LOUISIANA MEDICAID PROGRAM ISSUED: 01/01/19
REPLACED: 05/11/16

CHAPTER 7: COMMUNITY CHOICES WAIVER
APPENDIXD: CLAIMSFILING PAGE(S) 13

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. Effective for dates of service on or after April
1, 2016, the billing form used by Adult Day Health Care (ADHC) waliver services is being changed
from the uniform bill (UB-04) claim form to CMS-1500 (02/12) claim form. 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 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:

DXC Technology
P.O. Box 91020
Baton Rouge, LA 70821

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

o Instructions for completing a CMS 1500 claim form and samples of completed
CMS-1500 claim forms; and

. Instructions for adjusting/voiding aclaim 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 / Vou mustwrite
1 Eﬂgﬁg\gh/ampus/ Required-- Enter an “X" in the box marked Medicaid “WAIVER” at the top
Medicaid #). center of the Louisiana
Group Health Plan/ ( ) Medicaid claim form.
FecaBlk Lung
Required - Enter the recipients 13-digit Medicaid I.D.
number exactly asit appears when checking recipient
eligibility through MEVS, eMEVS, or REVS.
la Insured’s |.D. Number NOTE: The recipients’ 13-digit Medicaid ID number must
be usedto bill claims. The CCN number fromthe plastic
ID cardis NOT acceptable. The ID number must maich
the recipients name in Block 2.
! Required - Enter the recipient’s last name, first name,
2| Patents Name middle inial.
Patients Birth Date Situational - Enter the recipients date of birth using six
digits (MM DD YY). Ifthere is only one digitin this field,
3 precede that digit with a zero (for example, 01 02 07).
Enter an “X” inthe 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 Patients Address Optional - Printthe recipients permanentaddress.
Patient Relationship to T : :
6 Situational- Complete if appropriate or leave blank.
Insured
7 Insured’s Address Situational- Complete if appropriate or leave blank.
8 RESERVED FOR NUCC Leave Blank
USE
9 Other Insured’s Name Situational- Complete if appropriate or leave blank.
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Locator # Description Instructions Alerts
Situational- Ifrecipient has no other coverage, leave
blank.
If there is other commercial insurance coverage, the state Sr']\‘OLuﬁhbeeigtig;g?ge
g assigned 6-digit TPL carrier code is required in this L
9a 8ther Insureds Policy or block. The carrier code isindicated on the Medicaid hisfield. DONOT
roup Number o o enter dashes, hyphens,
Eligibilty verificaon (MEVS) responseasthe Nework | o iheword TPL in the
Provider Identficaton Number. field.
Make sure the EOB or EOBs from other insurance(s) are
attached to the claim.
9 RESERVED FOR NUCC Leave Blank.
USE
9c RESERVED FOR NUCC Leave Blank.
USE
Insurance Plan Name or T . .
ad ProgramNarme Situational- Complete if appropriate or leave blank.
Is Patients 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
FECANumber pie Tl approp '
Insured’s Date of Birth
1la Situational- Complete if appropriate or leave blank.
Sex
OTHER CLAIMID
11b (Designated by NUCC) Leave Blank.
Insurance Plan Name or N . .
11c ProgramNarme Situational- Complete if appropriate or leave blank.
Is There Another Health N . .
11d Beneft Plan? Situational- Complete if appropriate or leave blank.
Patients or Authorized
12 Person’s Signature Situational- Complete if appropriate or leave blank.
(Release of Records)
Insured’s or Authorized N o : ,
13 Person's Signatre ﬁlgﬁlf\tlonal— Obtain signature if appropriate or leave
(Payment) '
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Locator # Description Instructions Alerts
1 Dgte of Currentlliness/ Optional.
Injury / Pregnancy
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
Name of Referring - . ,
17 Provider or Other Source Situational- Complete if applicable.
17a Unlabeled Situational- Complete if applicable.
Situational-1f17 or 17ais completed, this field is
17b NPI required.
Hospitalization Dates
18 Relatedto Current Optional.
Services
ADDITIONAL CLAIM
19 INFORMATION Leave Blank.
(Designated by NUCC)
20 Outside Lab? Optional.
The most specific
diagnosis codes mustbe
Required—Enter the applicable ICD indicator to identfy | used. General codes are
which version of ICD coding is being reported between | not acceptable.
the vertical, dotted lines inthe upper right-hand portion of _ _
the field. ICD-9 dlagn05|scod_es
9 ICD-9-CM mustbe used on claims
ICD Indicator " for dates of service
0 ICD-10-CM prior to 10/1/15.
Required - Enter the most currentICD diagnosis code. ICD-10 codes must be
21 used on claims for
NOTE: The ICD-9-CM "E" and "M" series diagnosis dates of service on or
codes are not partof the currentdiagnosisfle and should | after 10/1/15.
Diagnosis or Nature of nMoéé)ig;iSEd when completing claims to be submited o Refer to the provider
lliness or Injury ' notice concerning the
Wy M ou LENAV4}] w\/m H H H fEdera”y reqUired
ICD-10-CM*V", "W", “X", and *Y" series diagnosis codes | implementation of ICD-
are not partof the curr_entd|qgn05|sﬁle and should not 10 coding which is
be used when completing claims to be submitied to posted on the ICD-10
Medicaid. Tab at the top of the
Home page at
(www.lamedicaid.com)
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Locator #

Description

Instructions

Alerts

22

Resubmission Code

Situational. Iffling 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 ofthis field.

Enter the internal control number fromthe paid claim line
as it appears on the remittance advice in the “Original
Ref. No.” portion ofthis field.

Appropriate reason codes follow:

Adjustments
01 =Third Party Liability Recovery

02 = Provider Correction

03 = Fiscal AgentError

90 = State Office Use Only —Recovery
99 = Other

Voids

10 = Claim Paid for Wrong Recipient
11 = Claim Paid for Wrong Provider
00 = Other

To adjustor void more
than one claim lineon a
claim, a separate form
isrequired for each
claim line since each
line has a different
internal control
number.

23

Prior Authorization (PA)
Number

Required- Enter the 9-Digit PA number in this field.

24

Supplemental
Information

Situational.

24A

Date(s) of Service

Required-- Enter the date of service for each procedure.

Either six-digit(MM DD YY) or eightdigit (MM DD YYYY)
format is acceptable.

24B

Place of Service

Required-- Enter the appropriate place ofservice code
for the servicesrendered.

24C

EMG

Leave Blank.

24D

Procedures, Services, or
Supplies

Required-- Enter the procedure code(s) for services
rendered in the un-shaded area(s).

If a modifier(s) is required, enter the appropriate modifier
in the correctfield.
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Locator # Description Instructions Alerts
Required - Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference
24E Diagnosis Pointer letier (“A”,“B”, etc.) in this block.
More than one diagnosis/reference number may be
related to a single procedure code.
Required-- Enter usual and customary charges for the
24F Amount Charged service rendered.
. Required-- Enter the number of units billed for the
246G Days or Units procedure code entered on the same line in 24D
: Situational- Leave blank or enter a“Y" ifservices were
24H EPSDT Famiy Plan performed as a result of an EPSDT referral.
o 1.D. Qual Optional.Ifpossible, leave blank for Louisiana Medicaid
" ' billing.
. . ) ) ) In instances where the
Situational- Ifappropriate, entering the Rendering billing provider is
Provider’s 7-digitMedicaid Provider Number in the required to link
243 Rendering Provider|.D. # shaded portion of the block is required. attending providers of

Entering the Rendering Provider's NPl in the non-shaded
portion of the blockis required when the seven-digit
provider number is entered in the shaded portion.

services, entering the
attending provider
Medicaid ID number is
required.

25

Federal Tax I.D.Number

Optional.

26

Patients Account No.

Situational- Enter the provider specific identifier
assigned to the recipient This number will appear on the
Remitance Advice (RA). ltmay consist of letters and/or
numbers and may be a maximum of 20 characters.

27

Accept Assignment?

Optional.Claimfling acknowledges acceptance of
Medicaid assignment.

28

Total Charge

Required—Enter the total of all chargeslisted on the
claim.

29

Amount Paid

Situational- IfTPL applies and block 9Ais 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 notapply to the claim, leave blank.
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REPLACED: 05/11/16
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Locator # Description Instructions Alerts
30 Reserved for NUCCuse | Leave Blank.
Signature of Physician or Optional --The practiﬁ'on?r or'lhe prgcﬁﬁonerfs
: ; authorized representative’s original signature is no longer
Supplier Including required
31 Degreesor Credentials a '
Date Required-- Enter the date of the signature.
32 Service .Facility Location Situational- Complete as appropriate or leave blank.
Information
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.
Required—Enter the biling provider’s 10-digitNPI
33 NP number.
Required-Enter the biling provider’s seven-digit -
Medicaid ID number. Iﬂhez isfg’if’j”};‘:c')%'itder
33b Unlabeled . . . Number must appear
ID Qualifier - Optional. Ifpossible, leave blank for on paper claims.
Louisiana Medicaid billing.

REMINDER: MAKE SURE“WAIVER” ISWRITTENINBOLD, LEGIBLE
LETTERS AT THE TOP CENTER OF THE CLAIM FORM

Sample forms are on the following pages.
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=%

3 = )M

HEALTH INSURANCE CLAIM FORM
AFPROVED 2 NATICNAL UNIFORM CLAIM COMMTTES (NUCT)

.—,_.:" A

WAIVER

Baton Rouge, LA 70821

Mail completed forms to:
DXC Technology
P.O.Box 91020

| MNEDICARE MEDICAID
i # |>(|-".f=u:':s.a{l =

CHALP

iamper D |

CTHER

. (0

1a. INBURED'S | D. NUMBER 1)

9876543210123

For Program in et

Z PATIENT'S NAMI

Jayco, Travis

]

INEURED'S NAME (_gst e, WG iial

5 PATIENT'S ADDAESS (40, Sest)

( )

FIANE fLact Mame, Firl Hana, Midde bl

9. OTHER INSUREL

ude Area Coca

[ 10715 PATIENT'S CONDITION RELATED To:

MSURED CLICY OF GROUP NUMBER
TPL Code if Applicable

O HLICT LUSE

©. RESERVED FCR NUCC USE

d. INSURANCE FLAN HAME OR PROGRAM NARME

READ BACK OF
i

ATLIAE |
wernment tenafils

SIGHED

FORI BEF ORE COMPLET
A authorice

FLAC

0

OTHER ACC

EXAMPLE

G L 51 '\'rva"riils FORN .

SAMPLE:

'S AODRESS (4o, Steel)

ZIF CCOE

EO'E FOLICT GROUP OR FECA NUMESR

[NEEG

NEURED.2 DATE
WM | DO

SEX

OF BIETH
| T
|

-

b OTHEAL
|
I

LAY ID |'I Jesigrated oy MUCT)

C INSURANCE FLAN NAME OF PROGRAM NAME
7]

i 18 THERE ANOTHER HEALTH BENEFIT PLAN?

2, and Bd

althoriza
U pdiar [or
s2niceEs deso ed belom.

14, DATE OF 1 M)
milv oo

JARENT ILLMESS, IRUURY, o PREGHANCY (M
oy

QUAL L

cal of other Informaton necessay
fSE tO
1‘ OTHER DATE
MM

QUIAL|

FATIEMT UHABLE TOUMTAK (N CL
A 18] &)

ARENT QCOUPATION
MM | DD

| <—— PATIENT AND INSURED INFORMATION : —————— > |4 CARRIER—)~

2 L ekt | I I 1
17. HAME OF REFERRING PROVIDER OF COTHER SOURCE 1E. IRENT SERYICES
| - - - | ED "
= |
L L
8 ADDITICMAL CLAIN | MFOAMATION ([Deaip aten by MUC)
sl
fine Beiow [24E) At ! .
— i ORIGINAL REF. NC!

23 PRICA ALTHORIZATION NUMEER
Priocr Ruth #

E, <) H 1 J.
“'\i‘ﬁ | D RENCERING
§CHA unns | P | cusL FRCMOER D, #

9d00| 30 | [

7500 |

11 09 85125 A 25 | [ ] ]

—— | | T I ) :
|

- | ] —

O | e

OR SUPPLIER INFORMATION

30 EIN

1234

| SUFFLIER
1ALS:

Biller
120518 |-
SIGHED E

26, PATIENT!

S

'S ACCOUN

TNC

EFACILT TN IHECRMATICN

f LCAT

| 200 MAIN ST
| ANY TOWN, LA 70000
|- 1234500876

1

|33 BILLING FRCMIDSS INFO & FH# l225‘| 555-4957 :

TOTAL CHARGE 29, AMOLUNT PAaID: 30. Rewd. for NUCT

s 165,00 | = |

Lsg

HERE FOR YOU WAINER

o,

1123456

PHYSICIAN

= al was. nuce

MUCE Ingruction Manual a u do|

Sem—
PLEASE PRINT OR TYPE

APPROVEL CMB-USIE-TT97 FURM 1200 (L2-T2)
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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:

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.

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 ldentification 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/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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ik

(o TN 3 I - N B \® ]

SAMPLE WAIVER CLAIM FORM

=

e WAIVER

ADJUSTMENT

Mail completed forms to:

DXC Technology
P.0O.Box 91020

HEALTH INSURANCE CLAIM FORM Baton Rouge, LA 70821

AFPROVED B HATICHAL URIFCRM CLAIM COMMTTES (NUCC

[TTPcA

PICA

1. WEDICARE MEDICAID TRICARE CHAMPYVA

|>’<|'v=‘. i) [ o#oecs .' teaimbar 1D

COTHER | 13,

INSURED'S.D. NUMBER

[For Frogram in et 1)

'S MAME e, Midde Inital]

& |_"|pr.'ﬁ: 9876543210123

IHEURED 'S HAME (L

L rlarme, First Mame, Wi

e Iniial)

Jayco Traws |
a8 A TIE ADDRE o, Sresth SURED 7 INBURED'S ADDRESS (Mo, Sreet)
r:—| omer| |
Iy STATE | & RESERWEDFCAKUCC USE o BhS
AP CODE TELEPHIONE (noude Ao Goo) ZIP COCE TELEPHCRE [Indude Area Cookap
3 OTHER INGURED B MAKE (Lacl 1Hame, Firsl Mama, Midde hildy | 10,15 PATIENT'S CONDITION RELATED TO: 11 INSUREY'S FOLICY GROUF OR FECA HUMEER

INEU QEE 504 TEE'C-BFT—i

Bl

b RESERVED FOR NUCC USE

SURED'S POLICY OR GROUF HUMEER d.
TPL Code |fA_pphcable SAM PLE :

. RESERYED FCR NUCC USE
=

e

o INSLRANCE FLAK NAME OR PROGR A4 NARE

BEMDEIJ\CKOF FOHHBEFDHE CUHFLETI‘-G&S\G\I‘«G THIS FORM . 12
OF AUTHORIZED Ahorze ne e Ease of &ny mech cal oF ofer | Iormancon necessary

" b fes Gl | 0 e et af e '. .n| kEneT Higer g wty
SIGHED U SE 0 N LY EG

THER CLAIK D (e grated oy [MUCTD)
I

C INSURANCE PLAN NAME OF PROGR AM Nan

|6 THERE ANOTHER HEALTH EENEFIT PLANT

YES il
INSUFET S OR [
payrs L

sRMCES tesu e Ig "

ifyes, complate ilems 9, 93, and Bd

JRE | aulnoriza
isn O eupgiiar Tor

SPATIENT LUNAELE TO MOAK 1N CURE
n Do v

¥ - PATIENT AND INSURED INFORMATION —————>[-¢—CARRIER—)—

"—‘I-‘\ TE OF '.\I fl I ILLMESE IMJURY o PHEGHAMNCY (LMF) “ O HER DATE FENT O ""k\l:.__l_i
A | QAL | w
i, Lo = - B .| ] 1 ; |
17. HAME CF REFERRAING PROV DER OF DTHER SOURCE 1 1E Ofd DATES RELAT ED TOCURRENT SERVICER
= oo | v (L= ¢
TC I
1
ADDITICRAL CLAIR T PMFOARMATION (Descp atec by MUCT) B CHARCES
I
Dl AGRICE S OF HATURE OF ILLMESS OF INJURY Feate AL o zaruce line beiow (24E) o0 Ind T >> RESUBMISSION i
nd | CO0E (ORI EINAL REF. MO
.« 1 Z7689 & &l A2 8347198?98700
73 FRICA AT HORIZATI N NUMEER
E F G H I
; L Prior Auth #
24 A DATE(S OF SERMICE ] SUPPLIES E. F ) 3 Z
Frem Ta LAk =) |Dlaanica s b o 2
MM DDy MMM DD Y |SEW WICDIFIER PCINTER § CHARGES uirs | P | ausL g
1] o818 |11] 06|18/ 12| A 8doo| 2 | =l
| | ] WP | g
=
; A ; S | S | <
| | | - O | I O £
ps
I | | | | | I | e T L Ko et e ity &
- : I A I L
@
I | e e | =4
- | | Vol | t | [wn g
I | I | z
I I 1 |
Ll : - | 1
1 I I
- L iy - — |
5 FEDERAL TAX | D NUNMBER 330 EIN 28. PATIENMT'S ACCOUNT NO CTAL CHARGE |2:". AMCUNT PalD 30. Rewd.for HUCC Liss
1234 84.00 !
32. SERMICE FACILTY LOCATION IHFCRMATICH 2 BLLINGFACMOER INFO A FH# {225 ] 555-4957
HERE FOR YOU WAIVER
200 MAIN ST
ANY TOWN, LA 70000
12/17/18 E T T |
s il ] [o : 1234509876 |- 1123456
5 =
MUCT Ingdruction Manual available st wwa.nuec org PLEASE PRINT OR TYPE APPROVED OMB-USE-TT9/ FURM T200 (L T2)
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o O A WN =

SAMPLE CLAIM FORM

ElRE
5o
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02H2

THPIDA PICA ’_rr
1. MEDICARE MEINCAID TRIGARE ﬁ% BLAN OTHEA | 18, INSURED'S L.D. NUMBER (For Pragram i llsm 1)
|| tvociceres) | | (uoctcatis) | | aowpoos Drn-m-—mDrm Dmm [ Joow

3. PA11ENT‘S BIRTH DATE

o A e

2 PATIENT'S NAME (Lest Nemg, First Nemeo, Midda Inltial)

4. INBURED'S NAME (Last Namg, Frgt Nams, Middle Inlia])

5. PATIENT'S ADDRESS (No., Btrast) 6. PATIENT RELATIONSHIP TC INSURED

sei|_| spouse] | Ghia] | omer[ |

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

cmy STATE | 8. REBERVED FOR NUCC USE

2ZIP CODE TELEPHONE (Includa Area Code)

CITY STATE

ZIP CODE TELEPHDNE {Inciude Area Code}

(

8, OTHER INSURED'S NAME {Laat Neme, Firet Name, Mida Inftial) 10 IS PATIENT'S CONDITION RELATED TO:

& OTHER INSUREDY'S POLICY OF GROUP NUMBER 8. EMPLOYMENT? (Curmgnt ar Previous)

[Jves [ |no

b. AUTO AGGIDENTT PLAGE (State)

[ Jres NO
& OTHER ACGIDENT?
[Tno

[Jves

b. RESERVED FOR NUCG USE

& RESERVED FOR NUCC USE

11, INSUREDR'S FOLICY GROUP OR FECA NUMEER

SEX

L]

, INSURED'S DATE OF BIRTH
ko MM %D HF ¥y

I[N

!
b O'IT!ER CLAIM ID (Designsted by NUCC)
\

& INSURANCE PLAN NAME OR PROGRAM NAME

oL INSURANCE PLAN NAME OR PROGRAM NAME 10d. GLAIM CODES (Designated by NUCG)

d. IS THERE ANOTHER HEALTH BENEFIT PLANT

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

DYEG DNO & yos, completa tems 9, Ba, and 8d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIR FORM. 13. INSUREDYS GR AUTHORIZED PERGON'S BIGNATURE | avthartzn
12. PATIENT'S OR AUTHORLIZED PERSON'S SIGNATURE | authortze the relesse of any medicsl of oihier iIformetion necessary payment of medical benefits to the undersigned physidian or supplier for
fu proceas this cuim. | sba request peyment of govemment benattis sl to myssi or ko the party who sccepts ssgnment sarvices described below.
below.
SIGNED DATE SIGNED Rl
14. DATE OF CURRENT ILL NESS, INJURY, o PREGNANCY (LMP) |15, GTHER DATE T 16. DATES ﬁﬁn‘sm LUNABLE JO WORK IN GUFI‘JFI‘\.IETOD%C?PAHW A
| " o g ! | | mow | | - ol ]
17. NAME OF REFERRING PROVIDER OR OTHER SCURCE m.‘ I 18. HOSPITALIZATION DATER BELATED TO CURRENT SERVICES
]
I 7. NPl | FROM i i ™ i i
19. ADDITIONAL CLAIM INFORMATION (Dssignated by NUCE) 20. OUTBIDE LAB? $ CHARGES
(v [ne | |
T T
21, DIAGNOSIS Ofl NATURE OF ILLNESS OF INJURTY Floiae A-L to servica I below (24E) |- ] 22, FERUBMISSION ER L
Al Bl el D. |
=l el =i i 23. PRIOR AUTHORIZATION NUMBER
L | £ K| I
24. A, DATE(S) OF SERVICE B. | C. | D. PROCEDURES, BERVICES, OR SUPFLIES 3 F. B THe J F]
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Providers should refer to the General Information and Administration Provider Manual chapter
of the Medicaid Services Manual located on the Louisiana Medicaid website below for general
information concerning topics relative to general claims filing.

http://www.lamedicaid.com/provweb1/Providermanuals/manuals/ GIA/GIA.pdf
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