LOUISIANA MEDICAID PROGRAM ISSUED: 05/12/14
REPLACED: 04/21/11

CHAPTER 46: VISION (EYE-WEAR) SERVICES
APPENDIX C: CLAIMS FILING PAGE(S) 13

CLAIMS FILING

Hard copy billing of vision (eyewear) services is 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 may 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

o 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.)

Page 1 of 13 Appendix C



LOUISIANA MEDICAID PROGRAM ISSUED: 05/12/14

REPLACED: 04/21/11
CHAPTER 46: VISION (EYE-WEAR) SERVICES
APPENDIX C: CLAIMS FILING PAGE(S) 13
This appendix includes the following:
. Instructions for completing the CMS 1500 claim form and a sample of a
completed CMS-1500 claim form.
o Instructions for adjusting/voiding a claim and a sample of an adjusted CMS 1500

claim form.
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CMS 1500 (02/12) INSTRUCTIONS FOR VISION SERVICES
Locator # Description Instructions Alerts
Medicare / Medicaid /
Tricare Champus / Required -- Enter an “X” in the box marked Medicaid
1 Champva / (Medicaid #)
Group Health Plan / '
Feca Bk Lung
Required — Enter the recipient’s 13 digit Medicaid ID
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.
9 Patient's Name quuirgq - Enter the recipient's last name, first name,
middle initial.
Patient's Birth Date Situational — Enter the recipient's date of birth using six (6)
digits (MM DD YY). If there is only one digit in this field,
3 precede that digit with a zero (for example, 01 02 07).
Enter an “X” in the appropriate box to show the sex of the
Sex recipient.
, Situational — Complete correctly if the recipient has other
4 Insured’s Name ) . .
insurance; otherwise, leave blank.
5 Patient's Address Optional — Print the recipient's permanent address.
6 Ezt&erg(thelatmnsmp o Situational — Complete if appropriate or leave blank.
7 Insured’s Address Situational — Complete if appropriate or leave blank.
8 RESERVED FOR NUCC
USE
9 Other Insured's Name Situational — Complete if appropriate or leave blank.
Page 3 of 13 Appendix C


http://www.lamedicaid.com/

LOUISIANA MEDICAID PROGRAM ISSUED: 05/12/14
REPLACED: 04/21/11
CHAPTER 46: VISION (EYE-WEAR) SERVICES
APPENDIX C: CLAIMS FILING PAGE(S) 13
Situational - If recipient has no other coverage, leave
blank. Only the 6-digit

If there is other commercial insurance coverage, the state
assigned 6-digit TPL carrier code is required in this block.

code should be
entered in this

9a g:gﬁr IasuL:Tr]%ders Policy or The carrier code is indicated on the Medicaid Eligibility ];Ir?![;i.r clijac')sri\lez-r
P Verification (MEVS) response as the Network Provider hvoh ’h
Identification Number yphens, orthe
' word TPL in the
Make sure the EOB or EOBs from other insurance(s) are field.
attached to the claim.
9 RESERVED FOR
NUCC USE Leave Blank.
9c RESERVED FOR NUCC
Leave Blank.
USE
ad Insurance Plan Name or Situational — Complete if appropriate or leave blank.
Program Name
Is Patient's Condition I . .
10 Related To: Situational — Complete if appropriate or leave blank.
11 Insured's Policy Group or | Situational - Complete if appropriate or leave blank.
FECA Number
Insured’s Date of Birth
1la Situational — Complete if appropriate or leave blank.
Sex
11b OTHER CLAIM ID
(Designated by NUCC) Leave Blank.
Insurance Plan Name or N . .
11c Program Name Situational — Complete if appropriate or leave blank.
Is There Another Health I . .
11d Benefit Plan? Situational — Complete if appropriate or leave blank.
Patient’s or Authorized
12 Person’s Signature Situational — Complete if appropriate or leave blank.
(Release of Records)
Insured's or Authorized Situational — Obtain signature if appropriate or leave
13 Person’s Signature g pprop

(Payment)

blank.
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Date of Current lllness /

14 Injury / Pregnancy Optional
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Optional
Occupation
17 Name of Referring Leave Blank.
Provider or Other Source
17a Unlabelled Leave Blank.
17b NP Leave Blank.
Hospitalization Dates
18 Related to Current Optional.
Services
19 ADDITIONAL CLAIM Leave Blank.
INFORMATION
(Designated by NUCC)
20 Outside Lab? Optional.
ICD Ind. The most specific
Required — Enter the applicable ICD indicator to identify . 'SP
. . e diagnosis codes
which version of ICD coding is being reported between the
; L . X must be used.
vertical, dotted lines in the upper right-hand portion of the
field General codes are
9 ICD-9-CM not acceptable.
0 ICD-10-CM -
Diagnosis or Nature of LOU|§ lana
21 Medicaid currently

liness or Injury

Required — Enter the most current ICD diagnosis code.

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 completing claims to be submitted to Medicaid.

accepts ICD-9-CM
codes. The
acceptance of ICD-
10-CM codes will
be announced at a
later date.
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22 Resubmission Code Effective with date
Situational. If filing an adjustment or void, enter an “A” for of processing
an adjustment or a “V” for a void as appropriate AND one of | 5/19/14 providers
the appropriate reason codes for the adjustment or void in currently using the
the “Code” portion of this field. proprietary 213
Adjustment/Void
Enter the internal control number from the paid claim line as | forms will be
it appears on the remittance advice in the “Original Ref. No.” | required to use the
portion of this field. CMS 1500 (02/12).
Appropriate reason codes follow:
To adjust or void
Adjustments more than one
01 = Third Party Liability Recovery claimlineon a
02 = Provider Correction claim, a separate
03 = Fiscal Agent Error form is required
90 = State Office Use Only — Recovery for each claim line
99 = Other since each line
has a different
Voids internal control
10 = Claim Paid for Wrong Recipient number.
11 = Claim Paid for Wrong Provider
00 = Other
Situational — Complete if appropriate or leave blank.
2 Prior Authorization _ o _ _
Number If the services being billed must be Prior Authorized, the PA
number is required to be entered.
24 Supplemental Leave Blank.
Information
Required -- Enter the date of service for each procedure.
oap | Date(s) of Service Either six-digit (MM DD YY) or eight digit (MM DD YYYY)
format is acceptable.
Place of Service Requirqd -- Enter the appropriate place of service code for
24B the services rendered.
24C EMG Leave Blank.
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Required -- Enter the procedure code(s) for services
rendered in the un-shaded area(s).
Procedures, Services, or
24D Supplies When a modifier(s) is required, enter the appropriate
modifier in the correct field.
Required - Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference letter
. L (“A”, “B", etc.) in this block.
24E Diagnosis Pointer
More than one diagnosis/reference number may be related
to a single procedure code.
Required -- Enter usual and customary charges for the
24F $Charges service rendered.
Davs or Units Required -- Enter the number of units billed for the
24G y procedure code entered on the same line in 24D
24H EPSDT Family Plan Leave Blank.
Optional. If possible, leave blank for Louisiana Medicaid
I.D. Qual. o
241 billing.
Situational - If appropriate, entering the Rendering
Provider’s 7-digit Medicaid Provider Number in the shaded
portion of the block is required.
_ _ Optional: Enter the Rendering Provider's NPI in the non-
24] Rendering Provider I.D. # | shaded portion of the block.
25 Federal Tax I.D. Number | Optional.
Situational — Enter the provider specific identifier assigned
2% Patient's Account No to the recipient. This number will appear on the Remittance
' Advice (RA). It may consist of letters and/or numbers and
may be a maximum of 20 characters.
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97 Accept Assignment? Opt|pngl. CIam filing acknowledges acceptance of
Medicaid assignment.
28 Total Charge Required — Enter the total of all charges listed on the claim.
Situational — If TPL applies and block 9A is completed,
enter the amount paid by the primary payor. 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
Supplier Including
Degrees or Credentials Optional. The practitioner or the practitioner's authorized
31 representative’s original signature is no longer required.
Required -- Enter the date of the signature.
Date
32 Service Famhty Location Situational — Complete as appropriate or leave blank.
Information
32a NPI Optional.
32b Unlabelled Situational — Complete as appropriate or leave blank.
33 Billing Provider Info & Required -- Enter the provider name, address including zip
Ph # code and telephone number.
33a NPI Optional.
Required — Enter the billing provider's 7-digit Medicaid ID The 7-digit
number. Medicaid Provider
33b Unlabelled Number must appe
ID Qualifier — Optional - If possible, leave blank for ar on paper
Louisiana Medicaid billing. claims.
A sample form is on the following page
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SAMPLE VISION CLAIM FORM

00 1
o=
OfEs i
e
HEALTH INSURANCE CLAIM FORM &
APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE (NUGC) 02112 “
e =TT
1. MEDIGARE WMEDICAID TRICARE CHAMPVA ﬁ-gfﬂi LN E-EEQUNG OTHER | 1a. INSURED'S LD. NUMBER {For Program in liem 1)
(Medicare #) ¥ (Medicaid #) (ID#Dal¥) {Mernber [D#) i fii=tH (CH) | 4934557800123
2 PATIENT'S NAME (Lasl Name, Firs Hame, Miode Intial} 371’;";"5“"'3 ETRTHOR E BEX {4, INEURED S NAME (Last Name, First Name, Mod e Inital)
1 1
Adalam, Mary 06 1111 00 ™ FX
5. PATIENT'S ADDRESS {No,, Steet) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS {No,, Steet)
Seif Spouse Child Other
Ty STATE 8. RESERVED FOR NUGCGC USE Y STATE g
=
ZIP CODE TELEPHONE (Incluge Area Code) ZIP CODE TELEPHONE (Indude Area Code) g
) ¢ ) s
2
9. OTHER INSURED'S NAME (Las Name, Firsl Name, Made Infia) 0. 15 PATIENT S CONDITION RELATED TO, 1. NSURED'S POLICY GROUP OR FECA NUMBER =
o
w
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? {Current or Previous) a ms'msn SD%ATEOFﬁRTH SEX %
. . 1 1
TPL Code if applicable YES NO | ! " F 2
b. RESERVED FOR NUGG USE b. AUTO ACCIDENT? PLACE {State) | b- OTHER CLAIM ID {Designated by NUCC) a
=
YES MO <
e, RESERVED FOR NUCC USE & OTHER ACCIDENT? c. NSURANCE PLAN NAME OR PROGRAM NAME E
w
YES NO =
d. INSURANGE FLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOGAL USE d.1S THERE ANOTHER HEALTH BENEF T PLAN? &
YES NO If yes, complete idlems 9 Sa and 2,
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM, 13, INSURED'S OR AUTHORIZED PERSONS SIGNATURE | authonze
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | numonze he release of any medcal or olher information necessany payment of medcal benefits 10 the undersigned phy Scian or suppher for
o mis clam. | ak quest payment of 1o mysell or 1o 1he party who accegls assignment services desaibed below.
balow.
sce SAMPLE FORM FOR
Py n;.'rs%r CLRRE'Y ILLHESS, INJURY , of PREGNANCY (LMP) |15 OTHER DATE 16. DATES PATIENT UNABLE TO WORK mcuﬁsm QCCUPATION
| | | | | |
I EXAMPLEIONLY: "~ " ™"
I T E——— R—
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE [ 5. HOSPWMZATI%N DATES RELATED TO CURRENT SERVICES
I
718, | HPI FROM i ! TO ! i
18, ADDIT IONAL CLAIM INFORMAT ION (Desgnated by NUCC) 20. CUTSIDE LABY 3 CHARGES
YES NO |
1. DIAGNOSIS ORNATURE OF ILLNESS OR INJURY  Relate A-L o servioe ne below (24E] G0 Ind |G | Z RESUBWISSION ORIGINAL REF NO.
o367 .1 8l ¢ o] |
E | ol 6. H 23. FRIOR AUTHORIZATION NUMBER
Ll . K L 423499889
24 A, DATE(S) OF SERVICE B. | C. DPROCEDURES, SERVICES, OR SUPFLIES E. F. G_ | H ]| L 1 F4
From To Lace {Explain Unusual Circumstances) DIAGNOSIS Bl e RENDERING =]
MM DD YY MM DD ¥y |s=wice| EMG | CPTHCPCS | MODIFIER POINTER 3§ CHARGES UK [P | QUAL FROVIDER ID.# =
1 :
03131 14|03131114]11] | w2102 |RT | LT i | A | 72100 | 2 | |NPJ| o
L
2 " " " ' —_— " £
03{31 14fosf{ati1al1| | wveoeo | | i i | a | 16l00 | 1 | [wei] ®
3 z
i i i i i i i
| I D O B I S S | N I I &
"
o
S I S O T I B I T S L | [ 5
=
5 | | | | | | | 2
[=}
: [ A A I | P | [wei] g
T
i} ! 1 1 1 1 1 1 o
| I T O I [ T O I I I
25. FEDERAL TAX 1.D. NUMBER SSN EIN 28. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 2B TOTAL CHARGE 29 AMOUNTPAID | 30. BALANCE DUE
{For govl. cials, see back) | | |
X YES NO 5 38| 00 | s ! 5 |
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 32 BILLNG FROVIDER INFO & PHE  ( 888 ) 222-3333
INCLUDING DEGREES OR CREDENTIALS
{l certify that the statements on the reverse SEE CLEAR OPTICAL SHOPPE
apply to this bill and are made a part thereof.) 123 MAIN ST
ANY TOWN, LA 70000
zieyep IMA BILLER pate 411114 |a b. a. 1326547895 | b. 1234567
NUCC Instruction Manual available at: www_nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1157 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 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.

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.
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Adjustments/Voids Appearing on the Remittance Advice

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

The approved adjustment will replace the approved original and will be listed under the
"Adjustment” section on the RA. The original payment will be taken back on the same RA and
appear in the "Previously Paid" column.

When the void claim is approved, it will be listed under the "Void" column of the RA.

An Adjustment/Void will generate Credit and Debit Entries which appear in the Remittance
Summary on the last page of the Remittance Advice.

A sample form is on the following page
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SAMPLE VISION CLAIM FORM ADJUSTMENT FORM

EiE

[=]e%>
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (MUCC) 0212

L

LT

()

mEARE M?DICAID TREAR-E CHAMPVA GROUP FECA OTHER [ 1a INSURED'S LD. NUMBER {For Program in ltem 1)
HEALTHPLAN  BLKLLNG
Modicars #) % (Medicaid #)  (ID#DaD# (Member D#) (1D} {ID#) D% 4234567890123
2 PATIENT'S NAME (La=l Name, First Name, Midds Intial} 3'1"\'”5“"'5 ER DETE™ 8B |4, INSUREDSNAME (Last Name, Frst Name, Madis Inital)
Adalam, Mary 08 | 11] 00 w FX
5. PATIENT S ADORESS (No., Steet) & PATIENT RELATIOSHIP TO TRSURED 7. INSURED'S ADDRESS (No, Steet)
Seif Spouse Child Other
Ty STATE 8. RESERVED FOR MUCG USE Y STATE
7P CODE TELEPHONE (nciude Area Code) 7P CODE TELEPHONE (Indute Area Code)

)

@ OTHER INSURED'S MAME (La® Mame, Fire Name, Mdde |ndis)

10,15 PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUF NUMBER
TPL Code if applicable

11. INSURED'S FOLICY GROUP CR FECANUMBER

a. EMPLOYMENT? {Current or Previous)

b. RESERVED FOR NUCC USE

& INSURED'S DATE OF BIRTH BEX
MM DD | Yy

| } M F

b. GTHER GLAM ID {Designared by HUCC)

e, RESERVED FOR NUCC USE

YES [L+]

b. AUTO ACCIDENT? PLACE { State)
YES L)

. OTHER ACCIDENT?
YES MO

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURAMGCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANCTHER HEALTH BENEFIT PLAN?
YES NOD If yes, complete dems 9, Sa and 94,

PATIENT AND INSURED INFORMATION ———————==— CARRIER —=

w0 mis clam. | at

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM,
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE la uﬂ\anze the release of any medcal of of her infrmation necessarny

quest payment of

balow.
SIGNED

SAMPLE FOR

fo myseif or1o ihe pary who accepts assignment

13 INSURED'S OR AUTHORIZED PERSONS SIGNATURE | auhonze
payment of medical benefids 1o 1he undersigned physician or suppler for
services desaibed below.

FOR

14, DF\TE(EFCLRRW ILLNESS, INJURY , of PREGNANCY (LMP) |15

OTHER DATE

16, DATES P.aTIENT UNABLE TO WORK I TURRENT CECUPATION
oYY MM | DO

27. ACCEPT ASSIGNMENT?
{For ot claims, see back)

|
R AMPLE!ONLY> il
17, MAME OF REFERRING PROVIDER OR OTHER SOURCE 1',’3_ B, J"l(}SPITﬁhIZF\T&N DATE% RELATED TOCL{JRRENT&E RWC\E?
710, | NP1
FROM I I TO I |
19, ADDITIONAL CLAIM INFORMAT ION (Desgnated by NUCC) 20 OUTSIDE LAB? $ CHARGES
YES NO |
- i T
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) Ico Ind.l [F) 1 22, EESDLEBMISSION ORIGINAL REF. NO.
A 367 .1 B | cl o A99 | 4090145678600
E | F. | . | H. 23 PRIOR AUTHORIZATION NUMBER
Ll m h L 423499839
24 A []ATE[aJ OF aEF{VICE B. C. DPROCEDURES, SERVICES, OR SUPPLIES E. F. G, H. 1. Jo
Lace {Explain Unusual Circumstances) DIAGNOSIS bl e RENDERING
MM DD ¥Y MM DD ¥Y |sERvicE| EMG CPTHCPCS | MODIFIER POINTER $ CHARGES UNTS | Pen | QUAL PROVIDER ID. #
03i31 14]|03i31i14| 1| | w2102 |RTILT} |+ | A | aojoo | 2 | [Ner|
| [ R T I [ A A | Lol ] e
| [ & & 1 ] | [ & & i | | P | [wer]
| [ | b b | o | [ner]
| | | 1 1 | |
: [ [ | P | [rei]
= [ T I T Pl | [
25. FEDER.AL TAX 1.D. NUMEER 55N EIN 28. PATIENT S ACCOUNT NO. 28. TOTAL CHARGE 29, AMOUNT PAID 0. BALANCE DUE

X YES NO 5 Bl)i 0o | s i 5
31. SIGMATURE OF PHYESICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO &PH £ ( 888 )222_3333
INCLUDING DEGREES OR CREDENTIALS
{l certify that the statements on the reverse SEE CLEAR OPTICAL SHOPPE
apply to this bill and are made a part thereof.) 123 MAIN ST
ANY TOWN, LA 70000
sienep IMA BILLER pate 4914 |a b. a 13265478395 | b. 1234567

le——— PHYSICIAN OR SUPPLIER INFORMATION

NUCC Instruction Manual availahle at: www._nucc.org

PLEASE PRINT OR TYPE

APPROVED OMB-0938-1197 FORM CMS-1500 (02-12)
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e G AN =

[FlEE
5
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) G2M2

=
]
T
8
L P Ty
1. MEDIGARE MEINCAID TRIGARE aEpur, QTHER | 14, INSURED'S L.D. NUMBER {For Program in lism 1}
PLAN
DW)DM} [ ] oowpens; Dmmmm Dacm Dmx)
2 PATIENTS NAME [Lext Nwma, First Nama, Midds Inlilal) a PAHEI‘!T'S EIIF\‘TH DATE 4. INGURED'S NAME (Last Nama, First Name, Middls Inftal) 5,
|| MD FD -
5. PATIENT'S ADDRESS (No., Btresl} 6. PATIENT RELATIONSHIP TG INSBURED 7. INBURED'S ADDRESES (No., Strast)
sen| | sposs| |Gnua] | omer| | < o
GITY STATE | 8. REBERVED FOR NUCC USE cITY Y | sTATE & E
X ~_E
ZIP CODE TELEPHONE (inciude Area Coda} ZIP CODE TELEPHONE {Includs Area Coday g
( ) A\ ( QI &
8. OTHER INSURED'S NAME (Laat Nama, First Name, Middla Inftial) 10. 1S PATIENT'S CONDITION FRELATED TO: 11. INSUREDYS FOLIGY GROUP GR FEGA NUMEER > g
) a
. A L l
& OTHER INSURELY'S POLICY CR GROUP NUMBER 2. EMPLOYMENT? (Cumant or Previous) """ [, INSUREDYS DATE OF BIRTH Py SEX 5
[J= [ o NG sl
b. RESERVED FOR NUGG USE b. ALTO AGGIDENTT o _ PLAGE (stag) | B- OTHER CLAIM 1D (Designated by NUCC) -~ é
(e e /| & - 2
. RESERVED FOR NUGC USE  OTHER ACCIDENT? p & INSURANCE PLAN NAME OR PROGRAM NAME =
<[, [ : v g
L INSURANGE PLAN NAME OR PROGRAM NAME 1od. euuu CODES (nwmeu by NUCC) d. IS THERE ANGTHER HEALTH BENEFIT PLAN? =
2 1 3 \ I:‘YES DNO & yes, complete ltems 9, 9a, and 8d.
READ BACK OF FORM BEFGRE COMPLETING & SIGNING THIE FORM. 13. INGLIREDYS GR AUTHORIZED PERSGNS BIGNATURE | avthorkze
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE - | authorize the misase of amy medicsl or ather Homuﬂm neceseary | . payment of medical banefita to the undersignad physician or supplier for
hpmlﬂ:dlﬁn Idnmqlndpym!rlu!gmm!mhmuﬂhdﬂmrhny-lfnrhﬂ-pnylﬂm-::mh-igm-nl - aarvices describad below.
lerr. - R Y 9 h
SIGNED . AN AE » SIGNED Y
14. DATE OF GURRENT ILLNESS, INJURY, of PREGNANGY (I.Il’) 15, OTHER DATE | be . 16. DATES PATIENT DHN.«ItBI.E T WORK IN CURRENT %%c%lpm%u A
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