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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:

Gainwell Technologies
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 “Claims and Billing, sub-link “HIPAA Information Center” — “5010v of the Electronic
Transactions” — 837P Professional Guide.)

This appendix includes the following:

J Instructions for completing the CMS 1500 claim form and a sample of completed
CMS-1500 claim form; and

o 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/ :ﬁg;ilcr:ig ;)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.
fa | Insured's IDNumber | yoyre. 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 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
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
4 Insured’s Name . ) .
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 blank.
Insured
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 or 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
9% NUCC USE Leave Blank.
9d Insurance Plan Name Situational — Complete if appropriate or leave blank.
or Program Name
Is Patient's Condition o : ,
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
11a Situational - Complete if appropriate or leave blank.
Sex
OTHER CLAIM ID
b | Designated by Nucc) | Heave 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 o . ,
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 o L . .
13 Person's Signature Situational — Obtain signature if appropriate or leave
blank.
(Payment)
14 Dgte of Current llness/ 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
ICD Indicator diagnosis codes
must be used.
Required -- Enter the ICD indicator to identify the current | General codes are
ICD coding that is being reported between the vertical, | Not acceptable
”" dotted lines in the upper right-hand portion of the field. ICD-10 diagnosis
Diagnosis or Nature 0 ICD-10-CM codes must_be
of lliness or Injury used on claims
Required -- Enter the most current ICD diagnosis code. for d.ates of
service on or after
10/1/15.
Situational - If filing an adjustment or void, enter an “A” To adjtl"ft or void
for an adjustment or a “V” for a void as appropriate AND mlo.re i an one
one of the appropriate reason codes for the adjustment cla!m ineona ¢
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 Adiustments
Number 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
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.
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Locator # Description Instructions Alerts
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
. . 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 Reqylred -- 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.
241 ID Qualifier thlonal. If possible, leave blank for Louisiana Medicaid
billing.
24J Rendering Provider ID # | Leave Blank
25 Federal Tax ID Number | Optional.
Situational - Enter the provider specific identifier
I 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.
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Locator # Description Instructions Alerts
97 Accept Assignment? Optlpngl. Clq|m filing acknowledges acceptance of
Medicaid assignment.
28 Total Charge Regmred — 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.
33a NP# 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-
(B
5
HEALTH INSURANCE CLAIM FORM

APFPICVED B'Y HATION AL LINIF SR CLAIM COMMI TTEE (HLICC) 0208

T FICA

Standing Birthing Centers

Gainwel| Technologies
P.O. Box 91020
Baton Rouge, LA 70821

CARRER —)»

FICA [T

1 MEDICARE MEDICAID

|_|rld--| | seseaian [T waton

TRICARE CHAMPVA AFOLP
— FELTH FLAN |
| | wemteriom u [

W)

ER |16 INBURED'E LD, MUMBER

1234567890123

{Fer Frogram in fbeen 1)

2 PATIENT'S NAME (Last Name, Arst Name, ndde inital)
DOE, JANE
& PATIENT 1 ADDFEEE (N

1234 ANYLANE

3 FRTIEN S BRTH OATE
010195 M
T

Sal rz cpcusal | cni
aTATE W

. 1
[ 1eeer e inaues e Cooe)

| (225) 9987777

MYTOWN

70000 .

B, PATIENT FELATICHEHIP T2 INSURED

B, RESERVED FOR WIS LIEE

4. INBURED'S MAME (Las! Harme, Firsi Mamas, hiicddle inikal)

FOIHEUHED'S AODRE B8 (R, B
| oma| |
| BTATE
|

|
T TELEFHCRE (N0 Aras Coce)

£_3

. OTHER INSURED'S MAME [Last Mame, First Name, Motie nitiad)

& OTHER INSURED'S PCLICY O GRCUR NUMEER
TPL CODE |F APPLICABLE

I, HEBERVED FOR NUCO LEE

£ REEEAVED FCH NUGE UaE

o, IMSURLNCE PLARN NaME OR PROGRAM MAME 10d. SLAIM CODES (Casignabed b

AEAD BACK OF FORM REFORE COMPLETING A BGNNG THIS FORM,
12. PATIENT'S CF AUTHCRIZED PERSCN'3 el e e 1 any maaical or of
f 2ass tis clam. | 350 reisst punaniof ] =r st or 1
=

SanNE

14, DATE OF CLURRENT ILLNERS,
ok | []+]

10, 16 PATIENT'S COMDITION RELATED TQ

8. EMPLOYMENTY (Current o Pravious)

11 INSLREDL'E POLICY GRCLIP OF FECA NUMEER

a INBUREDY'E BATE O
MK | DD

FHAH B

PATIENT AND INSURED INFORMATION

i NSy d. I8 THERE ANOTHER HEALTH BENEFIT FLANY

|vER —| NG Hyes, cam piE ibams 9, 9, and
13,1

THORIZED PERION'T BIGNATURE | anhcrize

WEUFEDS OF Al
" 1 T e fhiysiclan or suppler foe

T ETTEEET
't

LIFAT I

I I I | | I I
17 MAWE CF REFERRING PRCVDER CH OTHER BOURCE | 174 | | 12 HOSPTALIZATICN DATES AELATED TOCURRENT SERVICES
it bl B S n, oo WY M oD Yy
I ;l’u;lul'll_ |_ T0 I I
16 ACDITICN AL CLAIM | NFORMATION (Dangnatad by HICE) B CHARGES
MO | |
2 DIAGNCEIR OR NATURE COF ILLHE BR OF INJURY Pl AL ok des line b 248 - I 92 AERUBMISEICN
oD || CLOE CHIGINAL FEF. HE
Al 080 B | = ol
El Bl al H L 83, ARICA AUTHORIZATION MUMVEER
[ ! : Wl [ —
24 A DATEM) OF BERMICE B o. Fr =4 MICES, OF GUFFLIES E F. |
i Th A ACEDF A s reumRiae e Ol Ao S [
LIl K] WY MM DD TV SERWCE | BMG | CRTHCPCE | MEDIFIER PCINTER § CHARGES WL
| | | | | 1
01 | o8 | 21 | o1 | o8 | 21 | 25 | | so40e | | | A | 950100 | 1 | HP1

| HiPl

B s DD =

E ] S f i | | [
£ T S 300 I s e e I ’ | (e T

S S | ] | et T
T O PO | o

PHYSICIAN OR SUPPLIER INFORMATION

26. PATIENT'E ACCOUNT N1

3. BEAYICE FACILITY LOCATION INFORMAT I

JOHN DOE, MD

|28 TOTAL CHARGE 20, AMOUNT PAID
i 95000 | &

38, BILLING PAOVIDER INFO & FH # { 2215 } 555_5555

EASY BIRTH, BIRTHING CENTER

500 WMIAIN ST

ANY TOWN, LA 70000

|20, Rewdar MUCC Lise

O1E82021 s g | 1234567890 |1 1987654 Y
NUCEC Instruction Manual avallable at: www. nues org PLEASE PRINT OR ‘m FOleds 2 T W) | T e e
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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:

J 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

Ols0
hi
HEALTH INSURANCE CLAIM FORM

APFFICVED BY HATIONAL LINIF PR CLAIM COMMITTEE JNUCC) 0202

PIsA

Gainwell T

echnologies

P.O. Box 81020

Baton Rou

ge, LA 70821

BICA

I MEDICARE  MECICAID TAICARE
| |mcteredy [3¢| vaceaian) [ oameos

GHAWP WA

|_i (Masber S8 u

7 FECA
HPLAN — BLELUNG
| | e

’_-|r.':w|

16 INEURED'E | B, MUMBER

1234567890123

iFcr Frapram in 1 1

2 FATIENT 'S NAME {Last Name, Frst Name, (dde Intal
DOE, JANE

& PATIENT & ADDRERS (No
1234 ANYLANE

Ty
M

IR 1 ELEFHINE inoues e cooe)

70000 | (225 ) 999-7777

EIFRTH DATE
o

M|

(ST

o E ':,.u.:.-.!_i hik|
B RESERVED FOR MICC UsE

YTOWN

2 INSURED

EEX

"X

e[|

4 IMELIRED'S MAME {Lasl Name, Firsi Mame, Micdie nikal)

T THEIRAED'E ADDAERE (Mo, Gty

CITY | BTATE
|
TELEFHONE (nChidn Araa Coda)

-

ZIF CODE

0. CTHER INSURED'S HAME (Last Name, First Nama, Mode hibal)

10018 FPATIENT'S CONDITION HEL

4. OTHER INSURED'S FOLICY OF GRCUR NLIMEER
TPL CODE IF APPLICABLE

b RERERVED FOR NUCT LBE

E REBEFVED FLA MUGGC USE

. INSUFANGE PLAN NAME OR FROGRAANANE |

NEAD AACK

12. FATIENT'S CH AUTHCRIZED PER!

o prozass Mis claim, | 360 recyset
Elow,

TNUIA BIGNING THIE FORM .
£ Ay s o & oy

2leas Y

10d. CLAIM COOES (Desippated by NUCT)

ATED TQ

11, INSUPED's POLICY GROUP OF FECA NUNMBER

& INBLRED'S DATE OF BIATH
{41 B
| | .‘-.1|

e cnaid by MUCC)

AN MAME LH FHCCHAM NAME

& Hyas Complen (bems ¥, 9a, and el
FIZED PERSON'S BICGNATURE | aherize
T L clee et oyl an ar su pper

PATIENT AND INSURED INFORMATION — »1{ CARRER )

fox

S 1N GURIEENT T'.I'U" AT

] FRCK T
1 L | I 1 1
17 MAME COF BEFERRING PROVIDER COH OTHER BOURCE 1,-a_| | 18, Hi -s—l—el::k'll! 100 DATES RELATED TC u:lIHI-‘:.-r-Ji 4:—-—1\.'I-:I—'~
i 3 s | > e
[ 78] e FRICW | | T0 | |
AL CLAIM THFTMAT I (Damgrat by A 20, CUTEIOE LAY HCHARGEE
[ ves | [we | |
21 DI AGNCEIS OF NATURE COF ILLHEGE CF INJURY FRInE AL 026 i e beow (245 . | ' AEELEMISEION )
G0 Ind, | Co0E CHIGINAL REF. WD
. 1078 i A il AlZ | 1015198798700
. 25, FRICH ALITHORIZATICT NUMEER
Bl F G| H. L
L | Bl L L
24 A DATEME) COF SERVICE B [ PROCEDURES, SEFWCES, OF SUFPLIES E F. | z
Froam T 1 A F| 1 Liugud Circumstances) Dl NS [
R [+]e] ¥y ) DD v [SERVCE | EMG FT =] | MODIFIER PCINTER § CHARGES AL §
1 | |
01| oa |21 | o1 | on |2 | 25| | seeom e O 55000 + | [wm a
W
2 =
| Bl e s R e R
I | E J | | | - | | | [re 7]
3 | | | | | | | | | | | | | . == g
" - | | | [ g
W
4 | | | | | | | et B i T =4
| | | | | | | | | | | | | | MPI §
| | | | | | | — v e R
L T S - - — | | [ g
6 i
| | | | | | |
T O O T G O | [ ]~
25 FEDERAL TAX |.D. NUWBER E=H BIM 26. PATIENT'S ACCOUNT NC ar. :\,’.&‘:r * |28, TOT AL CHARGE 9. AMOUNT PAID {30, Rewd.far NUCC Use
| |-.»--. | ne 1 550,00 | & i |
I 1 | T
A BIGRATURE OF FHY SICIAN OR SUPRLLER 20 BERYICE FACILIT Y LOCATICN INFORMATICH a0, BILLING PACVIDER INFO & PHY [ 225 } 555-5555
EASY BIRTH, BIRTHING CENTER |
500 WMIAIN 5T
ANY TOWN, LA 70000
92112021 s P 1234567800 |1 19 \
R —
NUSE Instructicn Manual avallatile at: www, nues. org PLEASE PRINT OR TYPE LR S Rl e R e e
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SAMPLE CLAIM FORM

EiE

= G
- u
[+
HEALTH INSURANCE CLAIM FORM i«
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCG) 0212 (3]
(] ] e {
MEDIGARE MEDICAIC TRICARE GHAMPYA GROUR N GLK A . OTHER | 12.INSURED'S LT, NUMBER {Far Pragram | il
D (Mdicares) l:‘._’n.‘nu: | l:l fDsDaD) |: (b 0%] l:l._f . I:lf [ ey
2, PATIENT'S WAME (Last Name, First Mame. Midcle Inifial) & PﬁlaF\IT fBIRTH DATE SEX A, INSURED'S MAME (Last Name, First Mame, Midde Iitaly
MM B8 Y
L ]
ATIENT'S ARDRESS (No,, Street] £ PATIENT RELATIONSHIP TO MEURED 7. INSURED'S ADDRESSE (Noy, Stread)
| seh_] soause[_Joni]_| omer|
ey [STATE | & RESERVED FOR NUCC USE Tam - STATE =
=]
| =
2P GODE TELEPHONE [Inchide Area Coce| aF CODE TELEFHGNE dnclige Aiea Gods) g
. DTHERINSURED'S NANE {Les| Mame, First Naime, Micde Irital) 1015 PATIENT'S CONDITION RELATED TC: 11.INSURED'S POLICY GROUP DR FECA NUNBER E
- g
| 2. OTHERINSLRED'S POLICY OR GROUR NUMEER a EMPLOYMENT? |Current o Previcus) &l sU-.E}‘sDATEOF BIRTH SEX —
M| -
P 7]
Clres  [[ug || -\ Ll 2
. AESERVED FOR NUSEC USE b AUTO ACCIDENT? £ ratey | OTH 7 A1 | [Designaied oy NUCG) g
1 {3
: [ree QSR | =<
| REBERVED FORNUCE USE & OTHER ACCIEEHT? & INEURANCE PLANNAME OR PT.OCGRAM NAME E
Ches [ L
[0 INSURANCE PLAN NAME DR PAOGRAM NAME 17, RLAIM CODES (Desigraied oy NUEE) .13 THERE ANOTHER HEALTH BENEFIT FLANT =
I_lYLS I:‘INO If yes, complste items %, 9a, and 9d.
READ BAGK OF FORMW BEFORE COMPLETING & SIGMNETHB 3. INSURED'S OF AUTHOAIZED PERSON'S SIGNATURE | aumerze
|12, PATIENT' S OR AUTHORIFED PERBON'S SIGMATURE Mathorize the releass of amy medical aratherinfoemation necessany paymort o metsal benefits 1o he unsesignod shysician or supplier lor
lo process #iis chim. ] also regusst payrmant of geversmeyl bevslits sifee to misel o oS paiy wbleﬂa'muabgu ol Services de: ed Delow.
Exlowa
SIGNED . DATE SIGNED Y
[ ¥4 B4TE OF CURRENT LINESS I PREGNANCY (LMARE OTHER DATE D 18, DATES PATIENT UNASLE TC WORK [N CUREENT QCCLUPATIDN
4,08 IL SINJUIRY o ) ; | W, CDo vy PATIENTY NRETS ! WA | 0D | TIoN 4
| QUN.| QUAH ! ! | FROM | ! O | !
| 17, HAME OF REFERAING PROMIDER QR GTHER SOURCE 17, 18, HOSF[TALIZATION DATES RELATED TO GURRENT SERVISES
| MM, DD Y MM |, OO, YY
| | 170 NBI FROM I | |
| 10, ACOITIDNAL C LA INFORMATION (Dexiy-waied by NUGE) . 20, ouTsIoE Lam? b
[lves o |
21, DIWGNESIS OF NaTURE OF LENESS OR INLRY Helhio8ed to serice Nne below (24F) T s 2% AESURNMISSION
Kot | CODE DRIGINAL REF. NO.
L BREEEE.
23, PRICA AUTHOPIZATION MUMBER
[D.F E 3 Iy =
(Explain .Jnusuall Glnsumstancas) DIAGNOSIS = FENDERING =]
M o v sERAE | EMG | CPTS || BCs | MOOIFIER POINTER § CHARGES URITE PAOVIDER ID. ¥ E
‘I | 1 | | | 1 : | 1 1 1 | I — E
— ] I I | P we &
2| 1 | | | | | £
i S R G e e
| | | | | 1
1 1 1 | | | | ! 1 1 | | 1 | i w
3 X
| | | 1 | | 1 1 | A E e et
L 4 S ! I O | ! | | =
| W
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