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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:

o 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 beneficiary’s 13-digit Medicaid 1.D.
number exactly as it appears when checking recipient
eligibility through MEVS, eMEVS, or REVS.
fa | Insured's IDNumber | \orE. The beneficiary's 13-digit Medicaid ID number
must be used to bill claims. The CCN number from the
plastic ID card is NOT acceptable. The ID number must
match the beneficiary’s name in Block 2.
9 Patient's Name quuirgq - Enter the beneficiary’s last name, first name,
middle initial.
N Situational — Enter the beneficiary’s date of birth using
Patient's Birth Date six digits (MM DD YY). If there is only one digit in this
field, precede that digit with a zero (for example, 01 02
3 07).
Sex Enter an “X” in the appropriate box to show the sex of the
beneficiary.
; Situational — Complete correctly if the beneficiary has
4 Insured’s Name . ) :
other insurance; otherwise, leave blank.
5 Patient’s Address Optional — Print the beneficiary’s permanent address.
6 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 beneficiary has no other coverage, leave
blank.
If there is other commercial insurance coverage, the state O#LTJTJ‘* ﬁ'dtigitg‘_’de
. ' . . : . : shou e entered In
Other Insured’s Policy or assigned 6-d|g|t. TPL carmer cgde 's required |n.th|.s this field. DO NOT
9a G block. The carrier code is indicated on the Medicaid
roup Number o e 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 T : ,
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 :glsurance Plan Name or Situational — Complete if appropriate or leave blank.
rogram Name
Is There Another Health . . .
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 I 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 e . .
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 - If17 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
10 diagnosis codes must
0 ICD-10-CM be used. General
21 Required — Enter the most current ICD diagnosis code. :gg:;t:rbﬁ:m
Diaanosis or Nature of NOTE: ICD-10 external cause of injury diagnosis codes
9 . V, W, X, and Y will be acceptable as non-primary
lliness 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: ?'aim, a separate form
22 and/or Original . isre qu."ed for each
Reference Number Adjustments claim line since each
elerence U 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 Beneficiary
11 = Claim Paid for Wrong Provider
00 = Other
g3 | Prior Authorization (PA) | o ired — 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.
24B 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).
24D Supplies Y Y
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 ID 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 NPI 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 I.D. Number | Optional.
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Locator # Description Instructions Alerts
Situational — Enter the provider specific identifier
assigned to the beneficiary. This number will appear on
26 Patient’s Account No. the Remittance Advice (RA). It may consist of letters
and/or numbers and may be a maximum of 20
characters.
97 Accept Assignment? Optlpngl. CIaym filing acknowledges acceptance of
Medicaid assignment.
28 Total Charge Reguwed — 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.
Signature of Physician or Optlopal --The practlt!on’er or the prgctltloner.s
. . authorized representative’s original signature is no longer
Supplier Including required
31 Degrees or Credentials g '
Date Required -- Enter the date of the signature.
32 Service Facmty Location Situational — Complete as appropriate or leave blank.
Information
32a NPI# Optional.
32b Other ID# Situational — Complete if appropriate or leave blank.
Billing Provider Info & Required -- Enter the provider name, address including
33 )
Phone # zip code and telephone number.
oo s P i The 10-digit NPI
333 NP Rqulred Enter the billing provider's 10-digit NPI Number must appear
NUMDETr. on paper claims.
Required — Enter the billing provider's seven-digit .
Medicaid 1D number. phe sevendight
33b Other ID# 3 ' ' Number must appear
ID Qualifier - Optional. 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 FORM3/15/21

Eh&'EI Mail completed form to: T
8 WAIVER &yt
=155 P.O. Box 91020 i
I
HEALTH INSURANCE CLAIM FORM Baton Rouge, LA 70821 B
AFFR OVED B MATION AL URIFORM CLAIM CORM TTEE (NUCC) 0242 g
T —:k
1. NEDICARE WEDI Sl D TRICARE _ OTHER|1a. INSURED'S D, NUMBER Far Program in e 1
macsesing) | X edicaies [ | AD#Dc0) “[Jues | 9876543210123
2. PATIENT'S NAME (Last Mame, FArst Name, Midds Inifal) SEX 4 INEURED S HAME (_asl rame, First name, Midde Inital)
Jayco Traws |
i ADDRESS (0., Srest) ATIEMT ATIC * TO IMNSURED HELIF DDRESS (M0, Seen
:-rrr| | i:run-'!| |.n n_| |r'-'-|| |
CITY STATE | 8. AESERVED FOR NUCC USE Y [eTaTE =z
=}
| E
IR CDOE TELEPHONE Qnoude Aea Coca) 2l DE TELEFPHONE [Indude Area Cocla) g
. &
R JE £ R el K h S
3. OTHER INSURED'S MANE iLast Mame, Firsl Mana, Middle Rl 10|15 PATIENT'S CONDITION RELATED TQ: 11, INSUREC'S FOLICT GROUP O FECA NULEER =
o
w
HEA INSURED LICY CF GAOUP HUMEEF i R (i =) 3. INSURED S DATE OF BIFTH SEX =
b0
TPL Code 1prpI|cabIe W i M FlL 7
REERERVED EOR NOODILIE HELIBEHT: FLACE (Saie) | B CTHER CLAINID {Des grats oy UCS) o
. - i ! =
_| - L | g
c. RESERVED FOR HUCC USE OTHER ACCIDENT? =1 'E
u W
! E
4 NSURANCE FLAN HAME OF PROGRAM NALIE i Wi A W T
READ EIACI( OF FORI BEFO‘HE COHPI.ETI-G & SKNNG THIS FORN
12. PATIEMT'S OR AUTHORIZED 0FIZE the red ease of r\'1'|rr'|rr|| FORMANCH NECESSENY ot
1 pr ciaim . | @S0 recpEst pa rn|| !3 e |r|| .nfl et e
[e=I{ul1]
SIGHED U SE O N L 1 GHED
14 _'-,JI|:-\' E OF A LIHHE | | ILUME S, [MJURY, OF PHESHAMNCY (CME) I‘ CITHER DATE 16 DATES PATIE .‘|_I|_"|.'.| LE '\-\I‘ CAE M CUF | | |I| rl|“ L _‘” ” *
Al | Culi ! FROM | TO !
HAME CF FAEFERAING r.*\|| O CTHER SOURCE 7al - - 1B. HOSPITALIZAT 10N DATES RELATED TOCURRENT SERVICES
s I S r il =l [} [ I oo
Ja| MFL FROM | T I
90 ADDITICRLAL CLANT | FFCALAT IOH (Desiated by MGG o0, OLT SIDE LAE TOHARCES
[ fa]
D1 DIAGRCEIE CF HATURE OF ILLMESS OF INJURY Felzie &L saruceline beiow [24E) | 2. RESLEMISSI 0N i
| Co0E (ORI EN AL REF. MO
. | £7689 & ol
g & e 24 23 PRICR ALTHCRIZATION NULEER
i 1df Prior Auth #
24 DATE(S) OF SERMICE C. WICES, OF SUFFLIES E. F T ] Z
Frem Ta |LACE stances) Ol IS S ks BEY o o
Wk 0D MM DD ¥ SEIACE| M WIDDIFIER FOIMTER § CHeRGES unis | P | cusl £
| | N | SR 4 E
1o ] 18] 1] o8| 2 A 9000 | 30 | e g
| [T
i " i ' R S e &
1] 00 | 18 | 14 08 | 18 12 A ?5:00 | 25 | o &
i t .
1 1 1 | 1 T —— 1
P : . I P [ [wn £
@
1 T R R T HERNRR G BRI (S AR e (G s
|| i | - A I S
=
I | 1 I | | , ST TN B 1T S e o e ey, S
. " 4
] : [ | P | [ £
>
| | [ N S T T I
: : | . B | [ [w &
IE RAL TAX | D MURE 350 EIN PATIENT'S A Ji HC . .'L I'JI i |I e TOT AL CHARGE 29, AMOUNT Pall 30. Revd.for NUCC Lse
1234 ¥ vES | 185,00 | s | !
32. BERWICE FACILTY LOCATICN INFCRMATICH |3 BLLNGFRCMDER NFOEFHE | 225 ) 555-4957

App 1y Llh

HERE FOR YOU WAIVER
200 MAIN ST

Biller ANY TOWN, LA 70000

SIGHIED 12}??'28 i |- 1234509876 |- 1123456

Ltz S

MUCC Ingtruction Manual available at: wws. nuee or g PLEASE PRINT OR TYPE APPROVED OMB-USIB-TT97 FURM 7300 (U2 125

Claims Related Information

Page 9 of 15

Appendix D



LOUISIANA MEDICAID PROGRAM ISSUED: 07/16/21
REPLACED: 03/16/21

CHAPTER 7: COMMUNITY CHOICES WAIVER

APPENDIX D: CLAIMS RELATED INFORMATION PAGE(S) 15

O[5 0) .
5 Mail completed form to:
& Gainwell Technologies o
3 P.O. Box 91020 y
.0. =
HEALTH INSURANCE CLAIM FORM Baton Rouge, LA 70821 g
AFPROVED B NATICNAL UMIFORM CLARA COMM TTEE MUCC) 0242 (]
FICA PR _'i
1. WEDICARE MEDICAID TRICARE CHAMPA 4 L _" FLAN R OTHER| 13. INSURED'S 1. D. NUMBER (For Frogram in em 1)
eatoieind) | Y| Meckeant) [ | A0MD0) nmver 08 | | 0% ki [Jeme | 1234567890123
2. PATIENT 'S HAME (Last Mame, FArst Hame, Mdde Inifal g F 'l NT S 3F"I— MATE SEN & INEUREDS NAME (Last Name, First Name, Mocke inffa)
LOU, JANNIE 06 1% ME %
E 3 ADDRESS (o, Sren & PATIEN ELATICHNSHIF TO INSURED 7 INEURED'S ADDRESS (ND, Srash)
1234 ANYLANE .‘-r\;l|x| -{-.'ru.':n.[ ] oh r.—| |r'-'-r| |
Iy STATE | € RESERVED FOR NUCC USE ey STATE P
MYTOWN LA g
aF CO0E TELEP HONE (ndute Aes Coo 2IF COCE TELEFHONE (ngsoe Araa Coda) ;
70000 (225) 999-7777 { ) g
8. OTHER INSURED'S NANE (Last Name, Figl Nama, Mbie hidx) |10, 15 PATIENT'S CORDITION RELATED TG 1. INSURED'S POLICY GROUP OR FECA HUMBER ]'zl'
8
HER INSURED'S POLICY OF GROUP NURMEEF & EMPLOYMENT? (Curent or Previaus) NSURED'SDA __-3}:1'-1 SEX %
D MM
TF'L CODE IF APPLICABLE :J vES e CH v L n
g 1 l £
b RESEPVED FOR MUCLLBE O ACCIDE PLAGE c3iate) B OTHER CLAIKID {Des gnated by IUCT) a
. ! Z
I
= ASSERVED F R NUCC USE i) T = f m E
« B 'I._ll
8 -
d. INSURANCE FLANM HaME OR PROGH AM NANE JJ CLAM CODES (Deg gnzdad by RUCC) {, |5 THERE AMOTHER HEALTH BENEFIT FLANT E
| YES :!I-C ifyes, comdets ibeme 9, 92 and 5d
READ EMCKOF FORII BEFORE COHP&ET'\O K Sﬁ\l‘-ﬂ 'TH‘SFOFN 12 INSUREDYS OR AUTHCRZED FERSOMNSE SIGKATURE | winoriza
12 PATHE H AITH AR et InTaTmANn fecassi paynient of madical benafite D theun dersigned g dan o cupeiar for
] 5 ciahm | 90 e , 5t payr nm e ml . ;.u v whio ACCEpt s ment services o ed belgn
Imic
SKSMED DATE HIGHEL
14 M'Ill LRF Iii'IIII MEBB INJURY, o PREGHANCY (LMF) |15 OF HER DATE 16 DATESPRTIENT UNAELE TO WOHRE INCUE Ili HT s l'klr H *
A 3 MM oo Y v, DD Y | DD
GLIAL | QUL ! FROM ! TC !
17. HAME OF REFERRAING PROV lII OFR OTHER SOURCE 17a . 18, HOSFITALEZAT ION DATES RELATED TOCURAENT SERY| CES
e s . M i i o A i it e niNe o (a1 Ll 1 oo
17| M FRCM T J|
ADCAT IOMIAL CLAIR | MNFORMMATION (Desigrated by NUCT) 20. QUTSIDELAE? FCHARCES
[ ]ves )
M DAGNCEIS CH MATUREOF ILLMESS OF INJUARY Feate AL v earuceline beion 24E) ~ } 0 : 22 RESUBMISSION
Dind. | O} SELE CRGINAL REF, NO
A % e il ol
E IS & N 23, PRICR ALTHCRIZATION NUNEER
L i I PA # IF APPLICABLE
20 A DATE(S OF SERVICE B & [0 FROCEDURES, SEFVICES, OF SUFFLIES E F G H ] z
Frem Ta FLACE OF Exglan Unusud Croumstances) DI AGNCE! S| gl L T RENIEFING o
WM DO M DD Y SEHWCE| EMG | CPTHCPCS | WICOHFIER FONTER § CHARGES UMmS | Pl | QUAL PRCMOER ID. # E:
1 1 | | 1 | 1 2
@ oozl ol 12 ss125 | UN | A 9000 | 30 | |um 5
w
2 1 1 | 1 T — £
@ 0|19 |02 w w12 85125 | UN | A 7500 | 25 | [we &
3 1 1 | 1 ] LS N R PP —_— §
= | [ P | [um <
4 @
___________________ [+
- —— || - 8
' 3
1 1 1 | 1 R B T
S 5
P ,' | § L3 A I g
6 >
1 1 | e T T T S SN NRUIPUSHS DU pp—— - o
» [-®
L i L4 L [ | [w
EDEAAL TAX | D NUNMEER 4 EIN 26 PATIENT'S ACCOUNT NO 27 f_"'ul;'”“\l i'i"l_-:[‘:k",'l"' 28 TOTAL CHARGE 29. AMOUNT PaID 30. Rsvd fior NUCC Use
1234 x| | o : 165.00 |
o { 1 . 1
a1 o 32 SERVICE FACILTY LOCATICN INFORMATICH 3 BLLNGFROVDER NFOSFHS (800 ) 233-3333
p : HERE FOR YOU WAIVER
.,.j\ 0I5 b1 e are m i @ gt !lJ 1 700 MAINST
JANE DOE, MD ANY TOWN, LA 70000
2/28/19 I T
SIGHED DaTE 5 L © 1326547895 - 1987654
NLICT: medm 1l s M LAl - A IV EL M OUEas 197 T oM 18 -
JUCC Inglnuction Manual available gt www.nucc 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:

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;
and

o If the claim has been successfully voided previously, the claim must be resubmitted
as an original claim. The ICN of the voided claim is no longer active in claims
history.

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

HEALTH INSURANCE CLAIM FORM

APPROVED EY NATICNAL UNIFORM CLAIM COMM TTES (NUCC) 024

LLLE=

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

Baton Rouge, LA 70821

TPL Code |prpI|cabIe

b RESERYED FOR NUCC USE

d. INSURANCE FLAN HAME OR PROGHAM NARE

READ EIACK DF FORLI BEFDHE CDI‘F[EThG & SDG\ hﬁ 'I'HISFOHI'I
AITHCF )
i | sz 1

F
[
[
SIGMNED

1. WEDICARE TRICARE = OTHER | 14. INSURED'S I.01. NUMBER, [For BYogram i e 1)

" (D00 [ |wes | 9876543210123
2. PATIENT'S NAME [Last Mams, Arst Mame, Midde Init 2] TE EN 4 NEUREDS HAME (el Marne, FIrs Mane, Mede niia)

Jayco Traws X |
\ WT 'S ADDF un, Brest) 6 FATIER ELATICMSHIFE TO INSURED 7 INBURED'S ADDRESS (Mo, Steet)
r~r| | Spouse | | hir -r---|| |
cr STATE | 8. RESERVED FOR MNUCC US Y ETATE
S ETOE ELEF HONE dndude Ares Cooe) 2 OE TELEFHOME (Indude Ares Coda)
2 JTHER INSURED' S RAKE (Lact Name, First Nama, Middle hitia) [10. 18 PATIENT'S GONDITION RELATED TC 11 INSURED'S FOLICY GROUP OR FECA MUMBER
BURED'S POLICT OF GADLUP NUMEEF

SAMPLE: "= [ .
EXAMPLE

AT T CAl CF OIME |FTCHA DO re

"‘USE ONLY

E‘:E 7:_:3FT-|
ooy

FlL

THER CLAIM ID {Des grated oy MUCT)
|
I
C. INSURANCE PLAN NAME OR PROGR AM HAME
=

i 8 THERE ANOTHER HEALTH BENEFIT FLAN?Y

vEs _ |mo

INSURED S OR AUTHOR ZED FER
payrment ol madical benallis I the u ners
s=rices ceso e belom

ifyes, cor
1=

or supgiler for

»-| <————— PATIENT AND INSURED INFORMATION —————»~[4—CARRER—)~

SIGHEL
14, DATE OF CURRENT ILLNEBS INIURY. of PREGHANGY (LMP) | 15. OF HER DAT 15. DATES PATIENT LMAELE T WWORK N CUREENT OOCUPATION
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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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