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CHAPTER 14: CHILDREN’S CHOICE
APPENDIX F - CLAIMS FILING PAGE(S) 14

CLAIMS FILING

Hard copy billing of waiver services are billed on the paper CMS-1500 (02/12) claim form or
electronically on the 837P Professional transaction. Instructions in this appendix are for
completing the CMS-1500; however, the same information is required when billing claims
electronically. Items to be completed are listed as required, situational or optional.

Required information must be entered in order for the claim to process. Claims submitted with
missing or invalid information in these fields will be returned unprocessed to the provider with a
rejection letter listing the reason(s) the claims are being returned, or will be denied through the
system. These claims cannot be processed until corrected and resubmitted by the provider.

Situational information may be required, but only in certain circumstances as detailed in the
instructions that follow.

Paper claims should be submitted to:

Molina Medicaid Solutions
P.O. Box 91020
Baton Rouge, LA 70821

Services may be billed using:

. The rendering provider’s individual provider number as the billing provider
number for independently practicing providers; or

o The group provider number as the billing provider number and the individual
rendering provider number as the attending provider when the individual is
working through a “group/clinic’ practice.

NOTE: Electronic claims submission is the preferred method for billing. (See the EDI
Specifications located on the Louisiana Medicaid 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:

. Instructions for completing the CMS 1500 claim form and samples of completed
CMS-1500 claim forms; and

. Instructions for adjusting/voiding a claim and samples of adjusted CMS 1500
claim forms.
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CMS 1500 (02/12) INSTRUCTIONS FOR
HOME AND COMMUNITY — BASED WAIVER SERVICES
Locator # Description Instructions Alerts
Medicare / Medicaid / v it
i ou must write
1 '(I':rr:care Ch/ampus/ Required -- Enter an “X” in the box marked Medicaid “WAIVER” at the top
ampva (Medicaid #). center of the Louisiana
Group Health Plan / Medicaid claim form.
Feca Blk Lung
Required - Enter the recipient's 13-digit Medicaid I.D.
number exactly as it appears when checking recipient
eligibility through MEVS, eMEVS, or REVS.
la Insured's 1.D. Number NOTE: The recipients’ 13-digit Medicaid ID number must
be used to hill claims. The CCN number from the plastic
ID card is NOT acceptable. The ID number must match
the recipient’s name in Block 2.
9 Patient's Name quuirgq - Enter the recipient’s last name, first name,
middle initial.
Patient's Birth Date Situational — Enter the recipient’s date of birth using six
digits (MM DD YY). If there is only one digit in this field,
3 precede that digit with a zero (for example, 01 02 07).
Enter an “X” in the appropriate box to show the sex of the
Sex recipient.
, Situational — Complete correctly if the recipient has other
4 Insured’s Name ; . .
insurance; otherwise, leave blank.
5 Patient's Address Optional — Print the recipient'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

Other Insured’s Policy or

Situational - If recipient has no other coverage, leave
blank.

If there is other commercial insurance coverage, the state
assigned 6-digit TPL carrier code is required in this

ONLY the 6-digit code
should be entered in
this field. DO NOT

%9a block. The carrier code is indicated on the Medicaid
o . hes, hyph
Group Number Eligibility verification (MEVS) response as the Network g?tti;dvszr; ‘?PLy IiOn tehnes,
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 I . .
ad Program Name Situational — Complete if appropriate or leave blank.
Is Patient's Condition N . .
10 Related To: Situational — Complete if appropriate or leave blank.
Insured’s Policy Group or | ., _.. , ,
11 EECA Number Situational — Complete if appropriate or leave blank.
Insured’s Date of Birth
1la Situational — Complete if appropriate or leave blank.
Sex
OTHER CLAIM ID
11b (Designated by NUCC) Leave Blank.
11c Insurance Plan Name or Situational — Complete if appropriate or leave blank.
Program Name
Is There Another Health N . .
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 Situational — Obtain signature if appropriate or leave
13 Person’s Signature g pprop
blank.
(Payment)
1 Dgte of Current lllness / Optional.
Injury / Pregnancy
15 OTHER DATE Leave Blank.
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Locator # Description Instructions Alerts

Dates Patient Unable to

Diagnosis or Nature of
lllness 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.

16 Work in Current Optional.
Occupation
Name of Referring I . .
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 | |cD9 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
21 used on claims for

dates of service on or
after 10/1/15.

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 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
: . to use the CMS 1500
Appropriate reason codes follow: (02112),
22 Resubmission Code

Adjustments
01 = Third Party Liability Recovery

02 = Provider Correction
03 = Fiscal Agent Error
90 = State Office Use Only — Recovery

To adjust or void more
than one claim line on a
claim, a separate form
is required for each
claim line since each

99 = Other line has a different
internal control
Voids number.
10 = Claim Paid for Wrong Recipient
11 = Claim Paid for Wrong Provider
00 = Other
23 Prior Authorization (PA) Required — 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) o 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
. rendered in the un-shaded area(s).
24D Procedures, Services, or
Supplies If a modifier(s) is required, enter the appropriate modifier
in the correct field.
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Locator # Description Instructions Alerts
Required - Indicate the most appropriate diagnosis for
each procedure by gnter_ing the appropriate reference
24E Diagnosis Pointer 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 I.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 NPI 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 recipient. 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.
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Locator # Description Instructions Alerts
30 Reserved for NUCC use | Leave Blank.
. - Optional -- The practitioner or the practitioner's
Signature of Physician or . T _
. . authorized representative’s original signature is no longer
Supplier Including required
31 Degrees or Credentials d '
Date Required -- Enter the date of the signature.
32 lSerwce Facmty Location Situational — Complete as appropriate or leave blank.
nformation
32a NPI Optional.
32b Unlabeled Situational — Complete if appropriate or leave blank.
33 Billing Provider Info & Required -- Enter the provider name, address including
Phone # zip code and telephone number.
33a NPI Optional.
Required — Enter the hilling provider's 7-digit Medicaid ID o o
number. The 7-digit Medicaid
33b Unlabeled Provider Number must

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

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 WAIVER CLAIM FORM WITH ICD-9 DIAGNOSIS CODE
(DATES BEFORE 10/1/15)

Bl

[=
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE (NUCC) 02712
(=

WAIVER

)
¢
>

<— CARRIER —

w

b. RESEl FOR NUCC USE

MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OTHER | 1a INSURED'S |D. NUMBER {For Program in ltem 1)
EALTH PLAN BLKLUNG -
(Modicars #) X (Medicaid #) (ID#Da0) (Member D#)  (1DH) = (o 9876543210123
2 PATIENT'S NAME (Last Name, First Name, Midde Initisi) T T SEX 4_INSURED'S NAME (Last Name, First Name , Midds Inital) |
(|
JAYCO, TRAVIS 07 131 72 » X F
| 5. PATIENT S ADDRESS (No., Steet) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADI Strecl)
Seif Spouse  Chid Other
cmy STATE |e. RESERVED FOR MUCC USE chy TATE
ZIP CODE PHONE (Indude Area Code)
9. OTHER INSURED'S NAI (Laxt Name, Firet Name, Mdde |nitial) 10, 1S PATIENT 'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER
a. OTHER INSURED'S POLICY OR GROUF NUMBER & EMPLOYMENT? (Gurrent or Previous) 38X
TPL Code if applicable YE O M F

b. OTHER CLAM ID (Designated by NUCC)

. INSURANCE PLAN NAME OR PROGRAM NAME

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
PATIENT'S OR AUTHORIZED i

PATIENT AND INSURED INFORMATION

g OTHER HEALTH BE

T PLAN?

Frmeleta Bame & Ga snd Sl

NO M yrme

2. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize

12 BNATURE | authorize the release of any medical or other information necessary|  payment of medical benefits to the undersignad physician or suppher for
to process this claim. | also request payment of govemment benefits either to myseif or o the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED
14, C\JR?E:'}_ LLNESS, INJURY, or Pl JANCY (LMP) |15.0THER DATE MM oo vy 16. DATES PATIENT UMABLE ORK IN C\JRRE"JTOCCUF'AT\ ON R
oD Y \ \ | | \ MM, DD | ¥Y¥ __ MM | DD oYY
I I CJHL.I :\JN..I H H I FROM I I o I
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. | | 18. ‘IOCZIWZATIID%‘J DHT%% RELATED TO CWE\IT S
1
T1b |I\PI | FROM i I TO i !
ssignated by NL 20. OUTSIDE LAST $ CHAR
YES NO | |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L 10 service line below (24E) ind |g : 2. g%%és‘lﬂsslo\‘ ORIGINAL REF. MO,
A 13510 8| c | o] |
E.| 1 (e H | 23, PRIOR AUTHORIZATION NUMBER
o i | Ll 4123123123
24. A OCEDURES, SERVICES, OR SUPPLIES F J =
Unusual Circumstan RENDERING =]
MM (=) YY MM (=] YY | MOLC $ CHARGE! PROVIDER ID. & LE
-1 | ———— =
0331 1403 |31 14|12 | | 85125 |UN | LA 90{00 | 30 | | NPI| z
"8
2 1 | " " " , =
04i02 14|04 021412 | | ssizs |uni | 1 | A | 75l00 | 25 | [WRi] @
3 T
i P i P i g
i [ & & [ | | [ i i i | \ P | [wer] g
w
4 f f f f f f ' @
! I S R N N [ ! I \ P | [wer] S
=T
5 | | | | | | | =
(=)
: N S M N I R A | o | [wer] 2
&
6 PR | - | S
: N T R I T N P [ner] [
25. FEDERAL TAX | .D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27 28 TOTAL CHARGE 28. AMOUNT PAID 30. BALANCE DUE
] ] ]
3 165]00 | s K I
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32 SERVICE FACILITY LOCATION 33 BILLING PROVIDER J&PHSE
SIGNATURE OF P (225 ) 5554957
{l certfy that the s: ents on the reverse Here For You Waiver
apply to this bill and are made a pant thereol ) 200 Main St
Any Town, LA 70000
sicuen Jane Doe oare 415014 |- b - 1230876543 |- 1239876 )

NUCC Instruction Manual available at: www.nucc. org

PLEASE PRINT OR TYPE

APPROVED OMB-0838-1187 FORM CMS-1500 (02-12)
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SAMPLE WAIVER CLAIM FORM WITH ICD-10 DIAGNOSIS CODE
(DATES ON OR AFTER 10/01/15)

ElpmE
5
HEALTH INSURANCE CLAIM FORM WAIVER

ARPROVED BY MATIONAL UNIFORM CLAM COMMITTEE $IUCC) 0201 2
PICA

CARRIER —=

1. MEDICARE MEDICAID TRCARE CHAMPVA 64?,1 o FECA o OTHER [1a NSUREDS LD, NUMBER FarPragram in Bam 1)
{ PLA BLE LUNG -
Medcars 8] ¥ (Mediaid ) (I8 Dale) (Member iD®) D8] e e gE7E643210123
2 PATIENT'S NAME (Last Name. First Name. Middie inisa) bl 1, Ll L] SEX 4 INSURED'S NAME (Last Nama. Frst Name. Midda Intial)
, DD,
JAYCO, TRAVIS 07 |31 72 mX F
5 PATIENT S ADORESS (Mo Sree) 8. PATIENT RELATIONSHIP TO INSURED 7. NSURED'S ADDRESS (Mo, Stmel)
Saif Spousa Child Crhar
TITY STATE |5 RESERVED FOR NUCC USE T STATE g
=
AP CODE TELEPHONE (Indude Araa Coda) P CODE TELEPHONE dndude Ama Cada) E
() ) 8
Z
T OTHER INSUREDS FANE [Last Narma, First Nama, Migdla nsa) 10, 5 PATIENT'S COMDITION RELATED TG 1. SURED'S POLICY GROUP OF FECA NUWBER =
=1
w
2. OTHER INSURED'S POLICY OR GROUR NUMBER a. EMPLOYMENT? {Current or Pravious) a \5':‘.3:;*'5%1-:¢\=Y$a1~ SEX z
TPL Code if applicable [ M F a
b. RESE RVED FOR NUGC USE b. AUTO ACCIDEMT? PLACE (State) | B OTHER CLAIMID [Dasignated By NUCT) E
E =
& RESERVED FOR NUCT USE e : CE R, TR PROGRAM NAME =
o]
= g
d_INSURANCE PLAN NAME OR PROGRAN NAME 10d RESERV IR LOGAL USE d 15 THERE ANGTHER HEALTH BENEFIT PLANT =
NOD Ifyas compiete tems 9 8a and 9d

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM 13 IS OR AUTHORIZED PERSON'S SIGNATURE | autharizae
12 PATIENTS OR AUTHORIZED PERSONS SIGNATURE | auharize he rdeasa of any medical or ahar nformaion nece ssary ofmadical banafits o he undersignad physician o suppiier far
o procass TS clam. | a5 maues payment of gowem mant ben elts aithario myseld orto fe party who acoapes assignment sar \uwsau,_, ned baiow

DATE SIGNED
14 aﬁ'r:_nﬁ;:_lngy LLNESS, \]_T!Y or PREGNANCY (LMP) |15 OTHER :ME| T 18 _m_aé.ﬂl N UNASLE TO WORK \.\._;:14 \I.u‘\j,l. RATION
| ! quaL! | ! FROM ! ! T | !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSP TG\G._IJ\T_',-& :I.J\TE:;;-'!E_ME: 1-3-:“1‘II\T:§;_;-'!I\J-I‘_§
FROM ! ! T | !
18 ADDITIONAL CLAIM INFORMATION (Design ed by NUCC) 20 OUTSIDE LABT § CHARGES
YES NO |
21 DAGNOSISOR NATURE OF ILLMNESS OR WJURY  Fame AL B sanvics line balow 24E]  op ;—.__F:_,:-N =qra] ORIGINAL REF. NO.
5 1G5 10 |
£ 23, PRIOR AUTHDRIZATION NUMBER
l Prior Auth #
24 A F J =
F ‘ e REMDERING Q
MM D $ CHARGES um PROVIDER ID_# =
1 1 1 1 1 1 1 el [T E
10{08 15|10 08| | ss1izs Juni  F 1 | oA | 90{00 | [ ]
2 ) ) ) ) ) ) 0 =
1009 15|10 |09 | sst2s Juni 1 f | A | 75100 | 25 | [WRI] &
]
a . . . . . . \ i
= I T S B I S T | N R I LG 5
W
4 " " " o
! [ T S O I T | P | [ e %
5 | I N D B I O N | N N I 3
i i i i @
5] | | | | | | 1 S
| [ N A I [ i & i | [ I L
25 FEDERAL TAX LD NUMBER 55N BN 26 PATIENTS ACCOUNT NO. o I.ﬂ-\,\, "I:_-.:‘::;“e\t\gc NT? 28 TOTAL CHARGE 28 AMOIUNT PAID A0 BALANCE [UE
1234 X ¥ No s 16500 | s | |s  1esio0
; 2. SERVICE FACILITY LOCATION INFORMATION 33 BLUNG PROVIDER INFO &FHE (225 ) 555-4957
{ e siaements on the 5 HERE FOR YOU WAIVER
q.u','.\u‘ls;ladau made apan therao ) 200 MAIN ST
ANY TOWN, LA 70000
sienen Ima Biller pare 101818 | a b a 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 void from the
original claim exactly as it appeared on the original claim. After a voided claim has appeared on
the Remittance Advice, a corrected claim may be resubmitted (if applicable).

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

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

o If the claim has been successfully voided previously, the claim must be

resubmitted as an original claim. The ICN of the voided claim is no longer active
in claims history.

If a paid claim must be adjusted, almost all data can be corrected through an adjustment with the
exception of the Provider Identification Number and the Recipient/Patient Identification
Number. Claims paid to an incorrect provider number or for the wrong Medicaid recipient
cannot be adjusted. They must be voided and corrected claims submitted.

Adjustments/Voids Appearing on the Remittance Advice
When an Adjustment/Void Form has been processed, it will appear on the Remittance Advice

under Adjustment or Voided Claim. The adjustment or void will appear first. The original
claim line will appear in the section directly beneath the Adjustment/\Void section.
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The approved adjustment will replace the approved original and will be listed under the
"Adjustment” section on the RA. The original payment will be taken back on the same RA and
appear in the "Previously Paid" column.

When the void claim is approved, it will be listed under the "Void" column of the RA.

An Adjustment/VVoid 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-9 DIAGNOSIS CODE
(DATES BEFORE 10/01/15)

Bl

e WAIVER

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE (NUCC) 02/12

[T PEATT T ]

s« CARRIER —=

MEDICARE MEDICAID TRICARE CHAMPVA OTHER | 1a. NSURED'S |D. NUMBER (For Program in ltem 1}
(Modicare %) 3 (Medicaid #)  (ID&DoD#) [Member [D#) (5% 9876543210123
ATIENT'S NAME (Lsst Name, First Name, Middie Initial) R T SEX 4. INSURED'S NAME (Last Name, First Name , Midd & Inifal) 1
I
JAYCO, TRAVIS OT 31 | 72 m X F
5 PATIENT'S ADDRESS (No., Streed) 8. Pp-T\E\IT RELATIONSHIP TO INSURED
Sef  Spouse  Chid Other
oY STATE [B. RESERVED FOR NUCC USE Cy TATE g
=
ZIP CODE TEL {Inciude Area Code) TELEPHONE (Indude Area g
( ) &
{ ) o
9. OTHER INSURED'S NAME (La#t Name, First Name, Md de | nitial) 10, 1S PATIENT'S NUMBER %
2
a OTHER INSURED'S POLICY OR GROUF NUMBER a. EMPLOYMENT? {Current of Previous) SEX £
TPL Code if applicable YES M F ]
b. RESERVED FOR NUGC USE b, AUTQA > : (S ER CLA o
H
<
[ OR NUCC USE Py c. NSURANCE PLAN NAME OR PROGRAM NAME ;
w
YES =
d INSURANCE PLAN NAME OR FROGRAM NAME 1 i g OR OTHER HEALTH Bt g
EXA F | VO itras b e
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FOR! 12. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary|  payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of govemment benefits either to myseif or to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED
14 jnTE"CJR?E‘d_ LLNESS, I\L.JRY or PREGNANCY (LMF) |15.0THER DATE . 16 DATES PATIENT UMNABLE 'ORK IN CURRENT OCCUPATION R
oo ) | MM DD VY MM | DD . MM Yy
i ! _.JAL\ QUAL | } ! } FROM ! ! o !
'T.N.-\\cIE OF REFE ?R\I\G—RO"IDER OR OTHER SOURCE 17a 8. HOSPT ZAT] "JDAT RELATED TO C! "JT ERVI C
=] THETI AR 0 YRR
T1b. |I\PI | FROM ! i o ! !

| 12, ADDITIONAL CLAIM INF

RMATION (Desgnated by NUC 20, OUTSIDE LABY

YES NO | ‘

S ORNATURE IL ESS OR INJURY Redate A-L 1o service ine below (24E) ICD Ind |g I 22, EE_\S.éSUISS\D"I ORIGINAL REF. NO.
- el ol “A 00 | 4034198765400 |
E | F | G| H 23. PRIOR AUTHOR ZATION NUMBER
Ll K| Ll 4123123123

FI DPROCEDURES, SERVICES, OR SUPPLES E F J =
_x:ia' Unusual Circumstances) DIAGNOSIS RENDERING Q
MM CPTIH | R POINTER $ CHARGES PROVIDER ID. # E
=
"los S5125 |UNL L 1 | A | 75100 | 25 | [wme[ 5
al C L ] £
= I O O I I \ [ g
R T T T T T — g
: [ ] ] I \ P g
W
4 [ A L& & i | I N L) — 8
=
5 | | | | | | | T 5
: I T T O [ N | R B LG o
@
6 L 0 ; —— z

' [ | \ [ | N I B T .

L
25. FEDERAL TAX | D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 28, TOTAL CHARGE 25. AMOUNT PAID

s 75[00 | 5 E
33, BILLING PROVIDER INFO & PH I ( 225 ) 555-4957

30. BALANCE DUE

31, SIGNATURE C :
INCLUDING DEGREE

32, SERVICE FACILITY LOCATION

{1 cerfy that the st Here For You Waiver
apply 10 #és bill and are made a pant 200 Main St
Any Town, LA 70000
sienen Jane Doe pate 4/9/14 | a b = 1238876543 | b 1239876 !
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SAMPLE WAIVER CLAIM FORM ADJUSTMENT WITH ICD-10 DIAGNOSIS CODE
(DATES ON OR AFTER 10/01/15)

=4
iy WAIVER g
HEALTH INSURANCE CLAIM FORM z
APPROVE D BY NATIONAL UNIFORM CLAIM COMMITTEE MUCC) 0212 o
g nnl)
1. MEDICARE MEDICAID TRCARE CHAMPVA e OTHER |1a INSUREDS 0. NUMBER {FarPragram in Bem 1) 1
Medicara 0} W (Medicaid 8} (IDRDD9) (MomoeriD8) D8} 0% 9876543210123
2. PATIENT'S NAME (Last Name. First Name, Middie inisal) ol bl SEX 4 NSUREDS NAME (Last Name, Frst Name_ Midde ntisl
JAYCO, TRAVIS OT | 31 | ?2 M F

READ EICKOF FOHM H
12 PATIENTS OR AUTHORIZED PERSO!

oo

1 process s claim amnqmzw~‘m—n GovamMen! banedis sierto Myself or (0 18 party who GCoRpEs assignment

5 PATIENT & ADDRESS (Mo Srem) 8. PATIENT RELATIONSHI® TO INGURED 7 INSURED'S ADDRESS Mo . Siman)
Sat Spousa Child Crbar
CITY STATE |3 RESERVED FOR NUCC USE = S1ATE =
I}
E
BF CODE TELEPHGNE (mdude Area Coda) TP CODE TELEFFGNE pndude Ama Cada) E
3 [+
( ) ( ) =]
"=
2 OTHER INSUREDS NAME (Last Nama, First Nama, Middle niSa) 10 S PATIENT'S CONDITION RELATED TOr 11. NSURED'S POLICY GROUP OR FECA NUMBER =
(=]
w
a OTHER NSURED'S POUCY OR GROUP NUMBER a8 EMPLOYMENTT {Current or Pravious) a \:\\.‘.l}t.:\j:tﬂ \" BRTH SEX %
. " 1

TPL Code if applicable o “ F ]
b RESERVED FOR NUCCUSE b ALTO ACCIDENTT PLACE (State) | B OTFER CLAIMID [Designaed by NUCT) o
=
- =0 FOR NG USE & NSURANCE PLAN NAME OR PROGRAM HAME E
W
MO E
d. NSURANCE PLAN NAME OR PROGRAM NAME 10d RESERVED FOR LOCALUSE d IS THERE ANOTHER HEAL TH BENEFIT PLAN? g

Ifyes_completa ilems 9. 9a and 9d

D PERSON'S SIGNATURE
s 1o he undersignad physician or supgier fo

autaize

CATE o
_\E:m NJURY, or PREGNANCY (LMP) |15.0THER DATE S PATIENT \.‘-3 'IU ORI \\.,J'!i NT OCCUF .‘\'I U\
| | | MM v MM DO | DD
o SuaL| | ! M| i " !
77 WANE OF RLFERRIG PROVIGER O OTFER SOURCE 17a | [ 18 HOSPITALZATION D f-rr ?__.4\1__14_1"1_'\1 ;’» =)
o |-J | FROM i | o I
19 ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? ES
NO | |
T DIAGHLGTS O NATURE OF ILLTESS DR MJURT  Rems AL 1 savica Ine Deow 2421 oo md |0 | FESE ] [ —
. G610 ¢ o AD2 5299198)‘98?00
1 1 1
£ ] e | | 23, PRIOR AUTHORIZATION NUMBER
L Prior Auth#
24 A DATE(S k= & DY %
ram ToR -
MM LAl MM $ CHARGES < E
10108 15|10 08 15| 12| | | A 20{00 | 30 | [WFI] 5
'
2 f f =
= I A I [ & f i | I I I I G B
3 z
: : : z
= [ & [ [ | [ N I S I N G &
]
4 . =
! I S O S [ [ | P [ [ %
5/ e . m— . =
: I S T B | i | P | [ner] g
z
5] | | | | 1 =
| I T T A [ | | [P
25 FEDERAL TAX MEER 55 26 PATIENTS ACCOUNT NO. ASSIGNME NTT 24 TOTAL CHARGE 20, AMOUNT PAID 30 BALANCE DUE
For \rda-b saeback) I I
1234 ) s 90100 | 5 K 90}00
32 SERWICE FACILITY LOCATION INFORMATION 33 BLUNG PROVIDER INFO &PHA (225 ) 555-4957
HERE FOR YOU WAIVER
200 MAIN ST

ANY TOWN, LA 70000

Ima Biller

siGHED pare 1011515 |4 o

o 123967654  |»

1239876
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o g A ON =

SAMPLE CLAIM FORM

ElirlE
5
HEALTH INSURANCE CLAIM FORM

APPROVED EY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212

THFICA PICA y_l_r
1. MEDICARE MEDNCAID TRICARE FE OTHER | 1a. INSURED'S I.D. NUMBER (For Pragram in llem 1)
|| aocicares) || (Mocrcatisy | | awmoon DMMD%PWD&%&WDM

2 PATIENT'S NAME (Lest Nams, First Name, Midde Inltal) 8. PA'I1ENT‘S BIRTH DATE 8EX

ol Bl A

4. INGURELF'S NAME (Lest Namg, First Name, Midde Intial)

5 PATIENTS ADDRESS (No., Btrast) 6. PATIENT RELATIONSHIP TQ INSURED

sof| | pouse| |cnia[ | omer| |

7. INBURED'S ADDRESS (No., Strael)

cmy STATE | 8. REBERVED FOR NUCC USE

ZIP CODE TELEPHONE (Include Area Code)

( )

cITY STATE

ZIP CODE TELEPHONE {Inciuds Area Coda)

( &

8, CTHER INSURED'S NAME {Last Name, First Name, Micd@ Inttial) 10. IS PATIENT'S CONDITION RELATED TO:

& OTHER INSUREDYS POLIGY OF GROUP NUMBER 8. EMPLOYMENT? (Curmsnt ar Previous)

[Jres [ |ne
b. AUTO AGGIDENT? D
[Clves QM. |

¢ OTHER ACCIDENT?
[Tno

[]ves

b. RESERVED FOR NUICG LISE

&. RESERVED FOR NUGC USE

11. INSURED'S POLICGY GROUP OR FECA NUMBER

SEX

il

A, INSUH.ERI'B DlB[EOIF BIF!Y'I",H

¥,

|
b. UT‘HER CLAIM ID (Designatad by NUCC)

£ INSURANCE PLAN NAME OR PROQRAM NAME

oL INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLANT

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

[ Jves [ |wo & yes compisiatieme o, B, and 8.
AEAD BACK DF FORM BEFORE GOMPLETING & SKGNING THIS FORM. 13. INSURELYS OR AUTHORIZED PERSON'S BIGNATURE | authortza
12, PATIENT'S OR AUTHORIZED PERSONS SIGNATURE | BUshort2s the relese of anty medical GF gifiar Ifomation nacessary paymant of medical banefita to i1 urdisrsigned physician or supplier for
hpmﬂ-dlbn 1 alvo request payment of government benaftts eftfer to mysalf or o the party who sccospis s gnment sarvices describad below.
BIGNED DATE BIGNED Y
14, DATE OF CLURRENT IL LNESS, IRIURY, of PREGNANCY (L) [1B.OTHERDATE 0 1y 16. DATES PATIENT UNABLE O WORK IN CURIIENT QCCUPATION A
| | cua S 1 (- o S O el e
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 11:..‘ | 18. HOBPITALIZATION DATER AELATED TO CURRENT SERVICES
I
! 175 NP | FROM i i T ! i
19 ADDITIONAL CLAIM INFORMATION (Dssignated by NLICC) 20, OUTBIDE LAB7 § CHARGES
(s [Jwo | |
21. DIAGNOSIS OR NATURE OF ILLNESS O INJURY Fisisis A-L io sarvice line beiow 1 2. ISSION
#9  icoma| | AERem ORIGINAL REF. NO.
Al Bl el Dl
=4 Al iy = 23, PRIOR AUTHORIZATION NUMBER
L J | K | L.
31 A DATE[S)OF sEFNI.‘.E B. | C. | D. PROCEDURES, BERVICES, OR 8UPPLIES E. F. a_ [H] I 3 z
PLACEOF] (Explain Unusual DI O | ™ RENDERING o
MM DD YY MM DD YY |SERACE| EMG | CPTHCPCS | MODIFIER POINTER $ CHARGES TS | P | CUAL PROVIDER ID. & g
I | ! I | ‘ | ; ‘ I [ O ——— E
| | | | | } NPI o
H
S A i 0 ] \ i | [T £
| I I I | | | | H
I | | I | | I | e e e s 3
I i ] \ L | | [wm 5
| I | | P ——
N O . L[ [ 8
| | | | | | P | a
A D D O | [ | [ | | L | [w 8
| | | | | | | | s B i E
I . y L b ] L | e
25. FEDERAL TAX |.D. NUMBER 88N EN | 28. FATIENT'S ACCOUNT NO. 7. AGCEFT ASSIGNMERTY | 28, TOTAL CHARGE 28. AMOUNT PAID ‘ 30, Ravd for NUGC Use
] | |
0] [ Jves NO $ | s | |

#1. SIGNATURE OF PHYSICGIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

32, SERVICE FACILITY LOGATION INFORMATION

] carthty that the stakaments on the reversa
Epply 8 this bill and am made a pert therset.)

I
33, BILLING PROVIDER INFO & PH & (

)

& B

SIGNED DATE

‘n
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