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CLAIMS RELATED INFORMATION

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 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

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 a 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 Tricare / Champva / Required -- Enter an “X” in the box marked Medicaid “WAIVER” at the top
Group Health Plan / (Medicaid #). center of the Louisiana
Feca Blk Lung Medicaid claim form.
Required — Enter the recipient’s 13-digit Medicaid I.D.
number exactly as it appears when checking recipient
eligibility through MEVS, eMEVS, or REVS.
fa | Insured's D Number | \are. The recipients’ 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 recipient’s name in Block 2.
2 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 ratlent Relationship to Situational — Complete if appropriate or leave blank.
nsured
7 Insured’s Address Situational - Complete if appropriate or leave blank.
8 Reserved for NUCC Use | Leave Blank
9 Other Insured’s Name Situational — Complete if appropriate or leave blank.
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Locator # Description Instructions Alerts
Situational - If recipient has no other coverage, leave
blank.
If there is other commercial insurance coverage, the state O#L\Ifdtge e'dtigitg‘_’de
H i ; H H ; H shou e entered In
Other Insured's Policy or assigned 6-d|g|t. TPL carrier cpde s required |n.th|.s this field. DO NOT
9a G block. The carrier code is indicated on the Medicaid
roup Number o o 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.
9c Reserved for NUCC Leave Blank.
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
Other Claim ID
Mb | (Designated by Nucc) | Leave Blank.
11c :Dnsurance Plan Name or Situational — Complete if appropriate or leave blank.
rogram Name
Is There Another Health S . .
11d Benefit Plan? Situational — Complete if appropriate or leave blank.
Patient’s or Authorized
12 Person’s Signature Situational — Complete if appropriate or leave blank.
(Release of Records)
Insured’s or Authorized S L . .
13 Person's Signature Situational — Obtain signature if appropriate or leave
blank.
(Payment)
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Locator # Description Instructions Alerts
14 Dgte of Current lliness / Optional.
Injury / Pregnancy
15 Other Date Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
For LA Medicaid
“Other Source” is
defined as the
ordering provider or
referring provider.
Name of Referring o . .
17 Provider or Other Source Situational — Complete if applicable. Any provider
entered as an
ordering or a
referring provider
must be enrolled
with LA Medicaid.
17a Other ID# Situational — Complete if applicable.
17b NPl Situgtional —If 17 or 17a is completed, this field is
required.
Hospitalization Dates
18 Related to Current Optional.
Services
Additional Claim
19 Information (Designated Leave Blank.
by NUCC)
Outside Lab? .
20 $Charges Optional.
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Locator # Description Instructions Alerts
Required — Enter the applicable ICD indicator to identify
which version of ICD coding is being reported between
ICD Indicator the \{ertlcal, dotted lines in the upper right-hand portion of
the field.
The most specific
0 ICD-10-CM diagnosis codes must
be used. General
21 Required — Enter the most current ICD diagnosis code. ;g:::t:rb?er_mt
Diaanosis or Nature of NOTE: ICD-10 external cause of injury diagnosis codes +
g . V, W, X, and Y will be acceptable as non-primary
liness or Injury di .
iagnosis codes.
Situational. If filing an adjustment or void, enter an “A”
for an adjustment or a “V” for a void as appropriate AND
one of the appropriate reason codes for the adjustment or
void in the “Code” portion of this field.
Enter the internal control number from the paid claim line
as it appears on the remittance advice in the “Original
Ref. No.” portion of this field. To adjust or void more
. than one claim line on a
Resubmission Code Appropriate reason codes follow: ?'a'm’ a separate form
22 and/or Original . isre qu.'red for each
Ref Numb Adjustments claim line since each
elerence TUmber 01 = Third Party Liability Recovery line has a different
02 = Provider Correction internal control
03 = Fiscal Agent Error number.
90 = State Office Use Only — Recovery
99 = Other
Voids
10 = Claim Paid for Wrong Recipient
11 = Claim Paid for Wrong Provider
00 = Other
g3 | Prior Authorization (PA) | peired — Enter the 9-Digit PA number in this field.
Number
24 | Supplemental Situational.
Information
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Locator # Description Instructions Alerts
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
Procedures. Services. or rendered in the un-shaded area(s).
2D | supplies ’
PP If a modifier(s) is required, enter the appropriate modifier
in the correct field.
Required — Indicate the most appropriate diagnosis for
each procedure by entering 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 $Charges Required -- Enter usual and customary charges for the
g service rendered.
. Required -- Enter the number of units billed for the
246 Days or Units procedure code entered on the same line in 24D
. Situational — Leave blank or enter a “Y” if services were
24H EPSDT Family Plan performed as a result of an EPSDT referral.
241 D Qualifier Optional. If possible, leave blank for Louisiana Medicaid
billing.
L ) ) ) In instances where the
Situational - If appropriate, entering the Rendering billing provider is
Provider’s 7-digit Medicaid Provider Number in the required to link
. . shaded portion of the block is required. attending providers of
24 Rendering Provider |.D. # Entering the Rendering Provider's NP in the non-shaded | services, entering the
portion of the block is required when the seven-digit attending provider
provider number is entered in the shaded portion. Medicaid ID number is
required.
25 Federal Tax |.D. Number | Optional.

Page 6 of 16

Appendix D




LOUISIANA MEDICAID PROGRAM ISSUED: 03/16/21
REPLACED: 05/22/19
CHAPTER 7: COMMUNITY CHOICES WAIVER
APPENDIX D: CLAIMS RELATED INFORMATION PAGE(S) 16
Locator # Description Instructions Alerts
Situational — Enter the provider specific identifier
26 Patient's Account No 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.
97 Accept Assignment? Optlpngl. Clglm filing acknowledges acceptance of
Medicaid assignment.
28 Total Charge Requwed — Enter the total of all charges listed on the
claim.
Situational — If TPL applies and block 9A is completed,
enter the amount paid by the primary payor (including
29 Amount Paid any contracted adjustments). Enter ‘0" if the third party
did not pay.
If TPL does not apply to the claim, leave blank.
30 Reserved for NUCC use | Leave Blank.
. - Optional -- The practitioner or the practitioner's
Signature of Physician or . AT .
. . authorized representative’s original signature is no longer
Supplier Including required
31 Degrees or Credentials q '
Date Required -- Enter the date of the signature.
32 Senvice Facmty Location Situational — Complete as appropriate or leave blank.
Information
32a NPI# Optional.
32b Other ID# Situational — Complete if appropriate or leave blank.
33 Billing Provider Info & Required -- Enter the provider name, address including
Phone # zip code and telephone number.
. - e 40 The 10-digit NPI
33a NPl Rqulred Enter the billing provider’s 10-digit NPI Number must appear
number. on paper claims.
Required — Enter the billing provider’s seven-digit .
Medicaid ID number. The seven-digit
ID Qqalifier - (_)pt.ion.a!. If possible, leave blank for on paper claims.
Louisiana Medicaid billing.
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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

WAIVER

Mail completed form to:
Gainwell Technologies

RESERVED FCOR NUCC USE THER

EXAIVIPL

READ EIACI( DF FOHI'I 'BEFO‘HE COHPI.ETI-G & SIGN NG THIS FORM .

d. INSURAMCE FLAN NAME OR PROGHAM NAME

P.O. Box 91020 i
HEALTH INSURANCE CLAIM FORM Baton Rouge, LA 70821 %
AFFROVED EY HATICHAL URIFOSM CLAIM COMMTTES (NUCC) 0242 [
WEDI Sl D TRICARE CHALPY BEQE, . OTHER|1a. INSURED'S |0, NUMEER or Program in e 1
) [ iecicaioe [ | anneo) emver iog || rine i “[Jues | 9876543210123
2. PATIENT'S NAME (Last Name, Arst Name, Mdde Inifa) E.Flr‘.ll'!']E‘l'éEBF_l- DATE SEN 4 INSURED'S HAME (_asl rMane, Firsl Mame, Widcla Inital)
Jayco Travis 07 | 31 iyg WX |
h, 5 ADDAE o, Sresty | 6. PATIENT RELATICNSHIF TO INSURED HELIF D DRE (Mo, Sreet)
:-rrr| |i.‘run-‘!| |.n n_| |r'-'-|| |

CITY STATE | & RESERVED FOR NUCC USE oy [sTaTE =
=}
(=
IR CDOE TELEPHONE Qnoude Aea Coca) 2l DE TELEFPHONE [Indude .-'IeFu.f.VCCIE) g
. &
JE ¥ & 3 ]
3. CTHER INSURED'S NANE (Lacl 4ame, Fisl ane, Mdle kil 10|15 PATIENT'S CONDITION RELATED TQ: 11 INSJRED'S FOLICT GROUP OR FECA HUMESA 5
o
w
HER INSURED LI OF SHOUP B URBEF |c|qE|:q|: = —3FT-{ SEX %
TPL Code lprpIIcable SAM PLE i - L 2
l RESERVED FOR NLCC LISE Sl THEA CLAIM IO (D= gnatest oy lUC) o
=
=
-
=
=
=
o
A

12. PATIEMT'S OR AUTHORIZED 06122 the rel ease of any med '|rr'|rr|| FORMANCH NECESSENY
1 procass this daim. | 50 reguest pay rn|| !3 e |r|| .nfl et e
[e=I{ul1]
SIGHED U SE O N L
"—_II-\I QF CUAF || IIIIII S5 MUY, OF PHESHAMNCY (MF) I‘IJI 1ER DATE TEMT LUNAELE CVINCHE 1M C |'|| M O |'—\|| ||
il o o] Y M DD
l-!l.’ll Culi i |l 10 i
HAME OF AEFER AING PROVDER CF OTHER SOURACE I - - 7 ATICH DATES FIELATED TOCLRRENT SERVICES
i | i
5. ADDIT ICAAL CLAIN | MFCRIATION (Desipiated by OGS FCIAACES
Tl
21 DIAGMCEIE OF HATURE OF ILLMESS CF INJURY Fate AL o seruceline belon [D4E] O nd I ] ==Y 3§%l._3"f S510M L PR g
1 wle RlANAL . MU
. | £7689 & ol
g o e 24 23, FAICR AUTHORIZATICN HULEER
i 1df Prior Auth #
24 DATE(S) OF SERMICE VICEE, R SUFFLIES E. F T ] Z
From o umstances) Dl AGNICSI S one: BN o o
Wik [N i 0D WICDIFIER FONTER F CHARGES UHITE Pta | ousL |q—(
1 , O = . : ] 1=
11008 18|11 06|18 12 ss1zs | UN | A 9000 | | el g
| [T
2 | | 1 | 1 | L —— =
1l o018 | 11| o018 12 soizs | on | A 7800| 25 | [ g
o i i & 2
1 1 1 | 1 T —— 1
P : . I P [ [wn £
n
1 T R R T HERNRR G BRI (S AR e (G s
T 1 | | - L [ 5
I I I =
5 I | 1 I | | , ST TN B 1T S e o e ey, S
' | =
] : [ | P | [ £
8 5
1 1 1 e B B e B it
: : | . B | | [t &
IE RAL TAN | DL FUME 330 EIN PATIENT'S A Ji HC 27 ,.-;U C ..I\I—':I‘:\"\\I TOT AL CHARGE 29, AMOUNT Pall Fewd for M se
1234 X w2 165,00 | - ' |
32 BERVICE FACILTY LOCATION INFORMATICH [33 BLLNEFROVDER RFOEFRE [ 225 ) 555-4957
: HERE FOR YOU WAIVER
apdy 10 200 MAIN ST
Biller ANY TOWN, LA 70000
12/05/18 : i
—— Bivw o = 1234509876 = 1123456
LalollEl —
MUCC Ingtruction Manual available st www.nuce org PLEASE PRINT OR TYPE APPROVEL UMB-US3B- 1197 FURM T200 (L2 12)
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L=

%E%

HEALTH INSURANCE CLAIM FOFIM

Mail completed form to:
Gainwell Technologies
P.O. Box 91020

Baton Rouge, LA 70821

APPROVED EY NATICWAL UNIFORM CLARA COMMTTEE (NUCC
FICA " b
1. KEDICARE MED:CAID - TRICARE CHALPYA 4_ ‘L"'! FLAN ;,E} f."l'; OTHER| 13. INSURED'S LD, NUMBER [For Progeamin 1Em 1)
acion) [ ] Mooy [ a0 ] 25 “[eos | 1234567890123
2. PATIZNT'S NAME [Last Mamg, Frst Name, Mdde inifal £ PATIENTZ 3F"|" MATE SEN 4 INEUREDS NAME (Last Narng, Flrst Mame, hidole inlla)
LOU, JANNIE 061172 %
E s ADDREBS (uo,, Sren) € PATIENT RELATICME INSURED =LA DFE (har = 1
1234 ANYLANE .‘-r\;l|x| -{-.'ru.':n.[ ] oh r.—| lr'-'-rl |
CIT STATE | €. RESER VED FOR NUCE LIGE Cmy ETATE
MYTOWN LA
JP CODE TELEP HONE (ndue Aes Coan 2l OE TELEFHONE (Indude .in!.‘..f.\:t‘!}
70000 { 225) 999-7777 ( )
8. OTHER INSURED'S NANE (Lasl Name, Fisl Nama, Midie hitan 10, ISPATIERT'S CORDITION RELATED TO: 1. INSURED'S PCLICY GROUP OR FECA NUMEER

HER INSURED'S PCLICY OR GROUP HURMEEF
TF'L CODE IF APPLICABLE

b RESERVED FOR MUCC USE

a. EMPLOYMENT?

{Cument or Prewous)

= ASSERVED F R NUCC USE

d. INSURANCE FLAN HAME OR PROIAR A 10d. CLAM CODES (Ded gnaad by KUCT)

BEFORE COLIPL ETI\O K Sﬁ\ l‘-ﬂ THIS FORM .
AT 1 autnonse m e cal or AMer InTamANen necass |

a. INSURED'S E

E JE OF 3FT-| SEX
o 1

: L

THER CLAIM 1D {Des gnated by WUCC)

PLE

d. 15 THERE ANCTHER HEALTH BENEFIT FLAN?

YES j O

2. INSURED'S OR AUTHCRZED FEREONS SIGRATURE I aithoriza
payment of madical benaftls D theunoersigned Mysdan o oupaiar o

ifyes, compets ilems 9, 92, and 9

P —<¢————— PATIENT AND INSURED INFORMATION —————|4—CARRIER—)—

I ml Encfis diher or J.wll ¥ i l ty whoaocepls esaignment saraces ceso bed belon
SKSMED DATE HIGHEL
& :'J:'I ll LJAF Iii'IIII MEBB INJURY, o PREGHANCY (LMF) |15 OF HER DATE e 0t e 16 DA .-_}I‘l-,l:‘l_[‘li}li_ O WCRK M CLUE Ili llfll[ l'klr H
' A an 0 ¥ A DD o ]
GUAL | cua ! ! FROIM i T i
77 WAUIE OF FEFERAING PROVIDER CF GTHER SOURGE 16 HOSFIT AL AT 10K DATES FELAT £ TO CURFENT SEFUICES
i o [ ] 1}
FRCM T JI
ADCAT IOMIAL CLAIR | MNFORMMATION (Desigrated by NUCT) 20, QLT 3IDE LaE FCHARCES
[ ]ves Mo
21 DIAGNOBIS CH MATURE OF ILLMESS CF ML ez AL nsaruce ne beon 24E) ol 22 RESUBMISSION
Dind | ¥ § CJ0E CRIGINAL REF, NO
. 127689 = o
£ r " 5 23 PRICA ALTHCRIZATION HLNEEFR
A i Lotk PA # IF APPLICABLE
24 A DATE(D OF SERVICE g c : L E F ) H 1 z
Frem To fLATE OF | MG S| el RENDEFING (]
MM DD tad DD SERMEE | EMG FONMTER §CHARGES uns | Pe | ouse PRCMDER 1D, # E
1 1 | | 1 z
@ oozl ol 12 ss125 | UN | A 9000 | 30 | |um £
w
z
2 1 1 1 P T e v et o
@ 0|19 |02 w w12 85125 | UN | A 7500 | 25 | [we &
3 1 1 | 1 [ T T S e e - - §
= | = T &
T
4 1 1 1 | S et R =
{ | : (o | | I . S
5 <
1 1 1 | 1 I D B toeiets bufiatatatatedet b b Lt
- ,' | & - A I 2
>
1 1 | e T T T S SN NRUIPUSHS DU pp—— - o
9 - ,. . - [ 1 [ g
IERAL TAX | O NUNBER 4 EIN 28 PATIENT'S ACCOUNT NO 27 A I;,l.:i.ll:‘l ;4|_:|I‘.l-‘;1"- 28 TOTAL CHARGE 23, AMCUNT PaID Rewd for ML g
1234 X|ves [ |no 165.00 |
o { . 1
31 32. BERVICE FACILTY LOCATION INFORMATION 3 BLLNGFROVIDER INFO&FH#  { 800 ) 33-3333
ik HERE FOR YOU WAIVER
.;..h 10 B e are a0 a g 700 MAIN ST
JANE DOE, MD ANY TOWN, LA 70000
2/28/19 T
SI30IED DATE L = 1326547895 - 1987654
MNUCT Inglnuction Manual available ab www.nuce org PLEASE PRINT OR TYPE AFPROVED UMB-UZ38- 1197 FURM ToU (U 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:

J 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.
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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.

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

WAIVER

Mail completed form to:
Gainwell Technologies

P.O. Box 91020
HEALTH INSURANCE CLAIM FORM Baton Rouge, LA 70821
APPROVED EY HATICNAL UNIFORM CLAIM COMM TTES (NUCC) TEHZ
TRICARE CHALPYA, 1] 1a. INBURED'S |.C. NUMBER or Pronramin e 1
[ rosocos e 0 | 9876543210123
B st Mama, Midde Inita £ INEURED S HAME (st Mar Fir:
Jayco Travis
ADDRES 0., Shreat) 1=1LF L DFE o, Steel)
CITY STATE | & RESERVED FORNUCC US CITY I BTATE
JARPCODE TELEPHONE (nodude Ao Coca) 2l 2DE TELEPHONE [Indude Area Codla)
{ ) ( )
2. JTHER INSURED S MANE (Lasl Marme, First Mame, Midde i) S PATIENT'S COMNDITION RELATED T 11 INSURED'S FOLICY GROUP OR FECA MUMBER

TER BLURED S PO OF GROLIR HOTEEF
TPL Code if Applicable

h RESERVED FOR HU '."l ISE

c. RESERVED FCR N

d IHSURAKCE FLAN HaME fF PROGA

Akt HWARE

READ EACK DF FOHI I BEFOHE COI'IFI.ETI'- 8. SiG\ I\G 'I'HISFOHI'I

SAMPLE; [ .
EXAMPLE.

F BIRTH
I

THER CLAIMID {Des grated by KU

|
I
I

NSURANCE PLAN N

AME OR PROGR AM HAME

| 4————— PATIENT AND INSURED INFORMATION —————~|<—CARRIER —)-

12, PATIEMT'S OR AUTHORIZED Ahari2E the release of any m cal oF tner |RTCHAoh nECEsse | PR
1o proce: 1 | AS0 recMest pay ml. 'J e \m .nrl H, z Srice
taiom ‘ (
SIENIED U SE 0 N L FIGHE
14 II-\ E OF CURF \I |||| NE NIURY, or PAREGHANCY _MF) |‘ O HEF DATE 16 DA II'-I IT LIMAELE Ty F M L II HT OCTLPATION
I ¥ kA | oo
Gl | e | FROM | R !
= HANIE OF AEFERAING FAOWOER OF DTHER SoURGE 7] | B . 18, HOSPITALIZ AT 10N DATESF TED T O CURRENT SEF
e o R 1 D [ o] | oo
H 17 KPI F (N T I
ADDAT IORIAL SLAIR | FMFORMMATION (Desiop ated by HICC 20. OUTSIDE LAE FCHARCES
| Jves I
1 DIAGRICEIS OF HATURE OF ILLNESS OF INJUAY Felate &L 5 ser uceline beow (24F = 2 RESUBMISSION
LD Ind, | 1 [atalul= CRIGINAL REF. I.
. L7689 o g Aoz 8347196798700
= & < iy 23. FRICR ALTHORIZATION MUMEER
i L] FPrior Ruth #
24 El & [0 5, OF SPFLIES E. F a_ | H =
tances) DI AGNCSI S T A s T c
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SAMPLE CLAIM FORM
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HEALTH INSURANCE CLAIM FORM
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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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