LOUISIANA MEDICAID PROGRAM ISSUED: 07/01/19
REPLACED: 04/19/17

CHAPTER 18: DURABLEMEDICAL 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:

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 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 centerofthe
Group Health Plan/ Medicaid (Medicaid #). Louisiana Medicaid claim
FecaBlk Lung formin LARGE letters.
Required - Enter the recipients 13-digit Medicaid
1.D. number exactly as it appears when checking
recipient eligibility through MEVS, eMEVS or
REVS.
la Instired’s ID Number NOTE: The recipients' 13-digit Medicaid ID
number must be used to bill claims. The CCN
number from the plastic ID cardis NOT
acceptable. The ID number must match the
recipients name in Block 2.
! Required—Enter the recipients last name, first
2 Patents Name name, middle initial.
] _ Situational- Enter the recipients date of birth
Patients Birth Date using six digits (MM DD YY). Ifthere is only one
digit in this field, precede that digit with a zero (for
3 example, 0102 07).
Sex Enter an “X” inthe appropriate box to show the
sex of the recipient
; Situational- Complete correctly if the recipient
4 Insured's Name has other insurance; otherwise, leave blank.
i Optional - Printthe recipients permanent
5 Patients Address 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 NUCCUse | 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- Ifrecipient has no other coverage, | beentered forcommercial
leave blank. and Medicare HMO's in this
If there is other commercial insurance coverage, field.
the state assigned 6-digit TPL carrier code is
9 Other Insured’'s Policy or | required in thisblock. The carrier code is EO ’F‘}Sg Segtret;]deﬁgﬁjs’m_ in
a Group Number indicated on the Medicaid Eligibility Veerification thyfﬁel s
(MEVS) response as the Network Provider '
Identificaon Number. NOTE: DONOTENTER A 6-
Make sure the EOB(s) or EOBs from other DIGITCODE FOR
insurance(s) are attached to the claim. TRADITIONAL MEDICARE
CLAIMS.
9b Reservedfor NUCCUse | Leave Blank.
9c Reservedfor NUCCUse | Leave Blank.
ad Insurance PlanNameor | Situational- Complete if appropriate or leave
ProgramName blank.
10 Is Patients 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
Sex blank.
OTHER CLAIMID
11b (Designated by NUCC) Leave Blank.
11c Insurance PlanNameor | Situational- Complete if appropriate or leave
ProgramName blank.
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Locator # Description Instructions Alerts
11d Is There Another Health | Situational- Complete if appropriate or leave
Benefit Plan? blank.
Patients or Authorized T . .
12 Person's Signature a:itrl:stlonal— Complete if appropriate or leave
(Release of Records) '
Patients or Authorized - I . .
13 Person’s Signature Situational- Obtain signature if appropriate or
leave blank.
(Payment)
Date of Currentlliness/ :
14 Injury / Pregnancy Optional.
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
ofthe vertical,_ dotted line to identify which source is defined as the
provider isbeingreported. ordering provider. The
17 Name of Referring * DK Ordering Provider ordering provider is
Provider or Other Source Enter the name (FirstName, Middle Initial, Last required.
Name) followed by the credentials of the
professionalwho ordered the service(s) or
supply(ies) on the claim.
17a Other ID Required - Enter 1h¢ 7-digit_ M edicaid ID
number of the ordering provider.
Required - Enter the NP1 number of the The 10-digit NPI Number
17b NPI# ordering provider. is required.
Hospitalization Dates
18 Relatedto 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 righthand portion ofthe field.
0 ICD-10-CM
Required - Enter the most currentICD diagnosis
Diagnosis or Nature of code.
lliness or Injury
NOTE: The most specific diagnosis
codesmust be used. General
ICD-10-CM “V”, “W”, “X™, & “Y” series codes are not acceptable.
diagnosis codesare notpart ofthecurrent
diagnosis file and should not be used when
completing claimsto be submitted to
Medicaid.
ICD-10diagnosis codes
must be used onclaims for
21 dates of serviceon or after

10/1/15.

Refer to the provider notice
concerning the federally
required implementation of
ICD-10 coding which is
posted onthe 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. Iffling an adjustment or void, enter
an “A” for an adjustment or a“V" for avoid as
appropriate AND one ofthe appropriate reason
codes for the adjustment or void in the “Code”
portion of this field.

Enter the internal control number fromthe paid
claim line asit 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 AgentError

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 orvoid morethan
oneclaimlineonaclaim, a
separate formis required
foreach claimline since
each line has adifferent
internal control number.

23

Prior Authorization (PA)
Number

Required—Enter the correct9-Digit PA number
in this field.
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Locator # Description Instructions Alerts
Situational- DME Providersare required to
enter 11-digitNDC codes on claimdetail lines
forenteral feeding products only.
DME providersmust enter
Inaddition to the procedure code, the National NDC informationin the
Drug Code(NDC)isrequired by the Deficit SHADED sectionof 24A
Reduction Act of 2005 and shall be entered in through 24G ofappropriate
the shaded section of 24A through 24g. detail lines only.

24 I?:f’&%'%?;?m This informationmust be
Claims for enteral feeding products must entered in addition tothe
include the NDCfromthe label of the product | procedure code(s).
administered.

The NDC indicated onthe
Alist of the procedure codesand NDCs for claimmust match the NDC
products thatcurrently require NDC on the Prior Authorization.
information can be found
on www.lamedicaid.comunder the Fee
Schedulesdirectory 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-- Ente_r the appropriate place of service
code for the servicesrendered.
Situational- Complete if appropriate or leave
24C EMG blank.
Required-- Enter the procedure code(s) for
services renderedin the unshaded area(s). Where modifiersare
Proced Seni required, the modifier(s) on
24D SLOC?i els”es’ ervices, or the claimmust match the
pp When amodifier(s) is required, enter the modifier(s)onthe 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”, efc.) in this
24E Diagnosis Pointer block.

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

2UF $Charges Required-- Enter usual and customary charges
(Dollar AmountCharges) | for the service rendered.
Required-- Enter the number ofunits billed for
24G Daysor Units the procedure code entered on the same line in
24D
Situational- Leave blank or enter a*Y” if
24H EPSDT /Family Plan serviceswere performed asaresultof an EPSDT
referral.
24| ID Qualifer Optional. Ifpossible, leave blank for Louisiana

Medicaid billing.

24] 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 Patients Account No. on the remittance advice (RA). ltmay consist of
letiers and/or numbers and may be a maximum of
20 characters.

Optional.Claimfling acknowledges acceptance

21 Accept Assignment? of Medicaid assignment.

Required-Enter the total of all charges listed on

28 Total Charge the claim.
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Locator # Description Instructions Alerts
Situational-If TPL applies and block 9A s
completed, enter the amount paid by the primary
payor. Enter‘0'if the third party did not pay.
29 Amount Paid
If TPL does notapply to the claim, leave blank.
Do not report Medicare payments in this field.
30 Reservedfor NUCCUse | Leave Blank.
Signature of Physicianor | Optional. The practtioner or the practioner’s
Supplier Including authorized representative’s original signature is
31 Degreesor Credentials | nolonger required.
Date Required-- Enter the date of form completion.
32 Service Facility Location | Situational- Complete asappropriate or leave
Information blank.
32a NPI# Optional.
39 Other ID Number a;t#l?tional— Complete if appropriate or leave
33 Billing Provider Infoand | Required-- Enter the provider name, address
Phone # including zip code and telephone number.
333 NP Required — Enter the biling provider’s 10- mestl g-dlgngo? N:rzl?er
digit NP1 number. Ut 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 - Ifpossible, do notenter | appearon paper claims.
a qualifier for Louisiana Medicaid 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)

(=l
S
HEALTH INSURANCE CLAIM FOR
APPROVED BY NATICHNAL LIk

AFORR CLAIM COMMTTEE (NUCC) 0242

Mail To:

Molina

P.O. Box 91020

Baton Rouge, LA 70821

TRICARE

1a. INBURED'S |.D. NUMBER: [For Progeam i Fem 1

I (D008 ; 1234567890123
2 PATIET 'S NAME [Lest Mlans, Frsl Name, Tdua inita) G PRTIENT ST DAt INEURED § NAME _ssl Marna, First Nane, kiods el
LOU, JANNIE 06 11 |00 |x
T PATIENT B ADDRESS (i, Sheal B. FATIENT FELATICNEHIF T INSUFED) 7 IMELRED'E ADDFESS (0, Shao
5|.~[| | :| | ch |:':—| -_'i.‘.-'-|| |
CITY STATE | 8. RESERVED FOR MUCC USE CmY | BTATE
DFCODE TELEFHONE (Indute e Coce) E (ndude Ares Cock)

HER INSURED"

THERINSURED 'S PCLIC

(

)

i FLANE (Last Name, First Fame, Midkle bina) [EGNE]

IRCLUP HUMBER

ATIENT'S CONDITION FELATED Tt

FECA NUMEEF

=
TPL CODE IF APPLICABLE

b RE:

W E

AESERVED FOR NUICC USE

E FLAM NAME COR PROCH &M HAME

o IHSURANCE FLAN HAME CF PROGH 85 RARE

RE | aulhorize e re eas mech cal o ather inforrmaion 1

SIERED

10d. LLI'I ff ES (D= slalel p ML

HI ﬂ.l) HACK lJI I EJHI I III F UIII COMPLE 'IE; & "a{ \I\-\( IIlI EIIILE F I CI

ECEESH |

e awwn A ﬁEF’E RRING F

4. 15 THERE ANOTHER HEX

D 10

LTH BEREFIT PLANT

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

SHE
4. DATE OF CURRENT ILLMESS, INIURY, 0 PRESHANCT (LMF) | 15. OT HEF [ g 16 DATES JWRK [N CURBENT CEUPATION
el bo | - MM | 0D i i
AL | AL | | FREN o !
17. HAME CF REFERFING PROVDER R OTHER SOURCE {7a 1234567 18. HOS ) DATES BELATED TOCLRAEN |I eI CES
RS LR kvt e e " ) A
DN | JOHN DOE, MD 7a| 1| 1234567890 FRCM |
0 ADDITICRLAL CLAN NFCRMATICN (Desin ated by HICT) LITSIDELAER § CHARGE S
| Jees | [
BT DIAGNOBIE CA NATURE OF ILNEBS OF IRJUAT FEiaiE AL 1 5a 4oe e Feow P45 A D 22 RESUEMS3ION
comnd |0 COnE CRIGIN AL FEF, MG
. G809 = £931 sl
E E. H 23 PRICA ALTHORIZATION HUMEER
§ L 612345678
28 CATE(S) OF SERWICE LIES = gl e : g
Ficen To | AL R it TS RENDEFING
MM_ DD Y WM DD § CHARGES it FOMOER 0 # =
- =
I 1 | | | . E
09| o8 |16 |09 | 08| 16|12 ra32z | | AB 90100 | 30 | [wum o
2 TOO74051807 %
¢ : i i S S =
w | ® i 16 | 09 | o8 i 9 | 12 4160 | | AB 50000 | 200 | |wm &=
| =
3 1 | | 1 5 e
L | L Ll | [ 2
@
4 ! | | | N | ey e B e
L : | | . S
? =
5 1 1 1 1 1 o B S
! o
- - : - L S 2
6 I
] | i N e B T e R T N T
| | | - | [ [w= 2
25, FEDERAL TAX | D. NUMBER S EIN 26 PATIENT'S ACDOUNT RO 23 TOTAL GHARGE [22 AMCUNT Pal Rsvrl fey NLIGC Use
| 1234 I 590,00 | - |
|

| 32 BERMICE FACILT T LOCATION IMFORMATION

:\ULI'_ Ll G E ?m MAIN ST
IMA BILLER ANY TOWN, LA 70000
51 GHED Wi %IIES g |- 1326547895 |- 1987654

33. BLUING PACYIDER INFO & FH# |800‘| 233-3333

XYZ DURABLE MEDICAL SERVCES

MNUJCT ingtruction Manual available at www nuce o o

e
PLEASE PRINT OR TYPE

APFROVED OMB-0S38- 179 FORM 1200 (T 123
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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.

. 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 apaid 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/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 DME CLAIM FORM ADJUSTMENT WITH ICD-10 DIAGNOSIS CODE
(DATES OF SERVICE ON OR AFTER 10/01/15)

.Eh =] Mail To: T
Molina i
[=1&%: P.0. Box 51020 g
HEALTH INSURANCE CLAIM FORM Baton Rouge, LA 70821 &
AFPRCVED E7 NATIONAL LUMIFORM CLalM COMM TTES (NUCC) 0282 ;
TRICAFE CHA ko CTHER | 13, INSWRED'S 1.0, HMUMBER o Frngram i e 1
(oo 108 | \ [ o= | 1234567890123
= Hame, s it S PETIENTGEFTH DA SEx 4 IMEURED S HAME (el Mane, First N, Mods i)
LOU JANNIE 06 |x
8 PATIENT'S ADDRESS (U0, Sraamn E. PATIEMT A A PSS HIF T 1M BURELD 7 INSURED'S ADDRESS (N, Staal)
et cmer [ |
ATy STATE | 8. RESERVED FOR NUCC US CITY |BTATE 4
=]
aF COOE TELEPHIME (Indude Area Cock) TP CODE TELEFHONE [InQuDe Are s Coo2) %
=
S CTHER INSURED' 3 MAME (Last Name, Frst Mane, Mcdle hina) 100 1S PATIENT'S CORNDITION RELATED TCr 1 IHSURED'S POLICY dROUP OR FESA RUMEEF %
=]
2 | il
CTHER INSURED 'S POUICY CR GROUP NUMBER & EMPLOYMENT? (Cutrent or Piewios) TNSUZELSDATE OF BIFTH SEX g
TPL CODE IF APPLICABLE [ [ : : ! ; Ml F a
I HES EAVE D FOH HUCE L A CE & ol oL 0 (D onalod D NUSE) =
| o I | g
o AESEAVED FCOR HUCC USE C. OTHER SCCIDENT? o INSURAMCE FLAM NAME OF PROGH S0 NAME E
[ +es HO )%
3 INEURANCE FLAR HAME OF PRCGRAN HAME 10d. CLAIM CODES (Desigriated by NUT 4. 15 THERE ANCTHER HEALTH BEEFIT PLANT =
HKE ﬂ.l)llﬂ.(:d(l]\ IEJHIIJRFUIH (U| P fIExA PLE OF ICID 1
OF #UTHORIZED = there el et vt on reCasee
HEER T NITTH A REFERRING P
BIGrED DATE _
4 BiTE O F-RAELT ILLIESS: (IR, or FRESNANEY LR [15, OTHER DATE = B DATES PETIENT UHARLE 10 WORF 13 CLUREE, A
MM DO : MM | DD y X% i s i (0] A
i s | i I
17, HAME OF AEFERARING PROVDER CF CTHER S0URCE 175 1234567 ATED TO CURAEN I|“|- i
DN JOHN DOE, MD (| 1234567890 02000 | To i

A9 ADDITIOAAL CLAIR | MFOARATION Deacp sted by HIC b CHARCES

B EAECES T NATURE OF LLHESS O AT Feae F B v e Ben B8 o 10| i T L
. G809 o (2931 & £ " am 6259012345600

Z3. PRICA ALTHORIZATION HUNEER

sl - E G ul
; 2 612345678 |
248 DATE(S OF SERMICE | & B EErICES; O SURFLIES E E S | H ] z
From Ta |RAcEDF sudl Circumstances) |DlAGHOEIS bl 1 I REKCERI o
MK Jali f MM DD ¢ [SERWGE | EMOY WMICDIFIER | PORNTER § CHARGES UNIE | P | ousL FRCMOER ID. # J‘::(
9| 08|16 |0s| ]| 16| 12 M2 | ! AB 90100 | 30 | |wm ]
| w
2 | n | | | 1 : ik | E
=
_ B - | . &
[ )
3 1 ! 1 1 1 e B " &
L | . [ A I N T g
| @
| | f R e e =
i L | - - N 5
5 | 3
: : i S
I R {4 . . =] [ X
»*
5 1 | | | | | e s +
L | \ = [ | [ 2
25 FEDERAL TAX | D. NUMBER ==l =1 26, PATIENT'S ACCOUNT NO {27 & A dEIT™? =T AL CHARGE |Z;'. AMCUNT P&ID 30. Asvi. for NUCC Lise
1234 : & 90.00 | .
37 SERVICE FACILTY LOCATICN MFCAMATICH 3 ELUNGFROVDER FoafFHe (800 ) 233-3333
/
, XYZ DURABLE MEDICAL SERVCES
Pyl 1 700 MAIN ST
IMA B"—LER ANY TOWN, LA 70000
E 9216 - B » 1326547895 |- 1987654
(e —
MUCC instruction Manual available at www.nuce of g PLEASE PRINT OR TYPE APPROVED OMB-0Z58-7197 FORM 1200 (C2-12)
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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
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