LOUISIANA MEDICAID PROGRAM ISSUED: 04/19/17
REPLACED: 09/23/15

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:

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

. 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
.IMr?:;:rgrfa'\:lneddga/'d/ You must write “DME” at
P Required -- Enter an “X” in the box marked the top center of the
1 Champva / e e o o .
Medicaid (Medicaid #). Louisiana Medicaid claim
Group Health Plan / :
form in LARGE letters.
Feca Blk Lung
Required — Enter the recipient’s 13-digit Medicaid
.D. number exactly as it appears when checking
recipient eligibility through MEVS, eMEVS or
REVS.
la Insured's 1.D. Number NOTE: The recipients’ 13-digit Medicaid 1D
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 - Er)tgr the recipient’s last name, first
name, middle initial.
o 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 t_he appropriate box to show the
sex of the recipient.
4 Insured’s Name Situationgl - 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 EEEERVED FORNUCC 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 HMQ's in this
. - field.
If there is other commercial insurance coverage,
the state assigned 6-digit TPL carrier code is
9 Other Insured's Policy or | required in this block. The carrier code is EO r’:‘gnzegﬁrhgﬁgf dS,TPL in
Group Number indicated on the Medicaid Eligibility Verification tgepﬁel i
(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.
9% RESERVED FOR NUCC Leave Blank.
USE
9c RESERVED FOR NUCC Leave Blank.
USE
9d Insurance Plan Name or | Situational — Complete if appropriate or leave
Program Name blank.
Is Patient’s Condition Situational — Complete if appropriate or leave
10 ,
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.
11c Insurance Plan Name or | Situational — Complete if appropriate or leave

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 ;gsﬂonal — Complete if appropriate or leave
(Release of Records) '
Patient's or Authorized I _ . .
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 ordering 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 th_e 7-d|g|§ Medicaid ID
number of the ordering provider.
Required - Enter the NPI number of the The 10-digit NPI Number
170 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.
9 ICD-9-CM
0 ICD-10-CM
Diagnosis or Nature of Required — Enter the most current ICD diagnosis P .
liness or Injury code. The most specific diagnosis
codes must be used. General
NOTE: codes are not acceptable.
ICD-9-CM diagnosis codes beginning with “E”
or “M” are not acceptable for any diagnosis
code. ICD-9 diagnosis codes must
ICD-10-CM “V” “W™ “X” & “Y” series be used on claims for dates
diagnosis codes are not part of the current of service prior to 10/1/15.
diagnosis file and should not be used when ICD-10 di i< cod
21 completing claims to be submitted to -0 01agnosis codes

Medicaid.

must be used on claims for
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]eargsgtal 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.
4B Place of Service Required -- Entgr the appropriate place of service
code for the services rendered.
Situational — Complete if appropriate or leave
24C EMG blank.
Required -- Enter the procedure code(s) for
services rendered in the unshaded area(s). Where modifiers are
. required, the modifier(s) on
24D Procedures, Services, or the claim must match the

Supplies

When a modifier(s) is required, enter the
applicable modifier in the appropriate field.

modifier(s) on the Prior
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.
" Optional. If possible, leave blank for Louisiana
241 | 1D Qualifier Medicaid billing,
24] Rendering Provider I.D. # | Leave Blank.
25 Federal Tax I.D. 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.
27 Accept Assignment? Optlon.al..CIa|m. filing acknowledges acceptance
of Medicaid assignment.
28 Total Charge Reqmred — Enter the total of all charges listed on
the 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 Leave Blank.
USE
Signature of Physician or | Optional. The practitioner or the practitioner's
Supplier Including authorized representative’s original signature is
3 Degrees or Credentials no longer required.
Date Required -- Enter the date of form completion.
) Service Facility Location | Situational - Complete as appropriate or leave
Information blank.
32a NPI Optional.
32 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.
334 NP Required - Enter the billing provider's 10- :nhuesgg'dlggr'\éil N:rg?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

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

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)

O[]
S
HEALTH INSURANCE CLAIM FORK

AFPROVED BY

HioA

NATIONAL UNIFORM CLAIM COMMTTEE (NUCC) DZH2

DME

Mail To:
Molina
P.O. Box 91020

Baton Rouge, LA 70821

1. WEDICARE MEDICalD TRICARE CHAP

-{ L-iFLI

COTHER

13, INBUREX'S LD, HUMEER

[For Frogram i e 1

aciarss: [X] (sicane) [ (owe0s) tsmver 05| (55 i |—| ws | 1234567890123
2. PATIENT'S HAME || lan First Mame, hidde Inifal) 4, INSURED 'S HAME (Last rame, First Mame, Mo Inital
LOu, JANNIE Ix
5 FATIET S ADCAEES (00, So ENEE:] 7 INELREDE ADDFESS (40, Stam
cner| ]

5TATE

RE ﬂ.llllﬂ.(Kl]I I(JHII IIH(JIIK COMPLETING & 5K \I\-( IHIS FORM
=lal

4 OE TELEFHCHE fIndude Area Coce) "|P COOE TELEFHONE [Indude Are s Cocs)
() | ‘ ()
9 CTHER INSURED'S rAME (Last ame, First Mame, Midkle bitia) 1015 PATIERT'S CONDITION RELATED Tt 14 INSURED'S POLICY AROUP OR FECA NURMEEF
THER INSURED'S PCLI OF GROUP HUMBER :H-I‘i SEX
TPL CODE IF APPLICABLE o — F
b REE CIF HUCE LISE I:_ T I EL e Oy RIUCT) —
i
FCR NUCG LSE A P MAME DR PROGE 20 HAME
o IHSURANCE FLAR HAME DR PROGH 84 HARE 0d. CLam E-‘w[. S -«Ie.l ¢ MUICC) d. 13 THERE AMCTHER HEALTH BEMEFIT PLANT
XAMPLE OF ICD/10_ I+ _rmemeeee
BN T RE | autho

12, INSURED'S OR AUTHCAE E EF: H'S 516
=iic =i

»-| €——— PATIENT AND INSURED INFORMATION ———— | CARRIEER—)—

12 PATIENT'S R AUTHCRIZED PR 1 hcr 20 e el gaen of any e Cal of Sl | fCrnalicn recaces = undersigned physician ar suppler fr
{0 procass this daim. | dso reques l:( |l g I.IT\H A.hEFA L= vlgl=s
W A'REFERRING P
IGEMEL
4. DATE OF CURRENT ILLMESS, INIURY, o PREGHANCY (LMP) | 15, OTHER DATE - VA TE P ATIENT LHA VACRF 11 CUREENT CCDUPATION
Md | DD ¥ X MM | D e Do W h
AL Al 1 FRCOM | O !
7. NAME OF REFERFING PROVDER CF OTHER SOUFICE \7a 1234567 16 HOEPITA L AT DATER HELAT ED 1O CUMEENT SEF
AN o T I I a0
DN | JOHN DOE, MD ra | we | 1234567830 FROM TO |
0 ADDITICRIAL CLAIN NFCRAATICIN (Desip ated by HOCD) | CLTSIDE LAER § CHARGES
| v [ |mo
21 DAGNOSIE OH HATURE OF ILLMESE CUH INJURY FREE AL 0 SR HCENINE DROW [24E) o : D I 22 RESUBMISSION
na. | ¥ CODE ORIEINAL REF. MO
. G809 e €93 o
E E 4 *3 PRICA ALTHOR IZATHON HUMEEF
: i 612345678
24 ] DATE(S) OF SEMICE [ & 5, SEFVICES, R SUPFLIES E. F ERE 1 F
Frorm o PLACE OF] usual Croumstances) D AGNCEI S bags |Emd o NOEFING Q
X oo vl T |SEGE WCDIFIER | PONTER T CHARGES uims | Fa | ous FCMDER D, # E
=
| |
1 00| 08|16 |09 08| 15| 12 a3z | | AB 90100 | 30 | |wm S
5 70074051807 z
| | =
o0 | o8 {16 |09 | o8| || 12 B4160 | | AB 50000 | 200 | | we g
=
3 1 1 | 1 o
L : [ N I !
@
___________________ (=~
B I | L] [ :
i i i i B
=
5 | | | | | ]
P : | [ | I I B S
=
5 | | T L T T e e e L
L : | | | [ I =
o5 FEDERAL TA% 1| 0. HUMEER =1 EIN 26 PATIENT'S ACCOLNT RO l|4| ESEIGH 28 TOTAL CHARGE (2 ArCUnT PAID Fievarl fer MG L
1234 e e |t 590.00 |

32. SERYICE FACILUTY LOCA’

apdyiohic

IMA BILLER

912116

LETE

S| EED

N INFORMATIOR

33 BLLUNGFROYIDES INFC
XYZ DURABLE MEDICAL SERVCES
700 MAIN ST

ANY TOWN, LA 70000

|+ 1326547895 |- 1987654

sFi¢ (800) 233- 3333

TEE

ilable at

nstraction Manusl au W LI D

—
PLEASE PRINT OR TYPE

TPPTTovED o

B-UF3E-11

S FORM 20012
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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:

. 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.

. If the claim has been successfully voided previously, the claim must be

resubmitted as an original claim. The ICN of the voided claim is no longer active
in claims history.

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

T
Eh [=] Mail Te: #
Molina T
[=1&%: P.O. Box 91020 g
HEALTH INSURANCE CLAIM FORMW Baton Rouge, LA 70821 P
AFFROVED BY NATIONAL UNIFOAM CLAIM CONM TTEE (NUCC) 0ZHZ [+]
T
1 TRICARE CHALP 1[1a. INBURED'S 1.D. MUMBER: or Program In fem 13
| o) a0 | 1234567890123
2. PATIENT'S NAME [Last Mame, First Nama, A dds Ini 2 ELEIEE NEUREL S HAME (ol Mana, FIrGt Mane, Koo i)
LOU, JANNIE 06 |x
5 PATIENT'S ADDAEES (4., Sheah = FATIENT JEURED T NELREL S AODRESS (0, Shaa
r-.-rl | ’r---|| |
o STATE | 8. RESERVED FOR NUCC USE CTY ETATE =
[+]
E
AR CODE TELEFPHIWE (Indude Area Cucke) 1P CODE TELEFPHOME [INTURE AN F OGS0 %
¢ =
L | ( ) =]
=] HE INSURED'S MANE 2=t Mame, First dama, Micdle nifa) 10015 PATIENT'S CORDITION RELATED TCx 11 INSURED'S POLICY GROUP OR FECA WUMBEF é
a
]
CTHER INSURED'S POLICY CF GRIOUP HUMESR i FBRTH SEX %
TPL CODE IF APPLICABLE wml F @
b AESERYED FOR NG LIS I:— o ol [N IS Euul.l» [RiElew] E
H
e
C RESERYED FOR HUCC USE c. OTHER 1 I: N LAN NAME CF QG A HAME E
w
L L =
o INEURANCE FLAN HAME R PRCGH G AR 10d CLAIM CCOES (Dewgnaled by NOCC) d. 15 THERE ANOTHER HEALTH BEWEFIT PLANT F
READ BACK OF I(Jlllllll}(llll COMPLE IEXIABM EI”LE OF Ic =]
12, PATIENT'S OR AUTHCRIZED FERSC0N'S SE | avdhorize e e sase o sy nec Cal or Olner o lion necessa T theund ysitian o supgior for
10 procass this daim. | dso request J.rut gwllJT\H A ﬁEF e
ERRING F
SIEMEL DATE
& DATE OF CURRENT ILLNESS, INJURY, or FRESHANCY (_MF) | 15, OTHER DATE - 5 DATES P ATIENT LNAELE [0 WoF 1 CUREENT CGOLPATION A
ko i : MM | DD ¥ Ay DD v Wy oh
|.II—\II AL ! | (& |
Ao HAME OF HEFERRIMG PROVDER OFH OTHER S0URCE 17a. 123456? 18, HOEF I':-"HI'.-" On DATES RELATED TO .l[.:'l:"” HT I.\.I RVvICES
DN | JOHN DOE, MD rn|re | 1234567890 FROM o i )
2 ADDITICrAL CLAIR I NFORRMATION (Design ated by HUCT 20 CUT SI0E LAE? h CHARCE S
e Lw
21, DIAGNCSIS CA NATURE OF ILLNESS CF INJURT FElate &L Dser uce |ne teow Z4E chsiags @ | 22 FEBUBMISSION P —
I =
. G809 e 12931 o - A0z 625901 2345600
& - i al 23. PRICA ALTHCAIZATION HUNEER
612345678
- = 3 v ] z
LAk | GO wiis emn g RENCEFING o
SEH W FONTER FCHASGES UNITS Pl | ousL FRCMIDER ID. # 'C_(
1 . | ' ' g
e |12 Ad4322 | AB 90100 | =0 NPl
i i | ]
W
2 | | | 1 £
L : [ N I I g
=
3 L ! | N i £
! ! ! ! 2
4 ! ! ! e I I . g
KFI
1 1 1 1 =
<
S | | | | L [ | [w 2
! | ! | &
s
5 | | I e N R R D e Satubaiinit =
I | | | | ‘ 17| o
25 FEDEHRAL TAX 1L 0L NUNMBER 3= EIN Pl ATIEMTS ACCOURT N 27 ;ll L | | | \ n'l i 2T AL CHARIGE |!:' AMCUMNT PaID 30 Rewd for MLCC Lisa
| 1234 %!, ‘ | |, P 9000 | - |
I
NENATLRE OF FH AT 8N CF SOPPLIET 32. BERWICE FACILTY LOCATION IHFCRM ATICH 3 sLINEFROVDEF MFosFHe (800 ) 233-3333
g = XYZ DURABLE MEDICAL SERVCES
o Jarer 700 MAIN ST
IMA BILLER ANY TOWN, LA 70000
SIGHED 9!1%{;? E o |= 1326547895 o 1987654
MUCE Instruction kanual syvailable ab wwaw. nuee org PILEASE PRINT OR TYPE APPROVED OMB-0555-11797 FORM 1500 (e 12
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D G b WN =

[l
5
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212

Sample of a Claim Form

—|_HFICA PIGA W
1. MEDICARE MEDICAID TRICARE CHAMPYA ﬁm PLAN E?EAW OTHER | 1a. INSURED'S 1.D. NUMBER {For Pragram in llsm 1)

|| oocicares) || Mectcatdsy || apwmons) [ | tember) [ | oW [ Joos [ Juow

2 PATIENT'S NAME (Last Nama, First Name, Midds Inltiel) a8 PIA‘EEI?ITEngﬂ-I D\#I'E 4. INSURED'S NAME (Last Nama, Frst Mame, Middo Intial)

il

5 PATIENTS ADDRESS (No., Strest)

§. PATIENT RELATIONEHIP TQ INSLIRED

sen| | spouse| |chia[ | omer| |

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

cmy STATE

ZIP CODE TELEPHONE (Inciude Area Coda)

£ _J

#. REBERVED FOR NUCC USE

ciTY

STATE

ZIP CODE

TELEFHONE (Includs Area Code)

( @

8, OTHER INSURED'S NAME {Last Name, Firet Name, Midkde Inttial)

& OTHER INSUREDF'S FOLIGY OR GROUP NUMBER

b. RESERVED FOR NUCG USE

. RESERVED FOR NUCC USE

10. IS PATIENT™S CONDMON RELATED TO:

8. EMPLOYMENT? (Curment or Previous)

[[Jres [ e

b. AUTO AGGIDENTY PLAGE (Stats)

[(ves SN, |

. OTHER ACCIDENT?

[l [

11, INSURED'S POLICY GROUP OR FECA NUMBER
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