i ; H H ; H shou e entered In
Other Insured's Policy or assigned 6-d|g|t.TPL carrer cgde s required |n.th|.s this field. DO NOT
9a G block. The carrier code is indicated on the Medicaid
roup Number o L enter dashes, hyphens,
Eligibility verification (MEVS) response as the Network or the word TPL in the
Provider Identification Number. 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 o . .
9d Program Name Situational — Complete if appropriate or leave blank.
Is Patient’s Condition L . .
10 Related To: Situational — Complete if appropriate or leave blank.
Insured’s Policy Group or | ey 4: . .
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.
11¢ :Dnsurance 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)
Insureds or Authorized Situational — Obtain signature if appropriate or leave
13 Person’s Signature g pprop
blank.
(Payment)
14 Dgte of Current lliness / Optional,
Injury / Pregnancy
15 OTHER DATE Leave Blank.
Claims Filing Page 3 of 12 Appendix F




LOUISIANA MEDICAID PROGRAM ISSUED: 07/28/21
REPLACED: 09/28/15
CHAPTER 14: CHILDREN’S CHOICE
APPENDIX F — CLAIMS FILING PAGE(S) 12
Locator # Description Instructions Alerts
Dates Patient Unable to
16 Work in Current Optional.
Occupation
Name of Referring T . .
17 Provider or Other Source Situational — Complete if applicable.
17a Unlabeled Situational — Complete if applicable.
17b NPI Situational — Complete if applicable.
Hospitalization Dates
18 Related to Current Optional.
Services
ADDITIONAL CLAIM
19 INFORMATION Leave Blank.
(Designated by NUCC)
20 Outside Lab? Optional.
The most specific
diagnosis codes must be
used. General codes are
not acceptable.
Required - Enter the applicable ICD indicator to identify | ICD9 diagnosis codes
which version of ICD coding is being reported between must be used on claims
ICD Indicator the vertical, dotted lines in the upper right-hand portion of | for dates of service
the field. prior to 10/1/15.
9 ICD-9-CM
0 ICD_10_CM ICD codes must be
27 gs:ad or; clalms for
Required — Enter the most current ICD diagnosis code. a?t;s13,1sﬁglce onor
Diagnosis or Nature of NOTE: The ICD-9-CM "E" and "M" series diagnosis Refer to the provider
lliness or Injury codes are not part of the current diagnosis file and should | notice concerning the
not be used when completing claims to be submitted to federally required
Medicaid. implementation of ICD-
10 coding which is
posted on the ICD-10
Tab at the top of the
Home page at
(www.lamedicaid.com)
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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. Effective with date of
processing 5/19/14,
Enter the internal control number from the paid claim line | providers currently
as it appears on the remittance advice in the “Original using the proprietary
Ref. No.” portion of this field. 213 Adjustment/Void
forms will be required
Appropriate reason codes follow: fgzﬁ)the CMS 1500
22 Resubmission Code Adiustment
M N To adjust or void more
01 = Third Party Liability Recovery than one ¢laim line on a
02 = Provider Correction claim, a separate form
03 = Fiscal Agent Error is required for each
90 = State Office Use Only — Recovery claim line since each
99 = Other line has a different
internal control
Voids number.
10 = Claim Paid for Wrong Beneficiary
11 = Claim Paid for Wrong Provider
00 = Other
g3 | Prior Authorization (PA) | poqyiired — Enter the 9-Digit PA number in this field.
Number
24 Supplemental Situational
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.
248 Place of Service Required - Enter the appropriate place of service code
for the services rendered.
24C EMG Leave Blank.
Required -- Enter the procedure code(s) for services
P Seni rendered in the un-shaded area(s).
24D Sroceﬁures, ervices, or
uppiies If a modifier(s) is required, enter the appropriate modifier
in the correct field.
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Locator #

Description

Instructions

Alerts

24E

Diagnosis Pointer

Required — Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference
letter (“A”, “B”, etc.) in this block.

More than one diagnosis/reference number may be
related to a single procedure code.

24F

Amount Charged

Required -- Enter usual and customary charges for the
service rendered.

24G

Days or Units

Required -- Enter the number of units billed for the
procedure code entered on the same line in 24D

24H

EPSDT Family Plan

Situational — Leave blank or enter a “Y” if services were
performed as a result of an EPSDT referral.

24

[.D. Qual.

Optional. If possible, leave blank for Louisiana Medicaid
billing.

24)

Rendering Provider |.D. #

Situational - If appropriate, entering the Rendering
Provider's 7-digit Medicaid Provider Number in the
shaded portion of the block is required.

Entering the Rendering Provider’'s NP in the non-shaded
portion of the block is optional.

In instances where the
billing provider is
required to link
attending providers of
services, entering the
attending provider
Medicaid ID number is
required.

25

Federal Tax I.D. Number

Optional.

26

Patient’s Account No.

Situational — Enter the provider specific identifier
assigned to the beneficiary. This number will appear on
the Remittance Advice (RA). It may consist of letters
and/or numbers and may be a maximum of 20
characters.

27

Accept Assignment?

Optional. Claim filing acknowledges acceptance of
Medicaid assignment.

28

Total Charge

Required — Enter the total of all charges listed on the
claim.

29

Amount Paid

Situational — If TPL applies and block 9A is completed,
enter the amount paid by the primary payor (including
any contracted adjustments). Enter ‘0" if the third party
did not pay.

If TPL does not apply to the claim, leave blank.

Claims Filing

Page 6 of 12

Appendix F




LOUISIANA MEDICAID PROGRAM ISSUED: 07/28/21
REPLACED: 09/28/15
CHAPTER 14: CHILDREN’S CHOICE
APPENDIX F — CLAIMS FILING PAGE(S) 12
Locator # Description Instructions Alerts
30 Reserved for NUCC use | Leave Blank.
. . Optional -- The practitioner or the practitioner’s
Signature of Physician or . AR .
. . authorized representative’s original signature is no longer
Supplier Including required
31 Degrees or Credentials g '
Date Required -- Enter the date of the signature.
32 Service Facmty Location Situational — Complete as appropriate or leave blank.
Information
32a NPI Optional.
32b Unlabeled Situational - Complete if appropriate or leave blank.
Billing Provider Info & Required -- Enter the provider name, address including
33 )
Phone # zip code and telephone number.
33a NPI Optional.
Required — Enter the billing provider's 7-digit Medicaid 1D . .
number. The 7-digit Medicaid
Provider Number must
33b Unlabeled appear on paper
ID Qualifier - Optional. If possible, leave blank for claims.
Louisiana Medicaid billing.

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

CARRIER —

Elyrll
S
HEALTH INSURANCE CLAIM FORM WAIVE R

APPROVED BY NATIONAL UNFORM CLAIM COMMITTEE MWUCC) 0212

T
f
1. MEDCARE  MEDICAID TRCARE CrAMPVA FECA . OTHER |1a WSUREDS 10 HUMBER FarPragram in bem 1] ]
BLE LUNG i
Madcare 8] 3¢ (Madicaid o) (1DaDo0e) (Member I0%) Tl = gR7E643210123
2 PATIENT'S HAME (Last Name, First hame Middie iniss)) e pois i SEX 4 INSURED'S NAME (LastNama. Frst Name. Midda intial)
, 0D
JAYCO, TRAVIS 07 |31 72 mX F
5 PATIENT S ADDRESS (No_ Sveet) 6. PATIENT RELATIONSHIP TO INSURED 7. INSUREDS ADDRESS (No.. Stmat)
St 180 Child Crhar
ik STATE |5 mES ) FOR NUGE USE CITY STATE g
=
BF CODE TELEFIONE (ndude Aron Code) TP CODE TELEPHONE prdiuds Area Codel E
&
( ) ( ) o]
T OTHER MEURED'S NAME (Last Nama, First Nama, Middiainsa) 10, 15 PATIENT S COMDITION RELATED 10 1. INSURED'S POLICY GROUP OR FECA NUMBER =
=1
a OTHER ‘-'BJI-!-ZZ :RJ-:'J. CY OR GROUP NUMBER a. EMPLOYMENT? {Current or Previous) a \5.:‘.;::;5:1:51150%3}1— SEx 4
TPL Code if applicable ves MO | M F 2
b. RESERVED FOR NUGC USE b ALTO ACCIDENT? PLACE (Stans) | B OTHER CLAIMID [Designaned by NUCC) a
E : 10 2
& RESERVED FOR NUCC USE | ™ ] A CE Pl Rl 07 PROGRAM NAME —
]
YES MO =
d INSURANCE PLAN NAME OR PROGRAM NAME 104 RESE RVED FOR LOGAL USE d 15 THERE ANOTHER HEALTH BENEFIT PLANT =
YES MO ifyes, corpiate sems 9. 9a and 9d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM 13 OR AUTHORIZED PERSON'S SIGNATURE | authorize

12 PATIENTS OR AUTHORIZED PERSONS SIGNATURE | auharize he rdassa of any madical o ather nfoarmaion necs ssary 1 et of madical banafis o M undarmigned piysican o suppier far
0 process T¥s clam | a5 mouas payMent of gowam ment ben alts a0 Myt orto Te PNty who AcoRpes assignmant sardoas dascioed bakw
nd e
CATE SIGNED
CURRENT LLNESS. INJURY . or PREGNANCY (LMP) |15 OTHER DATE 18 CATES PATIENT UNABLE TO WORK M CURRENT OCCUPATION
T | I f MM DO YY MM | DO Yy | DO YY
au o i FROM i TO I
I QAL i | I - i i i
17 HAME OF REFERRING PROVIDER OR OTHER SOURCE 17a | | 18. HOSPITALZATION DATES RELATED TO CURRENT ACES
£ U L) | ik
Tin M | FROM | | @ [
I |
18 ADDITIONAL CLAM INFORMATION (Designated by NUCT) 20. OUTSIDE LABT § CHARGES
YES NO |
T DAGHOS S OF NATURE OF ILFNESS OF WIURY  Fams AL 1 sarvos e 620w B45]  cowa [0 | SUBWSS 0N T ——
s G510 8] N |
E P 2 PR JTHORIZ, O NUMBER
E.| 1 H | 23 PRIOR AUTHORIZATION NUME
& |

L Prior Auth #

= [ 3 =
R ‘ e RENDERING 2
Mk ¥V EMG i PROVICER B0 # E
ojos 15|w0joef15(12| | ss25 |UN{ | | | A | O N g |
[
2l 10jo9 15|wjosis]12] | ssizs |uni | 1 | A | 75io0 | 25 | [WRI] &
o
! ! . 0 0 0 . &
g I Lt & [ [ | [ T | L 1| [we] &
o
4 : : " e
! 1 O I [ oE ah | P | [ we] %
5 | | | | | | | =
: | P A I I E | | izl [ [ B
z
6
i L b1 1 1 | || G I T =
25 FEDERAL TAX LD NUMBER S5N BN 26_PATIENTS ACCOUNT NO. 28 TOTAL CHARGE 20 AMOUNT PAID 30 BALANCE DUE
1234 s 16500 | s | |s  1esl00
31 SIGNATURE OF 32 SERVICE FACILITY LOCATION INFORMATION 33 BLUNG PROVIDER IO &PHE (225 ) 565-4957
# cornty hat ¥ an HERE FOR YOU WAIVER
apply ta is bil and are made a pan i 200 MAIN ST
ANY TOWN, LA 70000
sicnen Ima Biller pare 10/18/15 |a |n s 123967654 |t= 1239876 4
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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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 veid from the
original claim exactly as it appeared on the original claim. After a voided claim has appeared on
the Remittance Advice, a corrected claim may be resubmitted (if applicable).

Only the paid claim's most recently approved internal control number (ICN) can be adjusted or
voided; thus:

o If the claim has been successfully adjusted previously, the most current ICN (the
ICN of the adjustment) must be used to further adjust the claim or to void the claim;
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.

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)

B
3
HEALTH INSURANCE CLAIM FORM

D BY MATICHAL UNIFORM CLAIM COMMITTEE 24

UCC) 022

WAIVER

4= CARRIER —=

e First Marm: nisa) J PATIENTS BIRTH DATE
ne. First Name. Middie inisal) WM oo Y

JAYCO, TRAVIS

07 [31] 72 mX

1. ME T: TRICARE CHAMPVA A _‘5—21\ o OTHER [1a NSURED'S LD, NMUMBER
Medicara 0} 3¢ (Medkaid 8} (IDNDDS) (MemberiD®)  gDw) o o8 9876543210123
2. PATIENT'S NAME (Last Nan SEX

fFarPrgram in Bam 1)

4 MSUREDTS NAME (LastNama. Frrst Name. Midda intial

5 PATIENT'S ADDRESS (Mo_. Strest) 6. PATIENT RELATIONSHIF TO

NESURED

7. INSURED'S ADDRESS (No., Stmet)

Sal T Child Cabar
TITY STATE E FOR MUCE USE [+ 183 STATE
AP CODE TELEPHONE (nduda Area Coda) TP CODE TELEFHONE Jndude Ama Coda)
( ) ( )
T OTHER NG URED'S NANE (Last Nama_ First Nama. Migdie nisa] 10 5 PATIENT S CONDITION RELATED 101 71, NSURED'S POLICT GROUP OR FECA NUMBER

4. OTHER INSURED'S POUCY OR GROUP NUMEER

TPL Code if applicable

a EMPLOYMENT? (Current or Previous)

]

PLACE (Stat)

a INSUREDS DATEOF BRTH SEX
MM | DD i
M £
b OTHER CLAIMID Dasignated by NUCC)

L

HO

& INSURANCE PLAN NAME OR PROGH

RAM MAME

o INSURANCE PLAN NAME OR PROGRAM NAME 10d RE! o

FOR LOCAL USH

READ BACK OF FORM H
ORIZED PERSONS SIG
A% Mouas payman af gavem MR

12 PATIENTS OR AUTH
0 process Fus claim

1 ban et Siarto mysslt ar o T party who a

YES H

b RESERVED FOR NUGG USE b AUTO ACCIDENT?

& RESERVED FOR NUCC USE [ SA o I
YES

COMpES RESIgITANT

riocn My

d 15 THERE ANOTHER HEAL TH BENES

Ifyes_co

PATIENT AND INSURED INFORMATION

FIT PLAN?

mphate (tems 9. 98 and 9d

it 10 e un

ED PERSON'S SIGNATURE

auhatze
wersigned physician o suppiier for

TATE
TINESS IIUNY o PRE NG (LME) T8 OTHER DATE ATIENT UMABLE TO WORK M CURRENT CCCUPATION
; i wa 0 | DO Yy M | DO YY
QuALl | ! ! i ™ !
EA R CTVER SOURGE T HOSPITALIZATION DATES RELATED TO CURTENT SERVIES
TTE e ] | == I“.i':-\ If-n“v ATEDTO 1‘1“T| ==
b |-:= | FROM ! ! T !
19 ADTITIONAL CLAN IFORMATION (Designaed by NUCC] ELAG? § CHARGES
o |
TT BIAGHOES OF NATURE OF NLRESS OR WLIORY  Feiam A-L 1o servios e boow 28] (Cowmd |0 | S T e e
4 1G5 10 - el il A02 | 5299198798700
E I c H 23 PRIOR AUTHORIZATION NUMBER
i Prior Auth#
24 A DATE|S) OF Si F 5
Fio Q
MM DD Y MM § CHARGES E
0{08 15|10 {08 }15|12| | 85125 |UN| | | | A | 90100 | 30 | |NPI] &
'
2 f ' i i f i i =
= I T I [ i 1 4 ] I | | | [wer] g
3 z
" 0 " 0 " " " -
= D A N N [ i § | I L | [wei] s
4 | 1 . : -3
! [ | | L [ %
5 . 0 " " — ) =
| 7 I | T | S I K 2R 7
z
[+] | | | | | =
| G O IO : | [ we |
FEDERAL TAX HIMBER 55N BN 26 PATIENTS ACCOUNT NO. 28 TOTAL CHARGE 9. AMOUNT PAID 30 BALANCE DUE
| |
1234 B 9000 | 5 e 90}00
T SERVICE FACLITY LOGATION INFORMATICN 33 BLUNG PROVIDER INO &P1# (225 ) 555-4957

HERE FOR YOU WAIVER

200 MAIN ST

ANY TOWN, LA 70000
sicven Ima Biller pare 10115 | a ||: s 123967654 b 12396876 L
MUCC Instruction Manual available at: www.nuce.omg PLEASE PRINT OR TYPE APPROVED OMB-0838-1187 FORM CMS-1500 (02-12)
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SAMPLE CLAIM FORM

ElE f
%ﬁ :
. T
HEALTH INSURANCE CLAIM FORM [
APPROVED BY NATIONAL UNIFORM GLAIM COMMITTEE (NUGC) 2112 3
[T Pea PICA rrri
1. MEDICARE  MEDICAD TRICARE GRoUP. REgh OTHEA| 12, INSURED'S LD. NUMBER (For Program i liem 1)
PLAN LG
| tochcaresy [ ] ety | | aomoon) DMWDM [ oot " Joom
2 PATIENT'S NAME (Laxt Nauni, First Neme, Middis Inltial) % PYENTR BT RATE BEX 4+ INGUREL'S NAME (Lt Nams, Firat Name, Midia Initia)
| | M ] f[]
5. PATIENT'S ADDRESS (No., Brssi) 0. PATIENT RELATIONGHIP TO INSLIRED 7. INBURED'S ADDRESS (No., Birser)
sof| | pouse| |cnia[ | omer| |
oy STATE | . RESERVED FOR NUCC USE oY STATE =
E
ZIP CODE TELEPHONE (include Area Cod) ZIP CODE TELEPHONE {inclide Alea Code} E
9. OTHER INSURED'S NAME {Laat Naun, First Narme, Micdle Infal) 10, 1S PATIENT'S CONDITION RELATED TO: | 11, INSURED'S POLIGY GROUP OR FEGA NUMBER g
&
2. OTHER INSUREDY'S POLIGY OF GAOUP NUMBER . EMPLOYMENT? (Gumsnt or Previous) & INSURED'S DATE OF BIETH SEX &
MM | DD | YY : -
[[Jres [ we | w0 ] g
b. RESERVED FOR NUGG LSE b. AUTO AGGIDENT? FLAGE (state) | B- OTHER CLAIN 1D (Designatad by NUCE) g
[Jves S[Cne, | | H
<. RESERVED FOR NUGG USE ¢ OTHER ACCIDENT? 2 INSLIRANCE PLAN NAME OR PROGRAM NAME E
[ [ 2
o INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Designaed by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLANT =
[ Jves [ |wo & yes compisiatieme o, B, and 8.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIE FORM. 13. INSURELYS OR AUTHORIZED PERSON'S BIGNATURE | authorize
12, PATIENT'S OR AUTHORIZEDR PERSON'S SIGNATURE | authorize the relerse of amy medieal of other formation TRCSSRRrY payment of medical benafits to the urdisrsignad phyalcian or supplier for
hpmﬂ-dlbn 1 alvo request payment of government benaftts eftfer ta mysalf or o the party who scospis s gnment sarvices describad below.

SIGNED DATE BIGNED Y
4. DATE OF CURRENT ILLNESS, IRIURY, of FREGNANGY (LMF) [15. G‘TEH. R . v 16. DATES PATIENT UNABLE TO WORK IN CURHENT QCCUPATION 9
| ! QUAL S ! | ! i Y | bl ==
17. NAME OF REFERRING PROVIDER OF OTHER SCURGE 7a 13. HOBPITALIZATION DATES RELATED TO CURRENT SERVICI
: ] AT DATER AT TO et ey,
! 175 NP | FROM | ; O ! ;
19. ADDITIONAL CLAIM INFORMATION (Dasignated by NUCG) 20. OUTBIDE LABY § CHARGES
Cve [ | |
21, DIAGNOSIS OFl NATURE OF ILLNESS OF INJURYY Fisiats AL 0 sarvics e boiow 48] o1 i i 2. gERyaMISSIoN e
Al B el Dl
e i al & 25. PRIOR AUTHORIZATION NUMBER
L J | K | L.
24. A DATE(S) OF SERVICE B. | C. | D. PROCEDURES, BERVICES, OR SUPPLIES E. F (e T 1 2
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