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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

Services may be billed using:

o The rendering provider’s individual provider number as the billing provider
number for independently practicing providers; or

. The group provider number as the billing provider number and the individual
rendering provider number as the attending provider when the individual is
working through a “group/clinic’ practice.

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.
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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
_hrllr?g;(r:srg‘al\:lneddge?d/ You must write “DME” at
P Required -- Enter an “X” in the box marked the top center of the
1 Champva/ - .y ! - .
Medicaid (Medicaid #). Louisiana Medicaid claim
Group Health Plan / f
orm.
Feca BIk 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 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 Require(_j - Ent_er the recipient’s last name, first
name, middle initial.
- 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 Situationql - Compllete cor(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.

Page 3 of 17

Appendix B




LOUISIANA MEDICAID PROGRAM ISSUED: 09/23/15
REPLACED: 02/04/15
CHAPTER 18: DURABLE MEDICAL EQUIPMENT
APPENDIX B — CLAIMS FILING PAGE(S) 17
Locator # Description Instructions Alerts
RESERVED FOR NUCC .
8 USE Optional.
9 Other Insured’s Name Situational — Complete if appropriate or leave
blank.
Situational - If recipient has no other coverage, E)nly the %’?'g't code Shplfld
leave blank e entered for commercial
' and Medicare HMQ's in this
If there is other commercial insurance coverage, field.
the state assigned 6-digit TPL carrier code is
9a Other Insured's Policy or | required in this block. The carrier code is DO NOT enter dashes,
Group Number indicated on the Medicaid Eligibility Verification hyphens, or the word TPL in
(MEVS) response as the Network Provider the field.
Identification Number.
Make sure the EOB(s) from other insurance(s) are BPT# : D%E?:T ENTER AG
attached to the claim GIT CO 0
' TRADITIONAL MEDICARE.
9% RESERVED FOR NUCC Leave Blank.
USE
9 RESERVED FOR NUCC Leave Blank.
USE
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.
Insured’s Date of Birth, Situational — Complete if appropriate or leave
11a
Sex blank.
OTHER CLAIM ID
11b (Designated by NUCC) Leave Blank.
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Locator # Description Instructions Alerts
Insurance Plan Name or | Situational — Complete if appropriate or leave
11c
Program Name blank.
Is There Another Health | Situational — Complete if appropriate or leave
11d .
Benefit Plan? blank.
Patient’s or Authorized T . .
12 Person'’s Signature ;l;;itlonal — Complete if appropriate or leave
(Release of Records) '
Patient’s or Authorized N o . .
13 Person's Signature Situational — Obtain signature if appropriate or
leave blank.
(Payment)
14 Dgte of Current lllness / Optional.
Injury / Pregnancy
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
Name of Referring
17 Provider or Other Source Leave Blank.
17a Unlabeled Leave Blank.
17b NPI Optional.
Hospitalization Dates
18 Related to Current Optional.
Services
19 ADDITIONAL CLAIM
INFORMATION
(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
The most specific diagnosis
Diagnosis or Nature of Required - Enter the most current ICD diagnosis | codes must be used. General
lliness or Injury code. codes are not acceptable.
NOTE: The ICD-9-CM “E” and “M" series
diagnosis codes are not part of the current
diagnosis file and should not be used when ICD-9 diagnosis codes
completing claims to be submitted to Medicaid. must be used on claims
for dates of service prior
to 10/1/15.
ICD-10 diagnosis codes
21

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
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. Effective with date of
Enter the internal control number from the paid pig\(i?dsesrlsr,]?:jr/rlgﬁlﬂh usin
claim line as it appears on the remittance advice P . y g
in the “Original Ref. No.” portion of this field the proprietary 213
T ' Adjustment/Void forms will
. ) be required to use the CMS
Appropriate reason codes follow: 1500 (02/12)
22 Resubmission Code '
Adjustments . .
01 = Third Party Liability Recovery To ad:u; ¢ (I)'r void molr € than
02 = Provider Correction One claim finé on a claim, a
03 = Fiscal Agent Error separate form is required
90 = State Office Use Only — Recovery . f]al(.:h crl1a|m I|g$fsmce
99 = Other each line has a different
internal control number.
Voids
10 = Claim Paid for Wrong Recipient
11 = Claim Paid for Wrong Provider
00 = Other
23 Prior Authorization (PA) | Required — Enter the correct 9-Digit PA number

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 ;l;grpr:]eargggtal 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.
248 Place of Service Required -- Ente_r 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
Procedures. Services. or required, the modifier(s) on
24D ' ' 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.
= $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
2411 1D.Qual Medicaid billng,
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.
97 Accept Assignment? Opt|onal._CIa|m filing acknowledges acceptance
of Medicaid assignment.
28 Total Charge Requqed — 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
31 Degrees or Credentials no longer required.
Date Required -- Enter the date of the signature.
3 Service Facility Location | Situational — Complete as appropriate or leave
Information blank.
32a NPI Optional.
32 Unlabeled Situational — Complete if appropriate or leave
blank.
33 Billing Provider Info & Required -- Enter the provider name, address
Phone # including zip code and telephone number.
33a NPI Optional.
Required — Enter the hilling provider's 7-digit
Medicaid ID number. The 7-digit Medicaid
33b Unlabeled 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” ISWRITTEN 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-9 DIAGNOSIS CODE
(DATES OF SERVICE BEFORE 10/01/15)

EirlE

=
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12

EFI:F\

DME

CARRIER —

PEATT T ]

MEDICARE MEDICAID TRICARE CHAMPWA GROUF A OTHER
HEALTHRLAN  BLKLUNG
(Modicare #) W (Medicaid #)  (ID&DoD#) (Member #) (108} (10#) fio#)

a. INSURED'S LD, NUMBER
1234567890123

r Program in Item 1)

PATIENT AND INSURED INFORMATION

2 PATIENT'S NAME (Last Name, First Name, Middie nifial ¥ PRTENT S BIRTH OATE SEX 4. INSURED'S NAME (Last Name, First Name, Middie Ingal)
| Doy
Adalam, Mary 08 [ 11 00 w X
5. PATIEN DORESS (No., § 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
Sef  Spouse  Chid Other
had STATE |[8. RESERVED FOR NUCC USE cmy TATE
TE (include Area Code) IE {
5. OTHER INSURED'S NAME (Last Name, First Name, Madie |nial) 0,15 PATIENT S SITION RELATED TG 1. NSURED'S POLICY GROUF OR FECANUMBER
a. OTHER INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENT? (C: or Previous) # INSLRETSDATE SEX
. " i
TPL Code if applicable YES NO M F
b. RESERVED FOR NUGC USE b, AUTG AGGIDENT? PLA b. OTHER CLAM ID {Designated by NUCC}
- DT,S_\AM PL = INSURANCE PLAN NAME OR PROGRAM NAME
YES NO
4. INSURANCE FLAN NAME OR PROGRAM NAME 10 RESERUED EDR LoCA) -y PLAN?
F I NO i yes, compiete dems 9, Ba and Bd
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM._ 3. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize

12. PATIENT'S OR AUTHORIZED PERSON'S SIBNATURE | authorize the release of any medical or other information necessary|  payment of medical benefits to the undersigned physician or supgier for
to process this elaim. | also request payment of govemment benefits either to mysel or to the party who accepts assignment serices described below.
belon.
SIGNED DATE SIGNED
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMF) |15.0THER DATE ) 18. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION i
MM DD ¥ | | | MM DD YT MM DD | YY . MM | DD YY
L | 2| o] | | | o | | ° | |
|
T7. WAME OF REFERAING FROVIDER OR OTHER SOURCE 2 HOSP I 5 AE ENT SERVICES
g E | HOSFTAHIZATION D‘ATg‘-;Fl LATED 70 CyRN I\lT X =S
716 |I~PI ‘ FROM ! | TO ! !
ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAE? § CHARGES
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY  Relate A-L 10 SEnvice ine below (24E CDIna |9 | ORIGINAL REF. NO.
» 13438 s V441 cl o]
E | F | 23, PRIOR AUTHORIZATION NUMBER
Ll o 412345678
T4 A DATE F 1 =
From T RENDERING =}
M oD Yy MM Do Yy $ CHARGES PROV D. E
TOO74051807 H
03102 14|03 ;021412 | | B4160 | i | i | AB | 450100 | 200 | | wP1| o
e
=
| | | i i i | wel T T T -
03102 14 | 03 102 14|12 Ad4322 | | | AB 50100 30 NP [
a
: I T O A I T T | Pl | [ g
o
. . . . o . e —— =
| [ T S T [ T N | N I B G S
=z
] ] ] ] ] ] ] BT S
o
: [ S S O [ I | bl | [T g
S
1 1 1 1 ~e I 1 o
| P L | || WP .
FEDERAL TAX | D. NUMBER SSM EIN ENT"S ACCOUNT NO. 7 GNMENT? | 28, TOT. 23 AMOUNT PAID |30, BALANCE DUE
+ =8 ack) h
X NO 3 3 | $ i
31. SIGNATURE OF PHYSICIAN OR SUPP LIER 32. SERVICE FACILITY L ON INFORMATION 33, BILLINGPROVIDER NFO & PHE 22 -4 Yd
INCLUDING DEGREES OR CREDENT| _ _ (225555485
{l corsfy that the statements on the reverse XYZ Durable Medical Services
apply 1o this bill and are made 8 pan thereof 700 Main St
Any Town, LA 70000
sizuen Ima Biller pere 3/9/14 | = b a 1326547895 | b 1987654 !
NUCC Instruction Manual available at www, nuce. org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM CMS-1500 (02-12)
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SAMPLE DME CLAIM FORM WITH ICD-10 DIAGNOSIS CODE
(DATES OF SERVICE ON OR AFTER 10/01/15)

=4

w
=183 DME g
HEALTH INSURANCE CLAIM FORM %
APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE NUCC) 0212 o
(L] T

1. MECICARE MEDICAD TRICARE CHAMEE, E EECh . OTHER |14 NSUREDS |0, NUMBER Far Pmgam in s 1)
Medcare ) ¥ (Mediaid 8] (IDWDaDs) (emberiow)  gom) o (0% 1234587800123

2 PATIENT S MAME (Last Hame, Fi

ADALAM, MARY

T isa] T PR TIENTS BRTH DATE
=t Hame. Middie inisa) . 1 L,

06 {11 ] 00 w

4 INSUREDS NAME (Last Nama. Frst Hama_Midda intal)

READ BACK OF FORM Bl T
12 PATIENTS OR AUTHORZED PERS ON'S SIGHA authorize e reease of iy
£

VMecasEary
Ty Wha acompts assignment

%0 process Sis claim | a0 mques paymant of gaemment baneds s rto mysed art,
e

5. PATIENT S ADDRESS (Mo STest) 6. PATIENT RELATIONSHI® TO INSURED 7 NSUREDS ADORESS Mo Stmar)
Sef  Spuse  Chid Canar
oY STATE |3 RESE 3 FOR NUCE USE TV STATE g
E
AP CODE TELEPHONE (nduda Area Coda) TP CO0E TELEPHONE indiuda Ama Cada) I
{ ] { ) &
) e
T OTHER BISURED'S NAME (Lasi Nama, Fint Nama, Middia nisa) 10 15 PATIENT S CONDITION RELATED TO 1. WSURED'S POLICY GROLP O FECA NUMBER H
=
o
E0'S POLICY OR GROUP NUMBER EMPLOYMENT? (Current or Previous) 3 NSUREDS CATE OF BRTH == I
& EMPLOYMENT? (Current or Previous) TR E
ifapplicable ves NO ! " - @
b PLACE (State) |B OTFER CLAMID [Desigreed By HUCT) a
<<
& RESERVED FOR NUCG USE o C NSURANGCE PLAN HAME OR PROGRAM HAME =
) o}
E
4 NSURANCE PLAN NAME OR PROGRAM NAME ALTH BENEFTT PLANT =

fyes. compiete iems 9. 9a and 9d

SIGHATURE

aumanza
cian or supgier S

DATE
y
URRENT RLNESS, INJURY. or PREGNANCT (LMF) | 15.OTHER DATE 16 CATES PATIENT UNABLE 10 WORK N CURRENT 00 T
T | . MM DD Y MM DO ) v T
| aud | : row | | © |
|
17 NAMNE OF REFERANG PROVIDER OR OTHER SOURCE T8 HOSFI AL ZATION DATES RELATED TO CYRRERT & 5
RO Y L
10 |‘-J | FROM i ! TO |
T3 ADDITIONAL GLAM INFORMATION (Designed by NUCG) CHARGES
T OAGNCOS S OF NATURE OF ILNESS OF MIURY e A-L 1 5erics In8 Daow 48] icomd [0 |

. G809
E.| 23 PRIOR AUTHORIZATION NUMBER
| 512345678
sy F N =
F DAYS o [=]
o v $ CHARGES | wiEs i E
70074051807 =
10108 15 |10 | 08 | | B4180 | ! ! | AB 500{00 | 200 | [ WP §
10i0s 15 |10 ] 08 | | a4322 | § 1 1 | a8 o0loo | 30 | [WF] e
=]
i I T O O I [ S o | [P &
w
(=4
I [+ [ I S T o | [wer] =l
| P P | i 2
. I T O | | o | [wer] Z
i | i i [ [ | [ & i § | i | [ =
25 FEDERAL TAX LD NUMBER SSN BN 26 PATIENTS ACCOUNT NO. & Lﬁsoie:‘el‘l:‘o‘c.:t;ﬂ? 28 TOTAL CHARGE 28 AMOUNT PAID 30 BALANCE DUE
Ve NO s s90(00 | s E 590!00

ERVICE FACILITY LOCATION | NFORMATION

33 BLUNG PROVIDER INFO & PHA
X¥Z Durable Medical Services
700 Main St

Any Town, LA 70000

(800 )233-3333

Ima Biller

sare 10/10V1S |4 b

SIGNED

4 1326547895 |b

1987654

NUCC Instruction Manual available at: www.nucc.ong PLEASE PRINT OR TYPE

APPROVED OMB-0938-1197 FORM CMS-1500 (02-12)
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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.

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

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

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

When an Adjustment/Void Form has been processed, it will appear on the Remittance Advice
under Adjustment or Voided Claim. The adjustment or void will appear first. The original
claim line will appear in the section directly beneath the Adjustment/\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

Page 14 of 17 Appendix B



LOUISIANA MEDICAID PROGRAM ISSUED: 09/23/15
REPLACED: 02/04/15

CHAPTER 18: DURABLE MEDICAL EQUIPMENT

APPENDIX B - CLAIMS FILING PAGE(S) 17

SAMPLE DME CLAIM FORM ADJUSTMENT WITH ICD-9 DIAGNOSIS CODE
(DATES OF SERVICE BEFORE 10/01/15)

ElprEl

HaL DME
HEALTH INSURANCE CLAIM FORM

BY NATIONAL UNIFORM CLAM COMMITTEE (NUGC) 02112

st=— CARRIER —

Fica oA T
ARE MEDICAID £ CHAMPVA OTHER | 1a. INSURED'S | D. NUMBER {For Program in ltem 1)
{Medicars #) % (Medicaid #) {ID#Oa0# (Member ID#) e 1 1234567890123
2 PATIENT'S NAME (Last Name, First Name, Middie Intisl) ST S BT DATE SEX 4. INSURED'S NAME (Last Name, First Name, Madle Infal)
| D
Adalam, Mary 06 | 111 00 ™ FX
5 PATIENT'S A 3 Steel & PATIENT RELATIONSHIP TG INSURED E0°S ADDF Steet
Othe
TV STATE |5 oY TATE z
=
ZIF CODE TELEPHONE (include Area Code ZIF CODE Indude Area Code] g
) 4
( ) S
5 OTHER INSURED'S NAME (Lag Name, Firsl Name, Made i 0,15 PATIENTS ELATED TO 1. NSUREDS POLICY GROUP OR FEGA NUMBER =
=1
o
a OTHER INSURED'S POLICY OR GROUP NUMBER 2 EMPLOYMENT? (Current or Previows) a i EOF g SEX E
TPL Code if applicable YES NG " F 4
b RESERVED FOR NUGC USE b, AUTO ACCIDENT? iste) |b. OTHER CLAM 1D (Designaied by NU a
=
MPLE z
o F & OTH m YA = INSURANGE PLAN NAME DR PROGRAM NAME ]
o}
E Mo =
@ INSURANGE PLAN NAME OR PROGRAM NAME VED FOR LOCAL USE 2 ANCTHER HEALTH BENEFIT FLANT =
SLE OF 1 e
READ BACK OF FORM BEFORE COMPLETING & SIGHING THIS FORM. 2. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED FERSON'S SIGNATURE | authorize the release of any medical or other information necessary|  payment of medical benefits to the undersigned physician or supgher for
to process this claim. | also request payment of govemment benefits either to myself or to the party who accepts assignment senvices described below.
below.
SIGNED DATE SIGNED
T4. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMF) |15.0THER DATE - 16. DATES PATIENT UNABLE TO WORK N CURRENT OCCUPATION T
MM DD Y | | | MM, DD oYY M D oYY . MM DD ¥Y
| 1 QUAL.| QuALl ! ! ! FROM ! | 0 | |
. WAME OF REFERRING FROVIDER OR OTHER SOURCE = 18 HOSPITALIZATION DATES RELATED 10 CURRENT SERVICES
=] ] TR DR 7O CYRRENTRE
71b. |I~PI | FROM | | o 1 !
| T8, ADDITIONAL CLAIM INFGRMATION (Designated by NUGC) 20. OUTSIDE LAB? $ CHARGES
NO ‘
RINJURY  Relste A-L losenvics ine below (24E COnd]9 | 3 ORIGINAL REF. NO.
c.l o A99 | 4090145678600
3 el M 23, PRIGR AUTHORZATION NUMBER
Ll i1 ol 412345678
. A AT OR SUPFLES F [ z
From nces) DIAGNO D e
MM 0D vy vy $ CHARGES wits | Fa | cus =
q 70074051807 H
03102 14]03 021412 | | B4180 | | | i | AB | 450100 | 200 | | WPl =1
w
=
2 ’ ’ ’ ’ ’ ’ ’ =
= I S N I I T O | I N I TN E
3 E
: I O S N I T \ I N B 5
w
4 o ‘ S : ——— o
| I T O L Ld | Ll | e g
=
5 | | | | ' | | o
: S T I [ I \ P [ [wer] 2
=
i ] i ] =
a
N R I [ | N N I N .
ERAL TAX |D. NUMBER SSN EIN 26, PATIENT'S ACCOUNT NO. 28 TOTAL CHARGE 25. AMOUNT PAID | 30. BALANCE DUE
s 450/00 | 5 N !
3 32. SERVICE FACILITY LOCATION INFORMATION 33 BLLINGPROVIDER NFO S PHE  ( 226 ) 555-4957
XYZ Durable Medical Services
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Any Town, LA 70000
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SAMPLE DME CLAIM FORM ADJUSTMENT WITH ICD-10 DIAGNOSIS CODE
(DATES OF SERVICE ON OR AFTER 10/01/15)

=4
[=1e%> B
g
HEALTH INSURANCE CLAIM FORM =
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE NUCC) 0212 <
e sannnl
T MECICARE MEDICAID TRICARE CHAMPVA GROUP FECA o OTER [1a NESUREDS 1D NUMBER FarPmgram in kem 1) N
HEALTHPLAN  BLKLUNG
Medcaren) 3 (Medkaid 8 (ID8DaD0) (Member D8] (100 {08 =% 11234567800123
2 PATIENT'S HAME (Last Hame_First Hama Middie inisal) EET ..*" Lo SEX 4 INSURED'S NAME (Last Nama, First Name_ Midda intial)
ADALAM, MARY 06 | 11 | 00 M X
5 PATIENT S ADDRESS (Mo Sved) 8. PATIENT RELATIONSHIF TO INSURED 7. NSURED'S ADDFESS o, Smel)
Crhar
CITY STATE CY STATE %
E
APCODE TELEPHONE (Induda Area Coda) P CODE TELEPHONE (indude Ama Cada) ‘Et
3 [
(D] L) g
T OTHER FSUREDS RAME (Last Nama, Fist Hama, Migdia i) 1015 PATIENT 5 CONDITION RELATED 1O 1. MSUREDS POLICT GROLP OF FECA NUMBER =
=1
w
a. OTHER INSURED'S POUICY OR GROUP NUMBER a EMPLOYMENT? {Current or Pravious) a \3\'1'61&'3 DATE o- BIRTH =4 %
|

TPL Cade |fappl|cable NO i ! M . ]
b RESE B ALTO ACCIDENT? PLACE (State) | B OTFER CLAIMID [Dewgraed by WUGG) =
= E
. ; 4 & INSURANCE PLAN NANE OF PROGRAM NAME =]
: B
—— <
a ALTH BENEFIT PLANT T

l Ifyes_ completa lams 9. 9a and &d
NS SGNATURE | autadze

e undamigred physician o supplier o

READ BﬂCKOP POHM
12 PATIENTS OR AUTHORIZED PE

SIGNED

18 CATES PATIENT UNABLE TO WORK \\..)H \1\\.\.. m u\
1 C
F I

| R o
77 RANIE OF REFERARG PROVIGER OF CTVER SOURTE -7 § RELATED TO CYUBRENT SERVICES
7 a| | [E] o |M ON D 4\1 ATEDTO TR I\'r W _Y:Y,
7in. (e

18 ADOTIONAL CLAM INFORMATION (Designasad by NUCC)

71 DAGHOGIS O NATURE OF ILMESS OR INJURY  Ralae AL 10 servica N6 Daow 24E]  \Cond [0 | CRIGINAL FEF. NO.
s GB09 s (2931 ol | 5287131580100
= Fl " 23 PRIOR AUTHORIZATION NUMBER
| il 512345678
rar F. =) =
DAYa =]
WM DD Y MM 3 CHARGES | wiars g
4 |70074051807 =
1008 15|10 | 08 | 50000 | 200 | g
'
2 . . . . . . . =
I N T [ & & § | | Pl B
a3 z
= [ & & | | | [ f § § | | L | [Wei[ g
w
4 o o R R R = ] =4
! I S S S | N | P | [wer ] %
51 S . S . T 2
i I T A | [ | N I i KN B
4
6| | L L N ' | v ] &
| ! [ |
25 FEDERAL TAX LD NUMBER SSN BN 25 PATIENTS ACCOUNT NO. 2Z7_ACCEPT ASSIGNMENT? 28 TOTAL CHARGE 29 AMOUNT PAID 30 BALANCE DUE
of govt. dame_see back) |
1234 ves WO s 500{00 | : | |+ so0loo
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;g AW N =

=gl
5o
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 6242

—|_|_|PIGA

Sample of a Claim Form

PICA [ TT]

1. MEDICARE MEDICAID TRICARE

ﬁE&ﬁme%‘ngj

1a. INSURED'S L.D. NUMBER

(For Pragnam in lkemn 1)

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

3 Pa'II}ENT'E BIATH DA
|
F l:‘

{TE
oo YY
6. PATIENT RELATIONSHIP TO INSURED

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

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

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

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

CITY STATE

2IP CODE TELEPHONE (incluce Araa Code)

( )

8. RESERVED FOR NUCC USE

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

b. RESERVED FOR NUGT USE

&. RESERVED FOR NUGC USE

10. IS PATIENT'S CONDITION RELATED TO:

& EMPLOYMENT? (Cumrant ar Previous)

e

PLAGE (Stata)

L.
@ OTHER AGGIDENT?

[ |yes [Tno

YES
b. AUTO ACCIDENTT

[ ves

11. INSUREDY'S POLICY GROUP GR FECA NUMBER

RTH

% INSURED'S
MM Y

DADTE I?F Bl

|| N

SEX

gl

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 REFORE COMPLETING & BNINING THIS FORM. 13. INSUREDYS OR ALTHORIZED PERSON'S BIGNATURE | aythorza
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE. I sutfortze the relssse of any medicsl or sihier information necessary payment of medical bensits to the undersigned physician or suppiier for
fu procass this cleim. | aiso request peyment of government benafis sithsr to mysalf or o the party who sccepts sl gnment savices describard below.
hekow. ; \
GIGNED DATE BIGNED X
14, DATE OF CURRENT ILLNESS, INIURY, or PREGNANCY (LMF) |15, OTHER DATE T 18. DATES ﬂ'r"a",ENT LHNABLE 10 WORK IN CUF'|‘F’!‘1ENIT ECUPATION A
| s S | Fow | | =
; 1 18. HOBPITALIZATION DATES RELATED RRENT GERVI
17. NAIMEOF REFERRING PROVIDERA OR OTHER SOURCE 178 8. HOBPI [ SD ; TEQN TON‘JM ; I.§D ! GE%V
| 170, NPI FROM | ! TO ! !
19. ADDITHONAL. CLAIM INFORMATICN (Dsignatsd by NUGT) 20, OUTBIDE LAB7 § CHARGES
[Jvee [ oo | |
21. DIAGNOSIS OFL NATURE OF ILLNESE OFL INJURY Risiate A-L o service Iine below 1 2. ISSION
BE) 1o - 35 CRIGINAL REF. NO.
B B e D. | |
23. PRIDR AUTHORIZATION NUMBER
el F. _ al L
I J | K el
24, A,  DATE(S) OF SERVICE B. | C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. T P 1. z
Fram To PLACE OF] (Expialn Unusual Clreumstancas) DIAGNOSIS DS | o FENDERING =]
MM DD ¥¥ MM DD YY |GERWE| EMG | CPTHCPCS | MODIFIER POINTER $ CHARGES TS | P | QUAL PROVIDER ID. # =
=
| | | | | | R i
(- =) | § | | | i 8
=
| | | | | | | | i et s o
A T i [ ] | | [ | [w i
| | | | | | | | T —— B
I N ] | I H
| I | | | | e e e LS S S
N 2 I I L | [ 8
| | | | | | it 5
A Y D ] [ 1 1 | I I 2
e e T
| | | | I | |
N O O O R . | | [we -
26. FEDERAL TAX L.D. NUMBER 88N EIN 28, PATIENT'S ACCOUNT NO. 27. ACCEFT ASSIGNMENT? | 28, TOTAL CHARGE 28. AMOUNT PAD | 30. Ravd for NUCC Use
| I |
L] YES NO s | $ i |
L 1

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 (

SIGNED DATE i)

‘h.

‘h.
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