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CHAPTER 46: VISION (EYE-WEAR) SERVICES
APPENDIX C: CLAIMS FILING PAGE(S) 15

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:

. 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; and

. Instructions for adjusting/voiding a claim and samples of adjusted CMS 1500
claim forms.
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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 BIk 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 quuwgd - Enter the recipient’s last name, first name,
middle initial.
Patient's Birth Date Situational — Enter the recipient's date of birth using six
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(thelanonsmp 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.
Situational - If recipient has no other coverage, leave ONLY the 6-digit
blank. code should be
If there is other commercial insurance coverage, the state entered for
Other Insured's Policy or assigned 6-digit TPL carrier code is required in this block. commercial and
%a y The carrier code is indicated on the Medicaid Eligibility Medicare HMO's

Group Number

Verification (MEVS) response as the Network Provider
Identification Number.

Make sure the EOB or EOBs from other insurance(s) are
attached to the claim.

in this field.

DO NOT enter
dashes, hyphens,
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Locator # Description Instructions Alerts
or the word TPL
in the field.
NOTE: DO NOT
ENTER A 6 DIGIT
CODE FOR
TRADITIONAL
MEDICARE.
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 L ) .
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.
1lc Insurance Plan Name or Situational — Complete if appropriate or leave blank.
Program Name
Is There Another Health N . .
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
blank.
(Payment)
14 Date of Current lliness /
Injury / Pregnancy Optional.
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
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Locator # Description Instructions Alerts
17 Name of Referring Leave Blank.
Provider or Other Source
17a Unlabeled Leave Blank.
17b NPI Leave Blank.
Hospitalization Dates
18 Related to Current Optional.
Services
19 ADDITIONAL CLAIM Leave Blank.
INFORMATION
(Designated by NUCC)
20 Outside Lab? Optional.
ICD Indicator The most specific
Required — Enter the applicable ICD indicator to identify diagnosis codes
which version of ICD coding is being reported between the | must be used.
vertical, dotted lines in the upper right-hand portion of the General codes are
field. not acceptable.
9 ICD-9-CM
0 ICD-10-CM ICD-9 diagnosis
Diagnosis or Nature of codes must be
lllness or Injury used on claims for
Required — Enter the most current ICD diagnosis code. dates of service
prior to 10/1/15.
NOTE: The ICD-9-CM "E" and "M" series diagnosis codes ICD-10 diagnosis
are not part of the current diagnosis file and should not be codes must be
21 used when completing claims to be submitted to Medicaid. | 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.c
om).
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Locator # Description Instructions Alerts
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 claimlineona
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.
23 Prior Authorization
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 | DAE(s) of Service Either six-digit (MM DD YY) or eight-digit (MM DD YYYY)
format is acceptable.
Place of Service Requirgd -- Enter the appropriate place of service code for
24B the services rendered.
24C EMG Leave Blank.
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.
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Required - Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference letter
. oo (“A”, “B", etc.) in this block.
24E Diagnosis Pointer
More than one diagnosis/reference number may be related
to a single procedure code.
Amount Charged Req_mred -- Enter usual and customary charges for the
24F 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.
24] Rendering Provider I.D. #
Optional: Enter the Rendering Provider's NPI in the non-
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.
97 Accept Assignment? Opt|pn_e1l. Cla_|m 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
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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 Unlabeled Situational — Complete as appropriate or leave blank.
33 Billing Provider Info & Required -- Enter the provider name, address including zip
Phone # code and telephone number.
33a NPI Optional.
Required — Enter the billing provider's 7-digit Medicaid ID The 7-digit
number. Medicaid Provider
33b Unlabeled Number must appe
ID Qualifier — Optional - If possible, leave blank for ar on paper
Louisiana Medicaid billing. claims.

Sample forms are on the following pages

Page 8 of 15

Appendix C



LOUISIANA MEDICAID PROGRAM

ISSUED:
REPLACED:

09/29/15
05/12/14

CHAPTER 46: VISION (EYE-WEAR) SERVICES

APPENDIX C: CLAIMS FILING

PAGE(S) 15

SAMPLE VISION CLAIM FORM WITH ICD-9 DIAGNOSIS CODE (DATES OF SERVICE
ON OR BEFORE 10/01/15)

EliRE

(=] %%
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212

:l:l:'PlC.-\

FICA |_|_|_|

st=— CARRIER —=

)

1. MEDICARE WEDICAID TRICARE CHAMPVA GROUP FECA OTHER | 1a. INSURED'S LD. NUMBER {For Program in ltem 1)
_ o ) _ HEALTH PLAN BLKLUNG -
(Medicare #) ¥ (Medicaid #)  (ID&DaD#) (Member D% (ID%) (1D#) (C#11234567800123
2 PATIENT'S NAME (Last Name, Firt Name, Middie Initiai) 3 P‘\‘:""’NT SEIRTHDATE SEX 4. INSURED'S NAME {Last Name, First Mame, Midde Inifal)
| |
Adalam, Mary 06 |11} 00 w FX
5 PATIENT S ADDRESS (No., Strest) 6. PATIENT RELATIONSHIF TO INSURED 7. INSURED S ADDRESS (No,, Svest
Self Spouse Child Other
cirY STATE |B RESERVED FOR NUCC USE Ty TATE
ZIF CODE TELEPHONE (Include Area Code) ZIF CODE TELEPHONE (Indude Area Code)

( )

8. OTHER INSURED'S NAME {Last Name, First Name, Md die Initial)

10,15 PATIENT'S CONDITION RELATED TO:

11. NSURED'S POLICY GROUP OR FECANUMBER

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of govemment benefits either to myseif or to the party who accepts assignment

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a ”‘l‘irml'n .‘BD%F\TI' DFVIEIRTH SEX
. . | |
TPL Code if applicable YES NO ! " F
b. RESERVED FOR NUCC USE Al ACC ? PLACE {State) | b. OTHER CLAM 1D (Designated by NUCC)
IPLE-
¢, RESERVED FOR NUCC USE e E c. INSURANCE PLAN NAME OR PROGRAM NAME
YES NO
d. INSURANCE PLAN NAME OR PROGRAM NAME WED FOI = THE! NOTHER HEALTH BENEFIT PLAN?
¥ ND I yes, complete lems 9, 9a and 9d

PATIENT AND INSURED INFORMATION

12. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
semnvices described below.

" PHYSICIAN OR SUPPLIER INFORMATION

below.
SIGNED DATE SIGNED
14. DATE OF CURRENT ILLNESS, INJURY, or F SNANCY -:_M-F'I 15.-3“!—5\ DATE 16. DATES PATIENT UMABLE T 'ORK IN CURRENT OCCUPATION
MM DD Y | X , MM DD oYY MM, DD | Y . L BD YY
| I QuAL.! Q JAL.I I I : FROM I I Q0 I
1?.NA‘¢|‘E OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPI ZATION DATES RELATED TO C ENT VICE,
: i7a AT O YRRENTSECR
71b. | NPI FROM I I TO I I
| 19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. QUTSIDE LAB? $ CHARGES
YES NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY  Relate A-L to service ine below (24E)  |op Ind.l 9 22. EEEEBMIQ.JIDH ORIGINAL REF. NO.
a 367 .1 B. | c. D.
£ £l s " 23. PRIOR AUTHORIZATION NUMBER
Ll .l KL L 423499889
24 A DATE(S) OF SERVICE B. C. D PROCEDURES, SERVICES, OR SUPPLIES F. J
From To LACE plain Unusual Circumstances) RENDERING
MM DD ¥y MM oD ¥Y |sesvice| EMG JHCPCS | MODIFIE: $ CHARGES PROVIDER ID. #
03{31 14[03 (31 {1411 ] | v2102 |RT|LT| | | A 72100 |
03{31 14|03 i3t {141 | | weozo | I 1 1 | A 16{00 |
= [ O T I I I I P | ]
| [ [ P | [ner]
| | | | | | |
: I A N R I N A Pl | [wer]
1 1 1 1 1 1 1
: . oL I A L
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 2B. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
|For govt. clalme, see Dack) | \ |
X YES ND 5 88| 00 | s ! 5 |
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( 888 ) 222-3333
INCLUDING DEGREES OR CREDENTIALS
{| 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

sicuen IMA BILLER pate 41714 |a

b.

a 1326547895 |b- 1234567

NUCC Instruction Manual available at: www_nucc.org

PLEASE PRINT OR TYPE

APPROVED OMB-0938-1187 FORM CMS-1500 (02-12)
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SAMPLE VISION CLAIM FORM WITH ICD-10 DIAGNOSIS CODE (DATES OF SERVICE
ON OR AFTER 10/01/15)

EgmE f
=4
= y
" [+
HEALTH INSURANCE CLAIM FORM =
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE NUCC) 0212 o
) PICA J
HEN _ [y
1. MEDICARE MEMCAID TRICARE CHAMPYA GROUP FECA OTHER [1a WNSUREDS LD. NUMBER FarPrgram in Bam 1) T
HEALTH PLAN BLELUNG |
Medicaa ) 3 (Medicaid 0)  {(IDMDaDB} (MemberiO®) 108 (10w o8 11234567890123
2. PATIENT S NAME (Last Hame, First Mame, Middie nisal} AL T BT AT TEX 4 WNSURED'S NAME (Las Nama, Frst Nama. Midda intial)
, DD
ADALAM, MARY 0214 | B85 ™ =X
5 PATIENT'S ADDRESS (Mo Strest) 6. PATIENT RELATIONSHIP TO INSURED 7. NSUREDS ADDRESS N, Sieel)
Saf Spouse Child Crhar
Y STATE 5. RESERVED FOR NUOG USE CITY TTATE %
=
APCODE TELEPHONE (Indude Araa Coda) 3P CODE TELEPHONE gnclude Ama Coda) E
[
( ) ( ) o
9 OTHER IMSURED'S MAME (Last Harma, First Nama, Middla inisal} 10 15 PATIENT'S CONDITION RELATED TO: 11 NSUREDS POLICY GROUP OR FECA NUMBER %
[=]
w
a. OTHER INSURED'S POUCY OR GROUP NUMBER a. EMPLOYMENT? {Current er Previous) a WEUREDS DATE OF, BRTH SEX c
. . |
TPL Code if applicable ves HO | M 2
b. RESERVED FOR NUCGUSE b, AUTO ACCIDENT? PLACE (State) | B OTHER CLAIMID [Desigrated by NUCC) E
E
. RESERVED FOR NUCC USE e " © INSURANCE PLAN NAME OR PROGRAM NAME E
i
YES NO =
d INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCALUSE d IS THERE ANCTHER HEALTH BENEFTT PLANY =
I fyes complate fams 9 %a and 9d
READ BACK OF FORM B L] £ D PERSON'S SIGNATURE | autharzae
12 PATIENTS OR AUTHORIZED PERSONT SIGNATONE ize m i an Mecasa " AN o he undersignad physician or supgiier for
0 prOcess s Clam | a0 Mo payant of goR mmen | Ben st ETar 10 M sad o ria T party who AcoRps assignm et sapdcas descibed balow
Do
SIGNED DATE SIGNED
14 JRITE G CURREAT ILLHESS, JURY, or PREGNANCY (LMF) | 15.0THER DATE T8 CATES PATIENT UMABLE 10 VIORK M CURRENT OLCUPATION
0 A | | | MM LD YY MM DO T MM DD oYY
| QuaLl QuALl ! FROM ! ! O I
|
17. NAME OF REFERRING PROVIDER OR OTHER &1 7 HOES ZATION DATES RELATED TO' CURF SERVICES
[ 5 PRO! RO SOURCE 172 18, HOS T{k‘..l‘\'l'::l;l _I.-'\T,r? 1-..«1--1_-_.{‘11'E|w:?ﬁ1|f1:$
1o WA FROM ! ! o | !
13 ADCITIONAL CLAM INFORMATION (Designaed by NUCC) 20. OUTSIDE LABT 5 CHARGES
YES NO |
21 DAGNCSISOR NATURE OF ILLNESS OR NJURY el A-L o sarvica ine Daow 24E]  johing |[| | ;“:E%-N SEI0H ORIGINAL REE. NO
A |H5203 a| .| o
E | F | G| H | 23, PRIOR AUTHORIZA TION NUMBER
| I w1l L Prior Auth # if applicable
24 A, DATE|S) OF SERVICE 8 [= D PROCEDURES. SERVICES. OR SUPPLEES E F [ H J =
Fram Ta \CEO {Explain Unusual Croumstances) DIAGNOSS bl RENDERING =]
MM DD YY MM DD YY |smacs| BMG | CPTHCRCS | MODIFIER POINTER 3 CHARGES UNITS | P | QUA PROVICER ID. # '-E
10408 15|10408 15|11 | | w2020 | | [ N R S 75000 | 1 | [nei] &
]
2 | i | ' ' ' | =
1w0los 150 jos 5[] | wveawr |t 1 1 | A | 7oloo | 1 | [WA| &
=
3 . . . . . . . a
{08 15|wioi{1s[1m| | weaos |RT|{ | | | A | 70000 | 1 | [wP] g
o
S I og | R | &
wlos 15|1wlosl1s[ 1] | soss0 | 0 i i [ A | 9loo | 2 | [wer] %
5 | 1 | | | | | o
: I T O I O O | Pl | e 2
z
ﬁ 1 1 1 1 1 1 1 o
| N O O [ + 1 ¢ | L | [we]
28 FEDERAL TAX LD MUMBER S5N EM 26 PATIENTS ACCOUNT ND 27 ACCEPT ASSIGNMENTT | 24 TOTAL CHARGE 20, AMOUNT PAID 30, BALANCE DUE
Far vt daims_ses back) |
1234 X vEs NO s 275l00 | s I 275100
31 SIGNATURE OF PHYSICIAN OR 2. SERVICE FACILITY LOCATION INFORMATION 33 BLUNG PROVIDER INFO &PH (BB ) 222-3333
NCLUDNG OR CRi
§ cartfy Mat A stataments on the SEE CLEAR CPTIAL SHIPPE
apply o Fis bil and are made a part tharedl ) 123 MAIN s-r
ANY TOWN, LA 70000
sienen Ima Biller oare 1071815 2 B 2 1326547895 |b 1234567 |
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0838- 1187 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 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.
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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.

Sample forms are on the following pages.
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SAMPLE VISION CLAIM FORM ADJUSTMENT FORM WITH ICD-9 DIAGNOSIS CODE
(DATES OF SERVICE ON OR BEFORE 10/01/15)

1

(=i

(=85>
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE (NUCC) 02112

PICA |—|—|—|

TRICARE

GROUP

st=— CARRIER —

( )

MEDICAID CHAMPVA OTHER | 1a. INSUREDIS 1.D. NUMBER {For Program in ltem 1)
HEALTH PLAN o
(Medicars #) % (Medicaid #) (ID#DaDH) (Member D% (ID¥) (1) % 11234567890123
2 PATIENT'S NAME (Last Name, First Name, Middle Initial) 3 ’{ﬂ!’“* %1‘;'*""‘:{5\"’? SEX 4. INSURED'S NAME (Last Name, First Name , Middle Inisal)
| Py
Adalam, Mary D6 1111 00 ™ FX
5. PATIENT'S ADDR | Swrest) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., St
Self Spouse Child Other
CiY STATE 8. RESERVED FOR NUCC USE cIy TATE
ZIP CODE EPHONE (Include Area Code) ZIP CODE TELEPHOME (Indude Area Code)

)

8. OTHER INSURED'S NAME (Lasi Name, Firgl Name, Midde Initial)

10,15 PATIENT'S CONDITION RELATED TO:

11. INSURED'S POLICY GROUP OR FECA NUMBER

READ BACK OF FORM BEFOR

NG

HIS

a OTHER INSURED'S POLICY OR GROUF NUMBER # INSURED'S DATE OF, BIRTH SEX
. ] | |
TPL Code if applicable | " F
b. RESERVED FOR NUCC USE ? b. OTHER CLAM |D (Designated by NUCC)
. F FOR NUCC USE & OTSM PLLE c. INSURANCE PLAN NAME OR PROGRAM NAME
YES NO

d. INSURANCE PLAN NAME OR PROGRAM NAME 0d. RESERVED FOR LOCA 1S ISTHERE JOTHER HEALTH BENEFTT PLAN?

“Eq NO Hyas complete Bems 9. Sa and Sd

IS UREM™ OR AUTHORIZED PERSON'S SIGNATURE | authorize

PATIENT AND INSURED INFORMATION

12. PATIENT'S OR AUTHORIZED SON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of govemment benefits either to mysef or to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY {LMF) |15.0THER DATE 16. DATES PATIENT UNABLE TO RK IN CURRENT OCCUPATION i
MA DD VY | X , MM DD | YY MM, DD | ¥Y UMM, DD YY
QAL CJAL.I I I : FROM I I ] I |
ERRING PROVIDER OR. OTHER SOURCE 8. HOSPT ZATION DATES RELATED TO € ENT SERVICE,
: i TR
71b. [ NP1 FROM I I O I I
| 15, ADDITIGNAL CLAIM INFORMATION (Desgnated by NUCC) 20. OUTSIDE LAB? $ CHARGES
YES NO |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY  Relate A-L to service fne below {4E)  op Ind.lg I 22 SE%%BMISSIDI\ ORIGINAL REF. NO.
a 367 .1 B. c D. A 99 4090145678600
1 ! 1
£ £l al " 23. PRICR AUTHORIZATION NUMEER
L | 4| K L 423499889
24 A DATE(S) OF SERVICE B C D PROCEDURES. SERVICES, OR SUPPLIES E F J =
From To LACE O plain Unusual Circumstances) DIAGNOSIS REMDERI =]
MM DD hid MM DD ¥ _[semvice| EMG CPTHCPCS | MODIFIER POINTER § CHARGES PROVIDER ID. # ':(
,,,,,,,,,, 2
03131 14]03 131 {1411 ] | v2102 [RTILT! | | A | 80j00 | 2 | [MAi| =
.
=
‘ [ S O O [ T | L | [ B
! ! ! ! ! ! ! w
2
: I N N I I | N I B g
w
=4
' ' ' ' ' ' |
: [ T T O [ O | L | e S
=
| | | | | | | =
(=]
: I R B I T A | P | [wei] 2
T
i N I [ O B L[] .
5. FEDERAL TAX |.D. NUMEER SEM EIN 8. PATIENT S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 20 AMOUNT PAID 30. BALANCE DUE
{For gowt. clalms, s back | | I
X VES ND 5 80|00 | s ! 5
31. BIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH# ( 888 ) 222-3333
INCLUDING DEGREES OR CREDENTIALS
(I 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
sieuen IMA BILLER pate 49714 |a | b. a 1326547895 | b. 1234567 s
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LOUISIANA MEDICAID PROGRAM ISSUED: 09/29/15
REPLACED: 05/12/14
CHAPTER 46: VISION (EYE-WEAR) SERVICES

APPENDIX C: CLAIMS FILING PAGE(S) 15

SAMPLE VISION CLAIM FORM WITH ICD-10 DIAGNOSIS CODE (DATES OF SERVICE
ON OR AFTER 10/01/15)

e [
=4
[= L
z @
HEALTH INSURANCE CLAIM FORM =
AR PROVED BY MATIOMAL UNIFORM CLAUM COMMITTEE MUGC) 0212 o
PICA PICA
1~ nanl)
1. MEDICARE MEDICAID TRICARE CHAMPYA GROUP FECA OTHER |1a WSUREDS LD. MUMBER {Far Prgram in Bam 1) T
HEALTH PLAN BLELUNG B
Madcare8) ¢ (Medicaid 8)  (ID8DaDe) (MemberiDEl D0 (i) o8| 1234567890123
2 PATIENT S MAME {Lasi Mame, First Name. Middie Iniga) SRS BIRTHETE SEX 4 INSURED'S NAME (LasiNama, Firsi Nama. Midde Inkia
ADALAM, MARY 02 | 14 | 85 M X
5 PATIENT'S ADDRESS (Mo Sireat) 6. PATIENT RELA TIONSHIP TO INSURED 7. NSURED'S ADDRESS (No.. Steel)
Saif Spousa Child Crhar
AT STATE (9. RESERVED FOR NUCC USE [=1 STATE =
[}
E
AP CODE TELEFHONE (induda Araa Coda) ZWP CODE TELEFHONE (Indudae Ama Coda) E
() C ) S
z
8 OTHER INS URE DS NAME [Last Nama, First Nama, Middle inisal) 10 ESPATIENT'S CONDITION RELATED TCr 11. INSURED'S POLICY GROUP OR FECA NUMBER =
=
i}
A CTHER WSURED'S POLICY OR GROUP MUMBER 8. EMPLOYMENT? (Current or Previous) a INSUREDS DATE OF BIRTH SEX [
. X ' MM D I i =]
TPL Code if applicable YES NO | | v F I}
=
b RESE RVED FOR NUCCUSE B AUTO ACCIDENT? PLACE (State} | B OTHER CLAIMID [Dasignated by NUCC) [=]
=
<
& RESERVED FOR NUCC USE o 0 oo & INSURANCE PLAN NAME OR PROGRAM NAME E
i}
YES NO =
. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCALUSE d IS THERE ANOTHER HEAL TH BENEFIT PLAN? E

fyes, complate ilams 9, S and 9d

{ElE 0 PERSON'S SIGNATURE | aufordze
ial banetits fo e undamigned physician or supplier for

READ BACK OF FORM BER
12 PATIENT'S OR AUTHORIZED PERSONS SIGNA

alftrize Mie reaa e oY drly meded o BERE AaTIRan N sary|  hamentaf me

0 procass Tis clam | @0 mgue s paymant of govammant banedts ehar 1o mysel orto Ta party who acom pis assignmaent sardcas descibed Dalow.
Dsiow
SIGNED CATE SGNED
15 OTHER DATE 16 DATES PATIENT UNABLE TO WORK IN CLRRENT OCCUPATION
| ' MM DD oYY | DD i MM DD Y
Ll QUAL! ! FROM ! ! TO | I
I
17. HAME OF REFERRING PROVIDER OR OTHER SOURCE 17a 18. HOSP| T‘;\G.’.I‘\T.',N :I."\TE;"_Q RELATED 'I"J-:.i‘-'i‘"{ﬂlw :\;'lr‘r'.;"'!l'v" 3‘;;'}
Tl [ME FROM I I TO | I
18 ACOITIONAL CLAM INFORMATION (Designated by NUCC) 20. QUTSIDE LABR? 3 CHARGES
YES MO | |
21 DAGNCSIS OR NATURE OF ILLNESS OR NJURY  Relaws A-L W sarvica Iine Dalow 24E]  \coing [0 | I%'.—_g.é:—N SEION CRIGIMAL REF. NO
4 H5203 a ol o A02 | 5299198798700
£ | G| H 23 PRIOR AUTHORIZATION NUMBER
| K1 O Prior Auth # if applicable
A ] c D PROCEDURES, SERVICES. B E F G [ H 1 =
F \GED {Explain U nca CHAGNCSIS oirs el o RENDERING [s]
MM D ¥y |semacs| EMG CPTHCRCS | MODIFIER POINTER § CHARGES umITS | Fan | SAA FROVIDER ID_# ':t
10{08 15|10 (081511 | | w0 | } F 1 | A | 7500 | 1 | [nmer] &
™
2/ A N : s
: [ O I N | N I I G g
3 | | 1 | | 1 | a
i i i i
' [ S S O I B | N N O L 5
L) 1 1 1 1 1 1 1 =4
| N [ A | L [ [ne] %
5 | | 1 | | 1 | =
1 1 1 1 o
' I S N B I | L ] [ &
-
¢ | 1 i 1 [ | I I L[| [w] £
| | | | i |
AAL TAX LD WUMBER SSN BN 26. PATIENTS ACCOUNT NO 7. ACCEPT ASSIGNMENTT | 28 TOTAL CHARGE 29 AMOUNT PAID (30 BALAMCE DUE
(For govt dams_seeback) | |
1234 K vee MO s 75100 | s E 75/00
31 SIGNATURE J PHYSICAN OR SUPPLER 2. SERVICE FACILITY LOCATION |NFORMATION 33 BLUNG PROVIDER INFO &PH# | BAS ) 222-3333
NOLUDING [ OR CRI L5
1 canity ﬂa'nes.aw-ansoﬂ ha mversa SEE CLEAR OFTIAL SHIFPE
ﬁ-l-!"".\u'h:h-l and ara mada a pan theredl ) 123 MAIN ST
ANY TOWN, LA 70000
sz Ima Biller sare 1015018 |4 b s 1326547895 | 1234567 il
NUCC Instruction Manual available at: www.nucc.omg PLEASE PRINT OR TYPE APPROVED OMB-0838-1187 FORM CMS-1500 (02-12)
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LOUISIANA MEDICAID PROGRAM ISSUED: 09/29/15
REPLACED: 05/12/14

CHAPTER 46: VISION (EYE-WEAR) SERVICES

APPENDIX C: CLAIMS FILING PAGE(S) 15

EE Sample CMS 1500 form

%‘Eﬁ :
. T
HEALTH INSURANCE CLAIM FORM [
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUGC) 02112 3
e P Ty
1. MEDICARE  MEDICAID TRIGARE geoue . EEcA OTHEA | 1a. INSURED'S L.D. NUMBER {For Pragram in llsm 1}
DW)DM)DW DMWDM Dam)' D(ux)
2 PATIENTS NAME (Laxt Nama, First Name, Midds Inttal & PATIENTS BIFTH QATE BEX 4 INGURED'S NANE (Last Name, First Name, Midde Inftal) 5,
| 4
| | W] r[] i
5. PATIENTS ADDRESS (No., Biresi} 6. PATIENT RELATIONGHIP TG INSURED 7. INURED'S ADDRESS (No., Srael) -~ >
gat| | Bpouse| |cnia[ | otmer[ | N
oY STATE | 8. REBERVED FOR NUCC USE CITY \ < |STATE L z
b ~___E
2IP CODE TELEPHGNE (Inciude Area Cade} ZIP CODE TELEPHDNE {Incluse Area Code} g
() ( DA 8
8, OTHER INSURED'S NAME {Last Nama, First Name, Middl Intial) 10 IS PATIENT'S CONDITION RELATED TO: 11, INSURELYS POLIGY GROUP OR FEGA NUMEER |2
: : =
o . i
& OTHER INSUREDY'S FGLICY CR GROUP NUMBER 8. EMPLOYMENT? (Curmant or Provious) a msunﬁlﬁs DATE OF BIETH 5= g
[Jres [ nof NP halinill
b. RESERVED FOR NUGG USE B.AUTOAGCIDENTY = )y (oragg [B: OTHER CLAIM,ID Dasignsaed by ALl é
[ves Qe J[ 0 ‘ ’ <
. RESERVED FOR NUGG USE G OTHER ACGIDENT? v 2 INSURANCE PLAN NAME OR PROGRAM NAME =
[ [ / v g
. INSURANGE PLAN NAME OR PROGRAM NAME 104, GLAM CODES (wmﬂ ByNUCC) . | d. IS THERE ANOTHER HEALTH BENEFIT PLANY =
& i X Y I:‘YES DNO # yos, complete ltems B, 9a, and 8d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURELYS OR AUTHORIZED PERSONS SIGNATURE | authortza
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | nutforize the miease of sy medical or char tomation necessary | payment of medical banefta to the undersigned physickan or supplier for
o process thia claim. Idnmqlndpym!rlu!gmm!mhmuﬂhdﬂmrhny-lfnrhﬂ-pnylﬂm-::mh-igm-nl aarvices describad below.
Lok, \ \ : ..'
BIGNED . A N0 paE > SIGNED Y
14. RATE OF CURRENT ILLNESS, INIURY, of PREGNANCY (LWF) [15. OTHER DATE B . 16. DATES PATIENT UNABLE 0 WORK IN CURRENT QOCUPATION A
| \ . | uUAL b I I |
17.NAME OF REFERRING PROVIDER OF OTHER SOURCE e e 18. HOSPITALIZATION DATES PELATED TO CURRENT SERVICES
w X S | 1mfNe| FROM i i T© 1 i
0 Annrnmw.ca.mu INFORMATION (naagnmd ByNCE) . o '20. CUTSIDE LAB? $ CHARGES
) > e [l | |
/ [21. DIAGNGSIS OR NATURE OF ILLNESS OF INJURY Fitats AL to servca e baw (24E) ichind] | 22, ERUBMISSION T
e i . NO.
| A ; , B c. | D. |
LG i . o i 23. PRIOR AUTHORIZATION NUMBER
Sk J K | L
24 A, DATE(S) OF SERVICE B. | C. | D. PROCEDURES, BERVICES, OR BUPPLIES E. F. H] 4 =
_From p J Te PLACEOF| (Explain Unusugl Circumstances) DIAGNOSIS s | ™ RENCERING =}
MMDD >¥¥ MM~ DD YY |SERWCE| EMG | CPTHCFCS | MODIFIER: POINTER $ CHARGES TS | P | GUAL PROVIDER ID. & e
: ’ =
1" S@F | ] | ! e &
| =1 | } ! NPI [
Z
2 L | | | ! T | TR x
1 I ‘ 1 I ‘ ‘ I I | ‘ | | ‘ P H
3 | ! | ! I | | I B e iy ﬂ-
e
(L L P P ¢ ] \ L | | |we )
AT T N Y I N ) I 8
=
5 . [ ewr— 3
S S :
| | | | | s £
| O | . { [ | | | i
25. FEDERAL TAX |.D. NUMBER 88N EIN | 28, PATIENT'S ACCOUNT NO. 27. ACCErT ASSIGNMENT? | 28 TOTAL GHARGE 20, AMOUNT PAID | 30, Rava for NUCC Lize
(0] e Lo o Ll |
31. SIGNATURE OF PHYSIGIAN OR SUPPLIER 32, SERVICE FAGILITY LOGATION INFORMATION 33 BILLING FROVIDER INFOEPHE )
INCLUDING DEGREES OR CREDENTIALS
{| caritty thet the statements on the reverse
Bpply i this bil and ans made a part heract.)
SIGNED DATE i o .- ""
WIQNED = —
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