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CLAIMS FILING

Hard copy billing of free-standing birthing center services are billed on the CMS-1500 (02/12)
claim form or electronically on the 837P 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 a sample of completed
CMS-1500 claim form; and

. Instructions for adjusting/voiding a claim and a sample of an adjusted CMS 1500
claim form.
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CMS 1500 (12/12) INSTRUCTIONS
FOR FREE-STANDING BIRTHING CENTERS
Locator # Description Instructions Alerts
Medicare / Medicaid /
Tricare / Champva / . o .
1 Group Health Plan / (RMeg(;jilcraeig ;)Enter an “X"in the box marked Medicaid
Feca/ Black Lung / '
Other
Required - Enter the recipient’s 13-digit Medicaid I.D.
number exactly as it appears when checking recipient
eligibility through MEVS, eMEVS, or REVS.
la Insured's ID Number NOTE: The recipients’ 13-digit Medicaid 1.D. number
must be used to bill claims. The CCN number from the
plastic I.D. card is NOT acceptable. The I.D. number
must match the recipient's name in Block 2.
2 Patient's Name R(_aquirgq - 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.
4 Insured’s Name Situa’gional - Cpmplete_ correctly if the recipient has
other insurance; otherwise, leave blank.
5 Patient's Address Optional - Print the recipient’s permanent address.
6 :Dauent Relationship to Situational — Complete if appropriate or leave blank.
nsured
7 Insured’s Address Situational — Complete if appropriate or leave blank.
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Locator # Description Instructions Alerts
8 RESERVED FOR
NUCC USE
9 Other Insured’'s Name | Situational — Complete if appropriate or leave blank.
ONLY the 6-digit
code should be
entered for
Situational — If recipient has no other coverage, leave commercial and
blank. Medicare HMO’s
in this field.
If there is other commercial insurance coverage, the
Other Insured's Polic Louisiana assigned 6-digit TPL carrier code is required | DO NOT enter
%9a o Groun Number Y |in this block. The carrier code is indicated on the dashes, hyphens
P Medicaid Eligibility Verification (MEVS) response as the | or the word TPL
Network Provider Identification Number. in the field.
Make sure the EOB or EOBs from other insurance(s) are | NOTE: DO NOT
attached to the claim. ENTER A 6-DIGIT
CODE FOR
TRADITIONAL
MEDICARE
RESERVED FOR
9b NUCC USE Leave Blank.
RESERVED FOR
9c NUCC USE Leave Blank.
ad Insurance Plan Name Situational — Complete if appropriate or leave blank.
or Program Name
Is Patient’s Condition N . '
10 Related To: Situational — Complete if appropriate or leave blank.
11 Insured's Policy, Group, Situational — Complete if appropriate or leave blank
or FECA Number '
Insured’s Date of Birth
1la Situational — Complete if appropriate or leave blank.
Sex
OTHER CLAIM ID
11b (Designated by NUCC) Leave Blank.
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Locator # Description Instructions Alerts
11c Insurance Plan Name Situational — Complete if appropriate or leave blank.
or Program Name
Is There Another Health | .. .. . .
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 N L . .
13 Person's Signature Situational — Obtain signature if appropriate or leave
blank.
(Payment)
1 Dqte 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 Situational — Complete if applicable.
Source
17a Other ID # Optional.
17b NPI # Optional.
Hospitalization Dates
18 ReIaFed to Current Optional.
Services
ADDITIONAL CLAIM
19 INFORMATION Leave Blank.
(Designated by NUCC)
20 Outside Lab? $Charges | Optional.
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Locator # Description Instructions Alerts
The most specific
diagnosis codes
must be used.
General codes are
not acceptable
ICD Indicator Required -- Enter the ICD indicator to identify the current | /CD-10 diagnosis
ICD coding that is being reported between the vertical, codes must be
dotted lines in the upper right-hand portion of the field. used on claims
for dates of
0 ICD-10-CM service on or after
10/1/15.
21 Diagnosis or Nature Required -- Enter the most current ICD diagnosis code.
of lliness or Injury
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.
Situational - If filing an adjustment or void, enter an “A” To adjlrlet or void
for an adjustment or a “V” for a void as appropriate AND rT;o_re tI an one
one of the appropriate reason codes for the adjustment cla!m Inéona
or void in the “Resubmission Code” portion of this field. claim, a separate
form is required
Enter the internal control number from the paid claim line | for each claim
as it appears on the remittance advice in the “Original I!ne since each
Ref. No.” portion of this field. line has a
_ different internal
Resubmission and/or Appropriate reason codes follow: control number.
22 Original Reference

Number

Adjustments
01 = Third Party Liability Recovery

02 = Provider Correction

03 = Fiscal Agent Error

90 = State Office Use Only — Recovery
99 = Other

Voids

10 = Claim Paid for Wrong Recipient
11 = Claim Paid for Wrong Provider
00 = Other
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Locator # Description Instructions Alerts
23 Prior Authorization (PA) Leave Blank.
Number
24 Supplemental Leave Blank.
Information
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.
Required -- Enter the appropriate place of service code
for the services rendered.
24B Place of Service ___
Code Description
25 Birth Center
24C EMG Situational — Complete if appropriate or leave blank.
Required -- Enter the procedure code(s) for services
rendered in the un-shaded area(s).
Procedure | Description
Procedures, Services, 59409 Vaginal Delivery only
24D or Supplies
pp If a modifier(s) is required, enter the appropriate modifier
in the correct field.
Modifier Description
53 Discontinued Procedure
Required - Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference
, o number (*A”, “B”, etc.) in this block.
24E Diagnosis Pointer
More than one diagnosis/reference number may be
related to a single procedure code.
24F $Charges Req_uwed -- Enter usual and customary charges for the
service rendered.
. Required -- Enter the number of units billed for the
246 Days or Units procedure code entered on the same line in 24D
. Situational — Leave blank or enter a “Y” if services were
24H EPSDT Family Plan performed as a result of an EPSDT referral.
24 ID Qualifier thlonal. If possible, leave blank for Louisiana Medicaid
billing.
24] Rendering Provider ID # | Leave Blank
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Locator # Description Instructions Alerts
25 Federal Tax ID Number | Optional.
Situational — Enter the provider specific identifier
__— assigned to the recipient. This number will appear on the
2 Patient's Account No. Remittance Advice (RA). It may consist of letters and/or
numbers and may be a maximum of 20 characters.
97 Accept Assignment? Opt|pngl. Cla}lm filing acknowledges acceptance of
Medicaid assignment.
28 Total Charge Requwed — 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 (excluding
29 Amount Paid any contracted adjustments). Enter ‘0’ if the third party
did not pay.
If TPL does not apply to the claim, leave blank.
30 Reserved for NUCC Leave Blank.
use
Signature of Physician | Optional — The practitioner or the practitioner’s
or Supplier Including authorized representative’s original signature is no longer
31 Degrees or Credentials | required.
Date Required -- Enter the date of the signature.
Service Facility .
32 Location Information Optional.
32a NPI# Optional.
32b Other ID# Optional.
Billing Provider Info & | Required - Enter the provider name, address including
33 Ph # -
zip code and telephone number.
333 NPI# Required—Enter the billing provider's 10-digit NPI
number.
Required - Enter the billing provider's 7-digit Medicaid The 7-digit
ID number. Medicaid Provider
33b Other ID# Number must

ID Qualifier - Optional. If possible, leave blank for
Louisiana Medicaid billing.

appear on paper
claims.
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Example of Billing for Free-Standing Birthing Centers

EIERE
S
HEALTH INSURANCE CLAIM FORM

AFPROVED B NATIONAL UNMIFORM CLAIM COMTT EE (NUTE) 022
CA FICA

HJ— CARRIER —)-

| MEDIGARE  MEDIGAD TRICAFE CHAMPA GEIE i OTHER| 1 INSURED'S LD HUMEER For Frogramin Sem ) i
[ : . HENLTH FLan NG
| micisasens [ 3¢ sctcaianr [ oo | ivemtacics | | o) [ ros s | 1234567890123
2 PATIENT'E NAME (Lust Mame, Firsl Hame, Wicele mba) 3 Df”‘:!’EluTg_B:ﬁT-—! IZ_r.'_'\TE X 4 INGURED'S HAME (L=t Nama Fiast ane . Minoe hitd)
71 bC i
DOE, JANE 01 | 01,95 Flx
5 PATIENT'BADDREBE (N0, Sram) G PATIENT HELATIONSHIF TO INSURED 7 INGURED S ADDRESS (o, GreeD

1234 ANYLANE | o[ ] omer[ ]

oy [STATE °C LSE Iz Tsma=
MYTOWN LA

AF CLOE TELERHOME (ndude Aroa Coda) {ZP cooe ~ | TELEPHONE {induds Ar=a Cocs)
70000 { 225) 999-7777

3 CTHER NGURED S NAME (Last Mana, Arst Mamne, K ode nita) 10/ I8 PATIENTS GOND TICH FELATED T

& CTHER INSURED'S POLICY OA SROUP NUMBER a EMPLOYWIENT? [Currend or Fresious)

TPL Code if applicable [Jes  [ne

v RESERVED FOR NUICC USE b AUTCACTDENT

PLACE (Sl3ts) | B DOTHER CLAIM D [Designated oy NUCCY
- ASSERVED FLH NUCE USE i 7 - = [ 111 C= FLAN NAME CF SROGR AV NAE.

1 NBURANCE FLAN NAME CR FROGRAM NAME N DTHER HEALTH SEMEFTT PLAN?

iiyes, complate dems §, 3a and B

ENATURE | auinniza

READ BACK OF FORNM BEFOI -
0 (1 undersigrec [ yecian or eujppiar for

50R AUTHCRIZED
w5 i gm0 reguest e

COMPLETIG b SBNNG THIS FORM. =
& he release ol any medl o infcrmAl N necessary
it A ther 10 s or D e per g ehoacoeps assignmend

P <————— PATIENT AND INSURED INFORMATION

E T WWORK M CURRENT COCUPATION
Yy hrd oD ¥

JCEIS OF NATURE D

080

CRIGINAL REF NT

A e | e - L e
e i “ : |23 FRICR AUTHORIZATION HUMBER
1 —
2 A 1 = F 3 H 1 z
CIAGHCSIS bl - | RENCERING o
Wit POINTER | §CHARGES s | P cus PRCMOER ID.# g
1 | -
o1 | A 95000 [~ 4 | HFl o
w
| bl e e e i e e F
@ L7 ¢ & - e
s o o s —— I v s E
7]
4 I | | | | e a— =
[ | | | | | | ! | HE g
5
n | | b s e dmrs e s S a s
Si | | | | i | ! | il 2
>
§ il L] | S T N 7 MR &
1A TEN | 0L NUVEER s BN 26, PATIENT S SCCTUNT MO a7 & ENTT |20, TO AL CHARCE | &, andunT FAID 30 A for NUCE Live
[k [ vea " 95&:1.00 | i | |
ES 5 |32 serviceFaC CATICN INFCRMATION |23 BILUNG PROVIDER INFO & PH # (225 ) 555-5555
: bt Fings e EASY BIRTH, BIRTHING CENTER
apdy 0 Iris b ard are made & parl hansol ) 500 W MAIN ST
JOHN DOE, MD ANY TOWN, LA 70000
— VBRSNS = T F - 1234567890 | 1987664
NUCT ingdnuction Manual svalisbie 8 www nucc org PLEASE PRINT OR TYPE AFFRIVELD CWB-Uties 1157 FORM TaUl (U2 T

Page 8 of 12 Appendix B



LOUISIANA MEDICAID PROGRAM ISSUED:  01/23/20
REPLACED: 04/20/16

CHAPTER 28: FREE-STANDING BIRTHING CENTERS
APPENDIX B: CLAIMS FILING PAGE(S) 12

ADJUSTING/VOIDING CLAIMS

An adjustment or void may be submitted electronically or by using the CMS-1500 (02/12) form.

Only a paid claim can be adjusted or voided. Denied claims must be corrected and resubmitted —
not adjusted or voided.

Only one claim line can be adjusted or voided on each adjustment/void form.

For those claims where multiple services are billed and paid by service line, a separate
adjustment/void form is required for each claim line if more than one claim line on a multiple
line claim form must be adjusted or voided.

The provider should complete the information on the adjustment exactly as it appeared on the
original claim, changing only the item(s) that was in error and noting the reason for the
change in the space provided on the claim.

If a paid claim is being voided, the provider must enter all the information on the void from the
original claim exactly as it appeared on the original claim. After a voided claim has appeared on
the Remittance Advice, a corrected claim may be resubmitted (if applicable).

Only the paid claim's most recently approved internal control number (ICN) can be adjusted or
voided, thus:

. If the claim has been successfully adjusted previously, the most current ICN (the
ICN of the adjustment) must be used to further adjust the claim or to void the
claim.

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.

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.
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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 FREE-STANDING BIRTHING CENTER CLAIM FORM ADJUSTMENT

EiE

5%

HEALTH INSURANCE CLAIM FORM
AFPROVED 8Y NATIONAL UNMIFORM CLAIM COMMITTEE (NUCC) 0242
[T JreeA

| NEDIGARE MEDICAD TRICARE

OTHER | 1a INSURED'S LD HUMBER Fir Frogramin Sem 1)

— ili CARRIER —)

| tarsisaves | | sctcatars [ noeoeon [ pom 1234567890123

2 PA H-'..‘.‘.E.-_«.,I Hame, Fisl Mame, Micdes mibad) 3 35"'|EI<TC BIRTH |: TE : = 4 INGURED'S NAME (Last Namez, Fist Nane, Miooe hifa)
DOE, JANE 6‘1 | 01905 fx

5 PATIENT'E ADDRERS (N0, Eirae) 6 PATIENT AELATIONSHIF TOINSURED 7 INGURED S ADDFPEES (ko |, Srest)
1234 ANYLANE Bait| | Gpouse _l,'lH,_ Oher

CITY [5TaTE |5 FES=RVED FOR HUCT LEE Y STATE
MYTOWN | LA

R CODE TELEPHONE (Inctuis Araa Coca) ZiP CODE TELEPHONE (induds Arza Coce)
70000 (225 ) 999-7777 S

9 CTHER INSURED'S NAME (Last Namna, Arst Name, M ode nifal) 10 18 PATIENTS COMDTION RELATED T 11, INBUREL'S PCLICY GROUF OR FECA NUWBER

& OTHERINSURED'S POUCY OA GROUP NUMEBER a EMPLOYMENT? (Currenior Frevous ) 4, INSURED 5 DATE CF BITH £
TPL Code if applicable e i b 'u F

b RESERVED FOR NUICC USE b ALTCACT FLACE (Slaim) |5 DT HER CLEIN ID (Desigeas oy NUCD

- AESERVED FLA NULE USE ANCE FLAI NAIIE OF FROGR A NAVE

d INSURANCE PLAN NAME CR FRCOGRAM NAME

NOTHER HEALTH BENEFTT PLAN?

|HO ifyes complets dems €, 2a, and B3

CR AUTHORZ B0 PERSCN'S BIGHATL
'-ui ;‘ -J:HL“ D the undarsigract @ ydcian o7 o ppiior Tor

BEFORE COMPLETNG & SIENNG THIS FORM. IEERT=]
il I7& ha ralea e o any madica of ohar intormato ' pa
it elher 10 st o ||1|| Pty mhoacoeps ass

| <————— PATIENT AND INSURED INFORMATION

SENED
14, DATE OF GURFAENT ILLNEGS, INUAT, o F)
Rk oo Y
7 HAME OF REFERAING PAOAWIDER CR OTHE 17a.
- . |
1Th FRCK T }
3 RODITIOMAL CLARA | NFOEIATICN (Designatert oy NOCT) % CHARGES
w | I

8 0F NATURE OF - b 24F)

| " CRIGINAL BEF. N
el 1 — oL | A 02 | 0027198798?00

|22 FRICR AUTHORZATION NUNEER

I &l !
(| | K L .
2d. 4. B C. | D PROCEDLRES, SERVICES, E F T =
E SRR Unusual Crcume DIAGHCSIS| -l =]
Wikt thi EMG | CPTHOFCS | [ POINTER | ®CHeRGES ke | P’ | L g
1 | | | | | T T —— T
01|08 | 20 (04| D8 [ 20 | 25 | 59409 | 53 | | A 55000 | 1 NP s
™
P | | | | ERE
8 1 | 1 | I | ‘ |. | ‘ als Ll
e —— | e — . -7
£ 3 ] . i i @ 4 . I A g
l @
! I 1 | 1 o e =
! | NPl o
T - - | | - = 9
P O S O S — . [ GO
| i 1 I 1 [ e B =
T G O R T
25 FEDERAL TAX |.D. NUMBER S5 BN 26. PATIENT B ACCCUNT MO ' ‘ |28, TOT AL CHARGE 20, AMZUNT FAID 30. Rewd.for HUCC Use
f ! # 55[1 0o ' |
32 BERVICE FACILT Y LECATICH MFCRMATION &8, BILLNG PROVIDER NFO& PRE [ 225 ) 555-5555
. iy | EASY BIRTH, BIRTHING CENTER
ahlqnc“arﬁ”ﬂ"mnr!’rscﬂ) _SGGWMAJN“T
JGHN DOE, MD | ANY TOWN, LA 70000
03/03/2020 | B
SIGIED DETE 5 s |= 1234567890 |» 1987654 Y
MILCC Ingtruction Manua svailable st www nues.org PLEASE PRINT OR TYPE AFFRUVEL OMEB-LEGE 11497 FURM 10U (L= 12
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SAMPLE CLAIM FORM

EisE

= g
2 w
o
HEALTH INSURANCE CLAIM FORM K
APPROVED BY NATIONAL UNIFGRM CLAIM COMMITTEE (NUCC) 02112 [
[T Fca A [ ] J.
MEDIGARE WEDICAID TAIGARE GHAMPYA GROUP FEGA OTHER | 12 INSURED'S LD, NUMBER {Fo: Pragram in hem 1) L
4 HEALTH PLAN B LG —
Modicaies) D.{M:\Jz;aa-.'.ar- D DA DOD) D emberive) [ | (152) l:l{.f‘.i_f,l e
| 2. PATIENTS NAME (Last Name, First Nama, & 3 P(.'“Eur'sﬁann RATE SEX 4, INSURED'S NAME (Last Name First Narme, Mddle Intalg
1. Doy
! M| F
ATIENT'S ADDRESS (Mo, Stroet] 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (Mo, Streot)
bcll|:| ‘:u:\.sclj ok | omer
v STATE | & RESERVED FOR NUCE USE Ty ) STATE =
o
| =
| ZIF GODE | TELEPHONE (Inchae Area Cooe| AP CUDE TELEFHONE dnclute Area Gode) g
() ( g
OTHER INSURED'S NAME {Las1 Mame, First Mame, Migole Initial) 10,15 PATIENT'S CONDITION RELATED TC: 1. INSUREESS POLICY CROUP DR FECA NUKBERS =
(=]
+ w
| &, OTHER INSLRED'S POLICY OA GEOUR NUMEER & EMPLOYMENT? {Canrent o Provieus) a, |_u<su-;§m:;smnrg OF I.illﬂ‘_r ] BEX - %
| e (e Rl WY o
T o i -
b, AESERVED FOR NUCC USE b AUTO ACCIDENT? PLACE (Stata) [0 A1 113 (Desgnaisd by NUCCK g
Wil W 2
| RESEAVED FOR NUGE USE ta OTHER ACGIBBHT? & INBLRANCE PLANMAME OR PROCRAM NAWE E
g w
Ches  [Iw £
L INSLIRANCE PLAN NAME DR PROGHAM NAME 100, GEAIM CONES (Desigraied Ay NUSE) oL 15 THEFE ANOTHER HEALTH BENEFIT FLANT g
|_| YES |_| ] i yes, compdute fems 9, Ba, and 5d.
READ BACK OF FORW BEFORE Cﬂl’m & SIGMMETHﬁ FORRM. 3. INSUHED'S OF AUTHOAIZED PERSON'S SKGNATURE | aumoree
| 12. PATIENTS OR AUTHORIZED PERSON'S SIGNATURE A@ilhonza the release of sy mamicl apehesinltmation nBcesssmn: paymert of medieal bonefits io the uncosgnod physician or suppier lor
to precess #is chim. ] also reguest paysn of govenment bensiits unﬁnrh:' mrsul o o b ety v scceplE oo el services descrived pelow.
[=: 0
SIGNED e SIGNE T
[18.0aTE o[.- CURRENT LLNE:;.IKJLLR\' BRPREGNANCY | LM::. R o e 15, DATES BATIENT UNAZLE TO WORK |1 CURRENT QCCURATIDN 3
, DD ! f =58
| | AL ! | FROM | 1 TO i !
[77. MAME OF REFERAING PROVIDER OFF O’I‘{-ERWC,F 18, HOSPITALIZATION DATES RELATED TO GURRENT SERVIGES
h M| | 0 Y
| FROM | ! ™o i |
- > - 4 L L o
|48, ACDITIENAL CLAI INFOEMATION (Bé<igrated by NEEE) 20, OUTEIDE LAR?  CHARGES
Cves e |
1. DINCNESIS OF KATURE OF IENESS 08 Feliael o service Tne below (20E) o T 23_RESLBMIESION
ne.] ! CODE DRIGMAL REF. NO.
: 3, PRICA AUTHOFIZATION MUMBZR
{1
E I3 | (O =
Espial icurm DIAGNDSIS e I (=]
L] EMS | CPTHCPOS | wnu 1ER BOINTER § CHARGES uNTE | Phe |l E
: =
1 | | | | | | | ! | ! | R R &
] | . L li] o
=
2| | ! | | | 1 | | | | e s
| | 14
|_| ! |1 17 | [ we i
al
3 L B
1 1 | 1 | 1 1 | |
L i g | ! | | e s
| 0w
| | | | | | | | e B 19
b N O O R Y O — L | [w 8
5 | | s .
2|
- L 11 I - | . | [ua g
>
| . B z
1 1 1 1
O - || | || [m o
5, FEDERAL TAX LE. NUMBER F5M BN 26, PATIENT'S AGCOUNT MO, Z5. TOTAL CHARGE 25 AMOUNT Fala 30. Hsvd lor NUCC Use
| Ol ; L s .= |
31, SIGNATUR N OR SUPPLIER 3. SERVICE FAGILITY LOGATION INFORMATIGN 33, BILLING PROVIDES INFO & PH # ( )
| INCLUDING DENTIALS
{1 ceatify that the staten an he muess
apply 1o i bl ar miave a part thereal)
| sahED DATE - & - |”'
NUCGC Instruction Manual available al: www.nucc.org PLEASE PRINT QR TYPE APPROVED OMB-0933-1197 FORM 1500 (02-12)
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