LOUISIANA MEDICAID PROGRAM ISSUED: 05/22/19

REPLACED: 01/01/19
CHAPTER 7: COMMUNITY CHOICES WAIVER
APPENDIXD: CLAIMS RELATED INFORMATION PAGE(S) 15

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:

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:

. 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 / You mustwrite
1 Tricare /Champva/ Required-- Enter an “X” in the box marked Medicaid “WAIVER” atthe top
Group Health Plan/ (Medicaid #). center of the Louisiana
FecaBlk Lung Medicaid claim form.
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 ID Number NOTE: The recipients' 13-digit Medicaid ID number must
be used to 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 recipients 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 NUCCUse | Leave Blank
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 Ori\‘ Lﬁhbe G'dtigitg‘?de
< DAl assigned 6-digit TPL carrier code is required in this snoulc be entered in
9a 82%1)' r,llsﬁrrn%def Policy or block. The carrier code isindicated on the Medicaid te':]'tse?zlads'hgf N%L ens
Eligibilty verification (MEVS) responseasthe Netwvork | or the word TPL in the
Provider Identificaion 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 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
11a Situational- Complete if appropriate or leave blank.
Sex
Other Claim ID
11b (Designated by NUCC) Leave Blank.
Insurance Plan Name or T . .
11c ProgramNarme Situational- Complete if appropriate or leave blank.
Is There Another Health T . .
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 T I . :
13 Person's Signatre Situational- Obtain signature if appropriate or leave
blank.
(Payment)
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Locator # Description Instructions Alerts
Date of Currentlliness/ :
14 Injury / Pregnancy Optional.
15 Other Date Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
ForLA Medicaid
“Other Source”is
defined asthe
ordering provider or
referring provider.
17 Name of Referring Situational-Complete if applicable
Provider or Other Source ' Any provider
entered as an
ordering ora
referring provider
must be enrolled
with LA Medicaid.
17a Other ID# Situational- Complete if applicable.
Situational-1f17 or 17ais completed, this field is
17b NP required.
Hospitalization Dates
18 Relatedto Current Optional.
Services
Additonal 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 vertical, dotted lines inthe upper right-hand portion of
the field. -
The most specific
10. diagnosis codes must
0 ICD-10-CM beused. General
21 Required - Enter the most currentICD diagnosis code. Zggee;tzkrﬁ;m
, . NOTE: ICD-10 external cause ofinjury diagnosis codes | +
::I?rlwigsgos:sl rc]).rulr\lamre of V, W, X, and Y will be acceptable as non-primary
ury diagnosis codes.
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 remitiance advice in the “Original
Ref. No.” portion ofthis field. To adjust or void more
. than one claim lineon a
Resubmission Code Appropriate reason codes follow: claim, a separate form
22 and/or Original . Isrequired for each
Adjustments claim line since each
Reference Number 01 = Third Party Liabilty Recovery line hasa different
02 = Provider Correction '”terga' control
03 = Fiscal AgentError numoer.
90 = State Office Use Only —Recovery
99 = Other
Voids
10 = Claim Paid for Wrong Recipient
11 = Claim Paid for Wrong Provider
00 = Other
23 ’F\]rior Autorization (PA) Required-Enter the 9-Digit PA number in this field.
umber
Supplemental o
24 Information Situational.
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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 eightdigit (MM DD YYYY)
format is acceptable.
. Required-- Enter the appropriate place ofservice code
248 Place of Service for the servicesrendered.
24C EMG Leave Blank.
Required-- Enter the procedure code(s) for services
Procedures. Services. or rendered in the un-shaded area(s).
24D ' ’ ’
Supplies If amodifier(s) is required, enter the appropriate modifier
in the correctfield.
Required - Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference
24E Diagnosis Pointer letier (“A”,“B”, efc.) inthis block.
More than one diagnosis/reference number may be
related to a single procedure code.
Required-- Enter usual and customary charges for the
24F $Charges service rendered.
. Required-- Enter the number ofunits billed for the
246 Daysor Unts 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.
. Optional.Ifpossible, leave blank for Louisiana Medicaid
241 ID Qualifier billng.
. . ) ) ) In instances where the
Situational- Ifappropriate, entering the Rendering billing provider is
Provider’s 7-digitMedicaid Provider Number in the required to link
. . shaded portion of the block is required. attending providers of
249 Rendering Provider|.D. # Entering the Rendering Provider's NPl in the non-shaded | services, entering the
portion of the blockis required when the seven-digit attending provider
provider number is entered in the shaded portion. Medicaid ID numberis
required.
25 Federal Tax [.D.Number | Optional.
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Locator # Description Instructions Alerts
Situational- Enter the provider specific identifier
' assigned to the recipient This number will appear on the
26 Pateents AccountNo. Remitance Advice (RA). ltmay consist of letters and/or
numbers and may be a maximum of 20 characters.
. Optional. Claimfling acknowledges acceptance of
27 Accept Assignment? Medicaid assignment.
o8 Total Charge Re.qu ired—Enter the total of all chargeslisted on the
claim.
Situational- If TPL applies and block 9Ais completed,
enter the amount paid by the primary payor (including
. any contracted adjustments). Enter ‘0’ if the third party
29 Amount Paid did not pay.
If TPL does notapply to the claim, leave blank.
30 Reservedfor NUCCuse | Leave Blank.
: - Optional -- The practitioner or the practiioner’s
S'Q”a?“fe of Ph_yS|C|an OF 1 authorized representative’s original signature is no longer
Supplier Including required
31 Degreesor Credentials g '
Date Required-- Enter the date of the signature.
32 ﬁ]?(:\r/rlggﬁléﬁcmty Locaton Situational- Complete as appropriate or leave blank.
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.
. - o o The 10-digit NPI
33a NPl Reqtt)Jlred—Enterthe biling provider’s 10-digitNPI Nuember'r%'ust appear
number. on paper claims.
Required—-Enter the biling provider’s seven-digit The seven-digit
33b Other ID# Medicaid ID number. Medicaid Provider
ie . . Number must appear
ID Qualifier - Optional. Ifpossible, leave blank for on paper claims.
Louisiana Medicaid billing.
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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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SAMPLE WAIVER CLAIM FORM

HiEE

35 WAIVER

HEALTH INSURANCE CLAIM FORM

AFPROVED EY MATICRHAL UNIFORM CLAIM COMMTTES (NUCC) 024

5

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

Baton Rouge, LA 70821

[T A
| MEDICAFE MEDICAID TRICARE CHALF BEQE, L e R 13 INSURED'S | 0. NUMBER [For FYoqran in e 1
e a8 [ %] ez (ADHDCO) o 08 | | (10 i 9876543210123
2 PATI '8 NAME (Last Mame, Frst Name, Midde Inif a) 4 INGURED'S HAME (Last rame, First Mame, hidce inital)
Jayco, Travis
S PATIENTS ADDRESS fu0. 505 ADDRESS (Mo, Stresl)
oy cTY [sTaTE

AP CODE jude Area Coco)

( )

HER INGURED S MNAME (Lal Marme, Arsl Nane, Midle |

5 ED'S POLICY OF GROUF NUMEER
TPL Code if Applicable
I RESERVED FOR HUCT LUSE

©. RESERVED FCH NUCC USE

d, INSURANCE FLAN NAME OR PROGRAM NAME

EF ORE COMPLE
TUAE | author
rTEnt e

SIERED

TELEFHONE [Indude Area Cocle}

L

11 INSURED'S FOLICT GROUP OR FECA HUMESR

ZIP CODE

a. INSURED'S DATE OF BIHTH SEX
MM | DD | R
I

. " 2

1 CLAIN D {Desgrated

9,93, anclBd

| athaoriza
or eupdiian for

SGHEL

15, OTHER DATE

18 DATE OF CURRENT ILLMESS, [MIUAY, 0F PREGHANGY (LMF)
Ml oo ks
CIAL |

GUAL L
17. HAME CF REFERRING PROWDER OF OTHER SOURCE

»-| 44— PATIENT AND INSURED |N|50n MATION ———|<—CARRIER—)

16 =S PATIENT UNABLE TOUNMOAK
1h oo i3

I

M CURHENT OCCUPATION
| [E5]

1 |

S AELATED TOCURRENT SERYICE

v (L
1

8 ADCIT ICRAL CLAIN | NFORMAT ION (Desip etec by MOCT

AT P L s e e Feen B

E . OF SUFFLIES B , e HT 1
i) |l aGEnCES b e I
Mk | WICDIFIER FONTER § CHARGES unig | P | cusL

§ CHARCES

CRIGINAL REF. MO

23 PRICR ALTHORIZATION HUMEER
Prior Auth #

="

| un |

85125

ss125 | UN |

A | 90!00| < I Y

A ?5!00| 25 | ._h.:'l.

OR SUPPLIER INFORMATION

o) N & I S ' B \°

PHYSICIAN

25. FEDE AAL TAX | 0. NUMBER

| 32 SERVICE FACILT Y LOCATICN INFCRAMATICH

1 BUFFLIER
L

apgly
Biller
12/05/18

DATE

SIGHED

|23 TOTAL CHARGE |2:'. AMCUMT PaID 30. R for NUCC Lisa
& 165,00 | 5 | !

|32 BLUNGFROVIDER INFO2 FH# (225 ) 555-4957 '
HERE FOR YOU WAIVER

| 200 MAIN ST

| ANY TOWN, LA 70000

|- 1234509876 |- 1123456

MNUCT Inguction Manual available ab www. nuce org

Sem—
PLEASE PRINT OR TYPE

TP TIOVED U o o7 Tt oD e 12
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[EiE
BN
HEALTH INSURANCE CLAIM FORM

AFFRCVED BY NATICNAL UNIFORM CLAI COMMTTES NUCT

FICA

] WAIVER

Mail completed forms to:
DXC Technology

P.0. Box 91020

Baton Rouge, LA 70821

70000 ( 225) 999-7777

9. OTHER INSURED' S NANE fLacl Name, Fasl Nama, Midsle hila) 110, ISPATIENT'S CONDITICH RELATED T

& OTHER INSURED'S PCLICY. OF GROUP NUREEF

TPL CODE IF APPLICABLE

& ENFLOYMIENTT (Oment o Pr

Bas)

SERVED FOR NUCE USE AT
b RESERVED FOR MUCC USE nAUTOA FLACE cSiaie
- A=SERVEL FLR NUCC USE M PI

d IMSURANCE FLAN HaME TR PRGN AM NAME 109 CLAM CCDES (Ded gnadad by RUCC

READ B.hC‘l( OF FORF.I BEFCRE COHP&E‘I’!\O & SIGNING THIS FORN.

CA
1. NEDICARE MED: A0 = TRICARE CHAMPVA dLﬂL & cian -:-,"I; OTHER| 13, INSURED'S 1 D, KUMBER (For Program in fem 1)
Frb ) |x| Mlidecadd) [iat Celoat ] 2w A | ! |_] (08 1234567890123
2 PATIENT'S NAME (Last Mama, Arst Hame, Mdde intial 2 F T ENT :—GF"'F MATE REA 4 |NEUREDS NAME (Last Narmi, Firs! hlame, hiocde Inltad)
LOU.JANNIE 0 11({72 ~ x
s ADDREBS (i, B G, FETE ELATICNS HIP T INSURED 7 INEURED'E ADDRESS (W0, Stash)
1234 ANYLANE .‘-r_‘:l1x| -":Tu.':-‘.[ ].n l‘:—| lr'-'-rl |
CIT STATE | £ RESER VED FOR NUCT USE CY BGE
MYTOWN LA
TR CO0E TELEPHONE Jnoude fes Coo 2IF TELEFHINE [Indude Araa Cocla)

SO0E ‘

e

11 INSURED'S POLICY GROUP OR FECA HUMBER

4. NSV =‘EE S04 __—BFT-i

. s o

EXAMPtE

1 CLAIK D {Des gratsd by BT

5 THERE AWOTHER HEALTH BENEFIT FLANY

:fl-:

1= n;:.:m:a: OR AUTHORTED FERSONE BIGNATURE ! ainoriza

ifyes, compals iams 9, 92, and 0o

»- —————— PATIENT AND INSURED INFORMATION ————|=<{—CARRIER—)~

@ oertfy Mhal 1he S1aEments on ha rewerse

X 1 ALITHORL " 26 MErel Base CF any MEm taj Cr el IAfamanen fecessery pastnen L ot madical tenatis b heun dersigrod gy din of cupeiar o
3 =5 Mils Gl | a0 .,n u;.m. e |nl .nn dtner omEel o o he {0 2l s menl saruces deso bed below i
[§ "
SIGNED DeTE s
10 DATE OF CURRENT ILLNESS INJURY, or PREGNANGY (LMF) [ 15 OTHER DATE » 16 DATES EETIENT UNAELE 10 WERK 1 CURRENT CECUPATICN
ML ] Yy 4 G mM i % | Do
GUAL I | FROM : TS :
7 MALIE CF PEFERANG PACIDER OF OTHER SO0RCE 17 i 16, HOSPITALLZAT 0N DATES FIELATED TOCUARENT SEFVICES
RN s e et o i i k2 D nave DL (h s 1 oo
170 MR FROIM T J|
ADCIT ICRIAL CLAI | NFCRRATICN (e ated by MOCD) 20, CLT SIDE LAE? SCIARCES
[ ]ves =
21 DIAGNCENS CF HMATUREOF ILLMESS CF INJUAY Feste AL D eawce | ne beow (246 Y 2 RESUEMISEION
s ] | CICE CRIGINAL REF, NO
. 1 £7689 3 & &
E " & i 23 PRICR ATHCRIZATICN HLWEER
i L PA # IF APPLICABLE
29 A DATE(S) OF GERMVICE B VICES, OF SUFFLIES E E z_ |k ] z
Frem o PLACE OF umstances) DlAGHCES b ol -+ T RENDERING o
Wi DD O SERuGE | EMa WODIEIER PONTER § CHARGES s | e | oust FECMDER ID. # E
1 | | ! =
2| ot l19]oz| ot ]| 2 A 90100 | 30 | [ g
[T
2 1 1 | R B S &
@ 0|19 |02 00 |m| A 7500 | 25 | @ &
a
e/ 1 1 1 s B el (St S &
&
| | /- I I 5
]
4 1 1 | 1 O I i e =
i : | L I O S
=
<
1 1 T L L )
S 5
- ,' - - L ] | [w 3
>
B 1 I e A E S . L z
H I ! | | [ 1 | | =]
EDEFAL TAX | O NUNMEER Hd EIh 28 PATIENT'S ACCOLET ND 27 A I'IJ| ILIRI M ! 2 TOTAL CHARGE 23, AMCUNT P&l 20 Rewd for NUCT LUse
1234 | ves |ne '3 165.00 - I
51 SGNATURE CF FHYSZ1IAN CF SUPFLIER | 32 SERVICE FACILTY LOCATION INFCRMATICON |3 BLLNGFROVDS INFOEFRe (800 ) 2333333
e T A L HERE FOR YOU WAIVER

gy 10 s D1 ang e macs @ patl hasso!) 700 MAINST

JANE DOE, MD ANY TOWN, LA 70000

sicvieD 4708 |+ 1326547895 - 1987654

NUCC Indruction Manual available b www, nuce org PLEASE PRINT OR TYPE AFPROVED CMB-UZ38- 17197 FURM T (U2 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 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/\oid 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/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

EizE
i
HEALTH INSURANCE CLAIM FORIA

AFPPROVED BY NATICNAL

TR

URIF AR CLAIR COMM TTES (HUCC

WAIVER

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

Baton Rouge, LA 70821

T

MEDICAID

TRICARE
(D00

CHALPYA,

I WELICARE
o ) fheamber 108 |

A 14, INBURED'S LD, NUMBER o

9876543210123

Yooramin e 13

TPL Code |prphcabIe

 RESERWED FOR HUCE USE

L]

CTHER &

c. RESERYED FOR HUCC USE

d_ INSURANCE FLAN HAME OR PROGA AW NAME

hGTHISFOHfl
Ay meck cal o ofher Informaton necs

READ BA DF FORH BEFOHE COI-'IFI.ET"-G.
AJTHORIZED PERE i AN 12E e
43H | HE0 PECMEST DA \rllr u e m\ ke o

SIENED

SAMPLE:;"“““ L
XAMPLE

2. PATIE MAME b o, Midda nital) ¥ £ IHEURED'S HAME (st Mane | First Mag

Jayco Travis K |

= ADDRESS (uo., Strest) "'.III\‘:II'I. 1 7 INEURED'S ADDRESS (o, Steetl)
i oner[ |

€Ty STATE | FESERVEDFORNUSE USE CTY STATE

FoOOE TELEF HONE (noutie e Goc) 2P SCCE TELEFHCNE (Indude Area Code)
3. OTHER IHSURED S MANE (Lasl [ame, Fisl ame, Mcdle Fil |12, 15 PaTIENT'S CONDITION RELATED Tor 1 INSURED'S FOLICT GROUF OR FECA NUMESR

SURED'S POLICY CF GROUP HUMEER =

CF BRTH
L

sl

Th LAIM D) fDE= gratedt oy MUCT)

!
NSURANCE PLAN NAME OR PROGR AWM HAME

|5 THERE ANOTHER HEALTH BENEFIT FLANT

iyes, com pals il

s

Hysican or cupgilar far

]

USE“ON LY

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

4. DA FOF CURAE |\:|_||| NESS [MUURTY, or FRESHANCY L WMFY |‘ T HEF DATE
il Lol ¥ aal
] L i L » L = 1 ‘
4 HARIE COF HEFEHRIMNG PROVDER OF HER SOURCE ',‘
17 MPL
ADDITICRAL CLAIN T RFORRATION (D=aip stecd by HUSC)
H DIAGNCEIE OF HATURE OF ILLHESS OF NIUFY Fesle &L G saraceline teow @48 1| > REEUBMISSION
Dind |} CODE CRIGINAL RE
. LZ7689 5 sz | 8347198798700
: & 23 PRICR ALTHTRIZATION HUMEER
; Prior ARuth #
26 A CATE(S OF BEPWICE B E F 5 |0 z
™ LA | AGNORIS niie s =
Wb tb OO ( |sEAvGE| Emer PCINTER | §CHARGES uis_|'a| cuse E
L Er os | 18 | 11| os | 18| 12 A 8d00| =8 | [wn| i
i i 4 HPl | E
2
] e B i bR e naa s i =
g [ 1| [ :
o
) 1 | | [ T B S 1 &
] : | - N [ g
@
1 1 | e R et B =
1 - | | T S R ]
___________________ =
S | | . I I g
| | ! | @
>
,,,,,,,,,,,,,,,,,,, T
1 I | |
8 A - | [ ) S (1 7 2
VEFAL TR 10 MUNEER =0 EIN 26 PATIENT'S ACCOUNT MO 2 TOTAL CHARGE [3. arCUNT Faln Fisal for MUCE Uk
1234 84,00 !
32. SERVICE FACIITY LGCATICN INFCRMATICN 3 ELLNGFROVIDES INFCEFHe (225 | 5554957

HERE FOR YOU WAIVER

{0 ety
_spdyinthic 200 MAIN ST
Biller ANY TOWN, LA 70000
Sivien [ [ 1234500876 |» 1123456
MUICE netcticn Manual available o g PLEASE PRINT OR TYPE NS = T W) = ===k S =l S £ B R W (e =]
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o |

O 0 A O N -

D
B

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCT) 0242

[T rea

SAMPLE CLAIM FORM

moa [T

1. MEDICARE MEDRCAID TRICARE

|

L]

| 2. PATIENT'S NAME (Lust Maeno, First Narno, Middio Initiol)

OTHER | 1n, INSURED'S LD, NUMBER (For Program i fem 1)

Dﬂ&gﬁ“%g%gm

il 2

| 4. INGUREDYS NAME (Last Nama, First Name, Middio intal)

5 PATIENTS ADDRESS (Mo, Strest)

6. PATIENT RELATIONSHIP TO INSURED

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

Gy

STATE | 8. RESERVED FOR NUCC USE

ZIP CODE

)

| TELEPHONE (include Arsa Coda}

8. OTHER INSURED™S NAME (Last Name, Firet Name, Midde infial)

. OTHER INSURED'S POLICY OR GROUP NUMBER

b RESERVED FOR NUCG USE

«©. RESEAVED FOR NUCC USE

& OTHER

b. ALUTO AGGIDENTT

10. 15 PATIENT™S CONDITION RELATED TO:

a. EMPLOYMENT? (Curmant or Provious) o =~

PLAGE (State)

. mmammmm

- N
mwrmi D L
uc?mmnmum g

|

Dms Dm L_.|
D"‘ﬂ [(ne

o INSURANCGE PLAN NAME OR PROGRAM NAME

Tod, mﬁm HW' [

READ BACK OF FORM BEFORE m m ; ﬂ'".
12 PATIENTSOHN.IWFIE‘EJ Pm%rors SIGNATURE |-ﬁih*—uwnﬂl¢d.m_

PATIENT AND INSURED INFORMATION — %< CARRIER— )~

d. IS THERE ANOTHER HEALTH BENEFIT PLANT
[Jves [ |wo &y complewnoms 9, 8, and sa.

53, INSURELYS O AUTHORIZED PERSON'S SIGNATURE | auoras
" paymen of Bignad pHysician o BUppleT
arvioss Soscribed bolow.

{I ceriify that the stslamonts on the reverse
apphy 1 this bil and an mads 4 part thersol.)

DATE

Process this cheim. |  gwernr —"
BIGNED , - |  swNen b
"'EQTTW“'EWM% T = "MEWWWWWNWWTW Py
1 SLIAL - N
17, mwmmmmm |_ | 1. W&mﬁmmwﬂmmctmemm
i 175 WPt | i |
|ummlmmﬁmnm TR 20. OUTBIDE LABT S CHARGES
. (v [wo | |
mmmmnew OR INJURY e beow (48 1ooma| | 2= BRRgeston | CRIGINAL REF. NO.
ol n.l__ c L o | 1
El L Y ] o 23. PRIOR AUTHORIZATION NUMBER
I W ] . 1 | P L
24 A, _ DATE[S) OF SERWICE D. PROCEDUREBS, BERVICES, DR BUPPLIES B F. - % 3
T AN To ﬂ.lnEcF l (Expiain Unusual Clreumstances) DIAGNOSIS on Farlly| D a E
| w04 CD0 o MM DD Yy |sSeE|EMG | CPTMCPCS | MODIFIER POINTER |  $ CHARGES e | | CuAL PROVIDER ID. # E
. | | - | | b E
- | | | § | 1l | | (i
] L | | § - - | T ] —
S | 1 [ I - | N Y I . §
A S - o | | i | ! i | | R g
- L1 1 | | | e &
26, FEDERAL TAX LD. NUMBER 88N EN 28, PATIENT'S ACCOUNT NO. 28 TOTAL CHARGE 20 AMOUNT PAID 30. Rarwd for NUCC Uss
0] |d5mﬁEE : : & _
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SEAVICE FACILITY LOCATION INFORMATION nmmmlm- ( )
INCLUDING DEGREES OR CREDENTIALS

&

mmm;@aﬁwmmm

e ——————
PLEASE PRINT OR TYPE

AFPPROVED OME-0938-1197 FORM 1500 (02-12)
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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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