LOUISIANA MEDICAID PROGRAM ISSUED: 02/23/21

REPLACED: 07/01/19
CHAPTER 18: DURABLE MEDICAL EQUIPMENT
APPENDIX B — CLAIMS FILING PAGE(S) 14
CLAIMS FILING

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

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

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

Paper claims should be submitted to:

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 the CMS 1500 claim form and samples of completed
CMS-1500 claim forms.

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 DME SERVICES
Locator # Description Instructions Alerts
Medicare / Medicaid / You must write “DME” at
1 Tricare / Champva / Required -- Enter an “X” in the box marked the top center of the
Group Health Plan / Medicaid (Medicaid #). Louisiana Medicaid claim
Feca Blk Lung form in LARGE letters.
Required — Enter the recipient’s 13-digit Medicaid
|.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 Requireq - Entgr the recipient’s last name, first
name, middle initial.
R Situational — Enter the recipient’s date of birth
Patient’s Birth Date using six digits (MM DD YY). If there is only one
digit in this field, precede that digit with a zero (for
3 example, 01 02 07).
Sex Enter an “X” in the appropriate box to show the
sex of the recipient.
4 Insured’s Name Sltuatlongl - Compllete corr_ectly if the recipient
has other insurance; otherwise, leave blank.
5 Patient's Address Optional — Print the recipient’s permanent
address.
6 Patient Relationship to Situational — Complete if appropriate or leave
Insured blank.
7 Insured’s Address Situational — Complete if appropriate or leave
blank.
8 Reserved for NUCC Use | Leave Blank..
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Locator # Description Instructions Alerts
9 Other Insured's Name Situational — Complete if appropriate or leave
blank.
Only the 6-digit code should
Situational - If recipient has no other coverage, be entered for commercial
leave blank. and Medicare HMO’s in this
. . field.
If there is other commercial insurance coverage,
the state assigned 6-digit TPL carrier code is
9a Other Insured’s Policy or | required in this block. The carrier code is EO :Snzeg:i[]:?:f::rm in
Group Number indicated on the Medicaid Eligibility Verification trﬁ)fiel d ’
(MEVS) response as the Network Provider ’
Identification Number. NOTE: DO NOT ENTER A 6-
Make sure the EOB(s) or EOBs from other DIGIT CODE FOR
insurance(s) are attached to the claim. TRADITIONAL MEDICARE
CLAIMS.
9b Reserved for NUCC Use | Leave Blank.
9c Reserved for NUCC Use | Leave Blank.
9d Insurance Plan Name or | Situational — Complete if appropriate or leave
Program Name blank.
10 Is Patient’s Condition Situational — Complete if appropriate or leave
Related To: blank.
1 Insured’s Policy Group or | Situational — Complete if appropriate or leave
FECA Number blank.
11a Insured's Date of Birth Situational — Complete if appropriate or leave
blank.
Sex
OTHER CLAIM ID
11b (Designated by NUCC) Leave Blank.
1 Insurance Plan Name or | Situational - Complete if appropriate or leave
c
Program Name blank.
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Locator # Description Instructions Alerts
Is There Another Health | Situational — Complete if appropriate or leave
11d .
Benefit Plan? blank.
Patient’s or Authorized I . .
12 Person's Signature sllat‘lr:akatlonal — Complete if appropriate or leave
(Release of Records) '
Patient’s or Authorized I L . .
13 Person's Signature Situational — Obtain signature if appropriate or
leave blank.
(Payment)
14 Dgte of Current lliness / Optional.
Injury / Pregnancy
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
Required- Enter the applicable qualifier to the left | For LA Medicaid other
of the vertical, dotted line to identify which source is defined as the
provider is being reported. . ordering provider. The
17 Name of Referring * DK Ordering Provider orde!’ing provider is
Provider or Other Source Enter the name (First Name, Middle Initial, Last required.
Name) followed by the credentials of the
professional who ordered the service(s) or
supply(ies) on the claim.
17a Other ID Required - Enter the 7-d|g|’§ Medicaid ID
number of the ordering provider.
Required - Enter the NPI number of the The 10-digit NPl Number
17b NPI# ordering provider. is required.
Hospitalization Dates
18 Related to Current Optional.
Services
ADDITIONAL CLAIM
19 INFORMATION Leave Blank.
(Designated by NUCC)
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Locator # Description Instructions Alerts
20 Outside Lab? Optional.
ICD Indicator Required — Enter the applicable ICD indicator to
identify which version of ICD coding is being
reported between the vertical, dotted lines in the
upper right-hand portion of the field.
0 ICD-10-CM
Required — Enter the most current ICD diagnosis
Diagnosis or Nature of code.
lliness or Injury
NOTE: The most specific diagnosis
codes must be used. General
ICD-10-CM “V”, “W”, “X”, & “Y” series codes are not acceptable.
diagnosis codes are not part of the current
diagnosis file and should not be used when
completing claims to be submitted to
Medicaid.
ICD-10 diagnosis codes
must be used on claims for
21 dates of service on or after

10/1/15.

Refer to the provider notice
concerning the federally
required implementation of
ICD-10 coding which is
posted on the ICD-10 Tab at
the top of the Home page
(www.lamedicaid.com).
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Locator #

Description

Instructions

Alerts

22

Resubmission and/or
Original Reference
Number

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.

Appropriate reason codes follow:

Adjustments

01 = Third Party Liability Recovery

02 = Provider Correction

03 = Fiscal Agent Error

90 = State Office Use Only — Recovery
99 = Other

Voids

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

To adjust or void more than
one claim line on a claim, a
separate form is required
for each claim line since
each line has a different
internal control number.

23

Prior Authorization (PA)
Number

Required — Enter the correct 9-Digit PA number
in this field.
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Locator # Description Instructions Alerts
Situational - DME Providers are required to
enter 11-digit NDC codes on claim detail lines
for enteral feeding products only.
DME providers must enter
In addition to the procedure code, the National NDC information in the
Drug Code (NDC) is required by the Deficit SHADED section of 24A
Reduction Act of 2005 and shall be entered in through 24G of appropriate
the shaded section of 24A through 24g. detail lines only.

24 ﬁ#grpnl]earggrr:tal This information must be
Claims for enteral feeding products must entered in addition to the
include the NDC from the label of the product | procedure code(s).
administered.

The NDC indicated on the
A list of the procedure codes and NDCs for claim must match the NDC
products that currently require NDC on the Prior Authorization.
information can be found on
www.lamedicaid.com under the Fee Schedules
directory link.
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 -- Entqr the appropriate place of service
code for the services rendered.
Situational — Complete if appropriate or leave
2C EMG blank.
Required -- Enter the procedure code(s) for
services rendered in the unshaded area(s). Where modifiers are
Procedures. Services. or required, the modifier(s) on
24D Suoolies ’ ’ the claim must match the
PP When a modifier(s) is required, enter the modifier(s) on the Prior
applicable modifier in the appropriate field. Authorization.
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Locator # Description Instructions Alerts

Required — Indicate the most appropriate
diagnosis for each procedure by entering the
appropriate reference letter (‘A”, “B”, etc.) in this
24E Diagnosis Pointer block.

More than one diagnosis/reference number may
be related to a single procedure code.

24F $Charges Required -- Enter usual and customary charges
(Dollar Amount Charges) | for the service rendered.
Required -- Enter the number of units billed for
24G Days or Units the procedure code entered on the same line in
24D
Situational — Leave blank or enter a “Y” if
24H EPSDT / Family Plan services were performed as a result of an EPSDT
referral.
241 ID Qualifier Optional. If possible, leave blank for Louisiana

Medicaid billing.

24J Rendering Provider ID Leave Blank.

25 Federal Tax ID Number | Optional.

Situational — Enter the provider specific identifier
assigned to the recipient. This number will appear
26 Patient’s Account No. on the remittance advice (RA). It may consist of
letters and/or numbers and may be a maximum of
20 characters.

Optional. Claim filing acknowledges acceptance

i ?
21 Accept Assignment? of Medicaid assignment.

Required — Enter the total of all charges listed on

28 Total Charge ihe claim.
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Locator # Description Instructions Alerts
Situational — If TPL applies and block 9A is
completed, enter the amount paid by the primary
payor. Enter ‘0’ if the third party did not pay.
29 Amount Paid
If TPL does not apply to the claim, leave blank.
Do not report Medicare payments in this field.
30 Reserved for NUCC Use | Leave Blank.

Signature of Physician or
Supplier Including

Optional. The practitioner or the practitioner’s
authorized representative’s original signature is

ID Qualifier — Optional - If possible, do not enter
a qualifier for Louisiana Medicaid claims.

31 Degrees or Credentials no longer required.
Date Required -- Enter the date of form completion.
32 Service Facility Location | Situational — Complete as appropriate or leave
Information blank.
32a NPI# Optional.
32b Other ID Number Situational — Complete if appropriate or leave
blank.
33 Billing Provider Info and | Required -- Enter the provider name, address
Phone # including zip code and telephone number.
332 NPl Required - Enter the billing provider's 10- :]hues: g'd'g'atrhﬂ Naun;:)er
digit NPI number. must app Pap
claims.
Required — Enter the billing provider’s 7-digit
Medicaid ID number. The 7-digit Medicaid
33b Other ID Number provider number must

appear on paper claims.

REMINDER: MAKE SURE “DME” 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 DME CLAIM FORM WITH ICD-10 DIAGNOSIS CODE
(DATES OF SERVICE ON OR AFTER 10/01/15)

@ P W N

—

HEALTH INSURANCE CLAIM FORM

DME

Mail To:

Gainwell Technologies
P.O. Box 91020

Baton Rouge, LA

APPROVED BY NATIONAL UNIFORM CLAIM COMMTTES (NUCC) 0242
T S
1. WEDIGHFRE WEDI A D TRICARE CHALE -| .L o OTHER | 1a. INSURED'S |0, NUMEER [For Program i e 13
— &
teciczins) | )| Mesicaio (OG0 emveriog || (10 |_|”r'§ 1234567890123
2 PATIET'S NAME [Last Nlame, First Hame, Wdde ital] B EEEE 4. INSURED S MAME (st Mama, First Mame, kidca Inifal]
T |
LOU, JANNIE 06 11 I 00 [x
5 PATIBNT'S ADDRESS (No., Sreal) 6. PATIENT RELATICRSHIF TO II\.\ IFED 7. INSURED'S ADDRESS (Mo, Shast)
r.=r| | 15 | |.'h ¥ _| o --.| |
CITY STATE | 8. RESERVED FOR MUCC LISE CTY ETATE
FCODE TELEFHIHE (Indude Area Cuce) IF CIOOE TELEPHONE [Indune Are s Conkz)
¢
. b
COTHER INBURED'S NAME (Last Nane, First Mame, Mickle hiia) 10 13 PATIENT'S CONDITION RELATED TCx 1. INSURED'S POLICY GRCUP OR FECA NUMEBEF

CTHER INSURED'S POUIC SACILIP NUMBER

TPL CODE IF APPLICABLE

EE

h AVED FOR HUCC LISE

SAMP

(SR

LT
F

MCE FLAM NAME OR PROCE AM HAME

o INSUHAMCE FLAR HAME UH PHOGH AW KARE

OF AUTHORIZ EEDF_JES ATURE | authorize the nole

SIGMEL

t0d "Lbl'l"ft ESi(De: :I-«leldaf I

EXAMPLE OF IC

READ BACK (F FORI BEFORE COMPLETRD & ¢ NG
2 o any med Ca o athar Fnforrnaion nececsa i

T NITH A REFERRING F

THIS FORR

DATE

d. 13 THERE

D10

12. INSURED'S OR AUTI l—"F B0 EFS’.\IS BIGHATURE | authorize

ANMOTHER HEALTH BEMEFIT FLANT

o

Hyes, complate items 8,92, and Sd

ndersigned physician or supdlisr for

»-| <———— PATIENT AND INSURED INFORMATION 4)-}-(— CARRIER —»—

4 ATE OF BURRELT ILLESS INIURY, or FREGHANGY (LUF) |15, OTHER DATE 5 : 16. DATES P ATIENT UHAELE 0 WORF I CURBENT OCCUPATION
Wi | Do ; MM | DD | ¥y Ml BEM N b R
|.||-\|‘ LAl I H ) I TO |
7. HAME 0F FEFERARIMG PRO |_| OR CTHER SOURCE i7a 1234567 1B. HOEF |':-'I 7 AT 00 DATES AELAT ED '|J..l[.11: i |\|I\-I R CES
i ] o g R R S Aw -, DD & Mo DD
DN | JOHN DOE, MD i7a | e | 1234567890 FROM TO |
0. ADDITICRIAL CLAIN INFCAMATION (Desinated by MICD) 0 CLTSI0E LAET # CHARGES
R e e T T — , EFR =
21 DIAGNOGIE OA NATURE OF ILLNEGE OF AT FEG L 0 oe e ne keow P48 [o] ?gm_g\,f e T T
. G809 . 2931 b
E = ™t . 3 PRICA ALTHORIZATICN HUWEEF
| p L ©l2345678
4 OA E T ] C U E=FVICES, OR SUPPLIES e e H J =
Freen T IR.ACED E ‘oumstances) DI AGNCEIS bals [EW o FENDERING [+]
oo AN oo ki .:I IAGE | WIODIFIEF FONTER F CHARGES UAMS Fan FIONL 110, # |:
L | E L 2
0| 08|16 |09 08|16 12 a3z | | AB 9000 | 30 | |wm &
70074051807 z
09| 08 i 16 \ 09 | 08 i 1 | 12 B4160 | i AB 5005.00 | 200 | WPl &
g
| | | | -
L : L | L [ | [wm -3
]
___________________ «
= i | = Bl | [ S
=
I 1 1 1 | - 7 S
c
L ! ! | L3 - 3
=
| | [ L R T T et e e T e L
L : | i | [ [ %
25. FEDERAL TAX | D. NUMBER 3= EIN 6. PATIENT'S ACCOUNT HD 17 .-' .l.|:'| |l | 2 TOTAL CHARGE |','r| AMOUNT PaID F 1 for M s
-J it i Ak
1234 e | 590,00 | - |
RIGHATLRE SUFFLIET 32 SEAWICE FACILTYT LOCATION IHFORMATICH |38 BLLNGFROVIDER INFO& PH# 800 1 233-3333
e Lo f.. XYZ DURABLE MEDICAL SERVCES
Apply 10 his Bl and arer ace a gart ha 700 MAIN 5T
IMA BILLER ANY TOWN, LA 70000
A Sileein : - 1326547895 |- 1987654
MUCS Ingtruction Manual available ab www. nuce org PLEASE PRINT OR TYPE APPROVED OMB-UZ5E-119¢ FORM 12300 (L 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.

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

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

Adjustments/Voids Appearing on the Remittance Advice
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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 DME CLAIM FORM ADJUSTMENT WITH ICD-10 DIAGNOSIS CODE
(DATES OF SERVICE ON OR AFTER 10/01/15)

HEALTH INSURANCE CLAIM FORM

DME

Mail To:
Gainwell Technol
P.0. Box 91020
Baton Rouge, LA

ogies

READ HA Kl]\ I(JHII Hk}(lllk COMPL
12. PATIENT'S OR AJTHORIZED PERS
10 procass this caim. | as0 reguest pyr th o
L=loy

URE | auihor

WiTH A'REFERRING F

EXAMPLE OF IC|

ETH
20 he rel e

ANIG THIS FORR .
of iy med cal o Obher inforrnaticn necessa y

| rics
R ’J_F CAEED PERSCOH

=fits b theun

D 10

12. INSURED

dersigne

M
ol physician or supgist i

&
w
75
&g
<
AFFR DVED S1 RATICH AL UMIFCEM CLAIN COMR TTES (MUCE) 0242 G
I MEDIGAFE WIED! S4ID TRI CAFE CHAFA 4| ‘\LIAFL i 1] 15 INBURED'S 1D, MUMEER o Frogram in fem 11
— :
wadieared) | | Medicaiar) D00 ttiamperiog || (1D 1234567890123
= PATIENT'S NAME (Lsst Mlams, Arst Mame, Mcds niia) S FETIENTS SFTH DT 4. IMSURED S HAME (_ael Mamie, First Mlame, Meda nia
LOU, JANNIE 06 11 | 0o |x
B FATEITE ADCRERS G, Fheeh {5 T EnT RE D ENE D T NEIRED T HELREE ADTFESS i, Staan)
sdr 3
|| spwusa|
IR STATE | &, RESERVED FOR MUCK CTY STATE r3
e
=
2R CooE TELEFHEIHE {ndude Ares Cocie) P oo TELEFHCNE (ndine Ale s Cods =
4 =
l ) ( ) G
Q. OTHE INSURED' S PMIAME (Last Name, First Nana, Mickle hida) 10 IS PATIENT'S CORDITION LATED TC 11 INSURED'S POLICY ARCUP OR FECA MUMEEF é
o]
| i}
CTHER INSURED'S POLICY OF GRCOLUF HUMEER EMPLOYMENT? Current or Previous) = F 2 | H SEX g
TPL CODE IF APPLICABLE [ c Ml F @
b FESERWED FOR NG LSE A CE S M mEn muuuu ] Dy MO =
= z
| @ | Z
= AESERVED FoR HUCC USE £ OTHER ACCID o INZURANCE PLAN HAME A HARE e
" i
5] =
3 INSURANCE FLAR HAME DR PRCGRAM NATE 100 CLAM CODES (Des graten by NUZC) I 15 THERE ANCTHER HEALTH B2 &

SIGRIED DATE
4 BATE OF CORRELT ILLIESS, (IR, FREZNANSY LR, [15, CTHER DATE = : 16, DATES FATIENT UNAELE, 100K 1N GUREIENT CCUPATION
M | LD MM | DD i MW, DD v e oo
CHIAL I QAL 1 FRCM ! T |
7. MAME OF REFERRIMG PROMV ‘LI R OTHER SOURCE i7s 1234567 1B, HOSPI :--‘ AT 100 DATES RELAT ED TOCUE 1 HEN I|“| R CES
R, T o i i e e e == —— el AR vy A 1
DN JOHN DOE, MD wwn|re | 1234567890 FACM TO !
8 ADDITICRIAL CLAIN | MNFOSRATION Desineted by NUCCT 1 CLUTSIDE LAE FCHARCES
| | YES )
21 O ACENOS(S OF HA OF ILLPIESS OF INJUAT FE@EE &L neauce|ine beon 246 ol 22. RESIJBMISSION
oind. | 0 | et CRIGINAL REF. I
. G809 & 1£931 o 5 A02 8259012345890
= = & i 23 FRICA ALTHORIZATIN NUNEER
: il 612345678
7] ] C. =5, OF SUPPLIES E E e '} z
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___________________ &
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1 1 1 ' =
5 1 | | | | » 1%
=}
= - : | [ Bl [ [ 2
2
| | T S —— ek
A || | | L3 L1 [w .
25, FEDIERAL TAX | O NUMBEER 14 EIr 26. PATIENT'S ul NG 27 ,-L" I:JI -;II R 2 T AL CHARGE | 20, AMCUMT PAID Rswd. for HUCC Use
1234 x| ves 2 90.00 |
1
SIERATURE CF FHY 32. BEWICE FACIIT Y LOCATICN INFCRMATICN 3 BLUNEFROVIDER RFO2FH# (800 ) 233-3333
el X¥Z DURABLE MEDICAL SERVCES
0 merttyiha .
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NUCE ngtruction Manual available st www.nuce org PIEASFE PRINT (OR TYPE APPROVED OMB-USSE- 1T/ FORM 1200 (Ue-T2)
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Sample of a Claim Form

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 6242

—|_|_|PIGA

PICA [ TT]

1. MEDICARE MEDICAID TRICARE

|| eochcares) [ | ocicaidsy | | aowmoosy || mlemoerp) || 009

i GO

DE'E;E;A“‘GD;-T

1a. INSURED'S L.D. NUMBER {For Pragram in lem 1)

2 PATIENTS NAME (Luyt Namag, Firgt Narng, Midde Inttial)

3. PATIENT'S BIRTH DATE
MM | DD | YY

| ]

F[ ]

4. INGURED'S NAME (Lest Namg, First Nams, Midde Inttiaf)

5. PATIENT'S ADDRESS (No., Strest)

6. PATIENT RELATIONSHIP TOQ INSURED

gar| | Bpousa| |cnia| | omer| |

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

CITY

STATE | 8. REBERVED FOR NUCC USE

ZIP GODE

( )

TELEPHONE (include Area Code)

ciTY STATE

ZIP CODE TELEPHONE {Inclide Area Coda}

(

8, OTHER INSURED™S NAME (Last Nama, Firet Name, Micdle Initial)

a. OTHER INSURELY'S POLICY CR GROUP NUMBER

& EMPLOYMENT? (Cumrant ar Previous)

b. RESERVED FOR NUGT USE

&. RESERVED FOR NUGC USE

¢ OTHER ACGIDENT?

[ |yes [Tno

10. IS PATIENT'S CONDITION RELATED TO:

ves [ [ne
b. AUTO ACGIDENTT PLACE (State)
[ ves NO

11. INSUREDY'S POLICY GROUP GR FECA NUMBER

% INSURED'S RTH
(]

b d

gl

DADTE (?F Bl

|| N

b. DT‘HER CLAIM ID (Designated by NUCC)
|

£ INSURANGE PLAN NAME OR PROGRAM NAME

¢ INSURANCE PLAN NAME OR PROGRAM NAME

10d. GLAIM CODES (Designased by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

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

[ Jves [ w0 #yes complete ems 9, 8a, and8d.
READ BACK OF FORM BEFORE COMPLETING & B/GNING THIS FORM. 13. INSUREDYS OR ALTHORIZED PERSON'S BIGNATURE | aythorza
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE. | aulhorize the relesse of amy medical of other iformetion payment of medical bensfita to the undsrsigned piyaician or supplier for
fu procass this cleim. | aiso request peyment of government benafis sithsr to mysalf or o the party who sccepts sl gnment sanvices describad below.
hekow. ;
GIGNED DATE BIGNED X
14, DATE OF QURRENT ILLNEBS, IRILIRY, of PREGNANCY (LMF) |15, OTHEA DATE T 16. DATES EATIENT UNABLE Y0 WORK IN CLREIENT QECUPATION A
| aua S ' | | Fow | | el
17. NAME OF REFERRING PROVIDER O OTHER SOURCE 178 18. HOSPITALIZATION DATER RELATED TO CURRENT EERVICER. |
]
; 175, NPl FROM | | |
19. ADDITHONAL CLAIM INFORMATICN (Dsignated by NUCE) 20, OUTBIDE LAB7 4§ CHARGES
[ves [ | |
21. DIAGNOSIS OFL NATURE OF ILLNESE OFL INJURY Risiate A-L o service Iine below 7 2. ISSION
BE) 1o - 35 CRIGINAL REF. NO.
B B e D. | |
25. PRIOR ALTHORIZATION NUMBER
el F. _ al L
I o .| K L
24, A,  DATE(S) OF SERVICE B. | C. | D. PROCEDURES, S8ERVICES, OR SUPFLIES E. F. T P T =
Fram To PLACE OF] (Expialn Unusual Clreumstancas) DIAGNOSIS DS | o FENDERING =]
MM DD WYY MM DD YY |SERWGE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES TS | P | QUAL PROVIDER ID. # =
=
| | | | | | | ‘ | | | ] I
| | | | ! | NP1 e
z
P | 1 | | o | | e | T
| | ‘ | I | ‘ I I | | | ‘ | NPy H
| | | | | | | | T —— o
I N ] | I H
| | | | Fo=d—m—m——m o
N 2 I I L | [ 8
| | | | | | it 5
L F [ ' F [ [ @ i 1 | L L | [w g
| | | | | | | | Fo—mmmmm e e e - £
N O O O R . || NP -
26. FEDERAL TAX L.D. NUMBER 88N EIN 28. PATIENT'S ACCOUNT NO. 27. AGCEFT ASSIGNMENT? | 28, TOTAL CHARGE 28. AMOUNT PAD | 30. Ravd for NUCC Use
L] YES NO s | $ 5 i

31. SIGNATURE OF PHYSIGIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{1 cartily thet the statements on the reverse
Epply 10 this bil and ans made a part tharect.)

32, SERAVICE FACILITY LOCATION INFORMATION

L
33, BILLING PROVIDER INFO & PH 2 (

SIANED DATE

b

‘h.

NUCC Instruction Manual available at; www.nucc.org

PLEASE PRINT OR TYPE

APPROVED OMEB-0938-1197 FORM 1500 (02-12)
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