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REPLACED: 03/23/17

CHAPTER 25: HOSPITALS SERVICES

APPENDIX A: FORMS AND LINKS PAGE(S) 30

FORMS AND LINKS

The hospital fee schedules can be obtained from the Louisiana Medicaid web site at:
http://www.lamedicaid.com/provwebl/fee_schedules/feeschedulesindex.htm.

The following forms are included in this appendix:
. The Short Cervix Guide; and
. Sample UBO04 instructions and sample claim forms.

An updated list of the ambulatory surgery codes can be obtained from the Louisiana Medicaid
web site at:

http://www.lamedicaid.com/provwebl1/fee schedules/Out Amb ES non-Rural non-State.pdf

http://www.lamedicaid.com/provwebl1/fee schedules/Out Amb FS Rural State.pdf

Other hospital related forms can be obtained from the Louisiana Medicaid web site at:
http://www.lamedicaid.com/provweb1/Forms/forms.htm
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Short Cervix Guide

Short Cervical Length in Pregnancy

A shortened cervical length, as measured by transvaginal ultrasound, has been associated with increased risk
of preterm birth in some pregnancies. However, there is no clear published guidance on management of
these pregnancies, or that intervention results in improved outcomes. Use of antenatal steroids has shown
benefit in appropriately selected patients. The following protocol is suggested as a guide for selection of
patients for inpatient evaluation / management. It is not intended to be a strict protocel and should be
adapted as clinical conditions warrant, as provided by the patient’s provider. Patients with cervical lengths of
> 25 mm (20-37 weeks gestation} are generally considered to be at low risk for preterm birth and are not
considered in this management protocol.

Short cervical length as determined by
transvaginal ultrascund

Ewvaluate for labor /contractions

Determine gestational age

Ewvaluate / manage for lahar (or PTL}

A
Y

l None Present
EGA 20-34 weeks EGA = 35 weeks
Cervical length Evaluate and manage as clinically
appropriate / expectant gutpatient care

! ' L }

Cervical length = 5 mm Cervical length Cervical length 6-25 mm, Cervical length 6-25 mm, no
l 6-15 mm high risk factors for PTB* risk factors for PTB identified
Approve initial LOS 7 i l l
days, extension up to Approve initial LOS 2 Approve initial LOS 2 Evaluate and manage as
5-7 days days, evaluate for days, evaluate for clinically appropriate /
antenatal steroids, antenatal steroids, expectant cutpatient care.
evaluate for clinical evaluate for clinical
changes. If stable changes. If stable
outpatient follow-up. If follow-up as outpatient.
symptom or < Smm, If symptoms or further
extend LOS up to 5-7 cervical shortening
days. occurs, extend LOS up to
2-7 days

*Risk factars include, but not limited to, multiple gestation, prior preterm birth / labor, incompetent cervix,
FFN status.

Revised 08/24/10
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UBO04 Instructions for Hospitals (includes NDCs)
Locator Description Instructions Alerts
No.
1 Provider Name,  |Required. Enter the name and address of the facility.
Address,
Telephone
Number
2 Pay to Situational. Enter the name, address, and Louisiana Medicaid
Name/Address/  |ID of the provider if different from the provider data in Field 1.
Identification
Number (ID)
3a Patient Control ~ |Optional. Enter the patient control number. It may consist of  |If you require the patient
Number letters and/or numbers and may be a maximum of 20 control number for posting,
characters. include it here.
3b Medical Record  |Optional. Enter patient's medical record number (up to 24 If you require the medical
Number characters). record number for posting,
include it here.
4 Type of Bill Required. Enter the 3-digit code indicating the specific type of
facility, bill classification and frequency. This 3-digit code
requires one digit each, in the following format:
a. First digit-type facility
1 = Hospital
b. Second digit-classification
1 = Inpatient Medicaid and/or Medicare Part A or Parts A and B
2 = Inpatient Medicaid and Medicare Part B only
3 = Outpatient or Ambulatory Surgical Center
c. Third digit-frequency
0 = Non-payment claim
1 = Admission through discharge
2 = Interim-first claim
3 = Interim-continuing
4 = Interim-last claim
7 = Replacement of prior claim
8 = Void of prior claim
5 Federal Tax Optional.
Number
6 Statement Covers |Required. Enter the beginning and ending service dates.
Period -
(the from and
through dates)

dates of the
period covered by
this bill.
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Locator Description Instructions Alerts
No.
7 Unlabeled Optional. State Assigned. If providers do not use the
emergency indicator
Note: Hospitals billing for services associated with correctly, the claim will
moderate to high level emergency physician care (99283,  |deny with a 104 error edit.
99284, 99285) should place a ‘3" in Form Locater 7 on the
UB-04. Covered days are reported
in the value code field (39-

Hospitals billing for services associated with low level 41) as value code 80.
emergency physician care (99281, 99282) should place a ‘1”
in Form Locator 7 on the UB-04.

8 Patient's Name  |Required. Enter the recipient's name exactly as shown on the
recipient's Medicaid eligibility card: last name, first name, middle
initial.

%a-e Patient's Address |Required. Enter patient's permanent address appropriately in

(Street, City, Form Locator 9a-e.
State, Zip)

9a = Street address
9b = City
9c = State
9d = Zip Code
9e = Zip Plus

10 Patient's Birthdate |Required. Enter the patient's date of birth using 6 digits
(MMDDYY). If only one digit appears in a field, enter a leading
zero.

11 Patient's Sex Required. Enter sex of the patient as:
M = Male
F = Female
U = Unknown

12 Admission Date  |Required for hospital services. Enter the date on which care

began (MMDDYY). If there is only one digit in a field, enter a
leading zero.

Page 4 of 30

Appendix A




LOUISIANA MEDICAID PROGRAM

ISSUED: 04/11/17

REPLACED: 03/23/17

CHAPTER 25: HOSPITALS SERVICES

APPENDIX A: FORMS AND LINKS

PAGE(S) 30

Locator
No.

Description

Instructions

Alerts

13

Admission Hour

Required for hospital services. Enter the 2-digit code which
corresponds to the hour the patient was admitted for care as:

Code Time

00 =12:00 - 12:59 midnight
01=101:00 - 01:59 A.M.
02 =02:00 - 02:59

03 =03:00 - 03:59

04 = 04:00 - 04:59

05 =05:00 - 05:59

06 = 06:00 - 06:59

07 =07:00 - 07:59

08 = 08:00 - 08:59

09 =09:00 - 09:59

10 =10:00 - 10:59
11=11:00-11:59

12 =12:00 - 12:59 noon
13 =01:00 - 01:59 P.M.
14 = 02:00 - 02:59
15=03:00 - 03:59

16 = 04:00 - 04:59

17 = 05:00 - 05:59

18 = 06:00 - 06:59

19 =07:00 - 07:59
20=08:00 - 08:59

21 =09:00 - 09:59

22 =10:00 - 10:59
23=11:00-11:59

14

Type Admission

Required for hospital services. Enter one of the appropriate
codes indicating the priority of this admission.

1 = Emergency
2 = Urgent

3 = Elective

4 = Newborn
5=Trauma

15

Point of Origin

Required for inpatient hospital services. Enter the
appropriate code to indicate the point of patient origin for this
admission from the ‘Point of Origin’ codes listed below.

Formerly Source of
Admission.

The updated and revised
codes are designed to
focus on patients’ place or
point of origin rather than
the source of a physician
order or referral.
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Locator Description Instructions Alerts
No.
15 Point of Origin NOTE: Newborn codes are at the end of the listing. The point of origin is the
(cont'd) (cont'd) direct source for the

Valid
Value

1

Name

Non-health care facility point
of origin

Clinic or physician’s office

Discontinued

Transfer from a hospital
(different facility)

Transfer from a skilled
nursing facility (SNF) or
intermediate care facility
(ICF)

Transfer from another health
care facility

Description

Inpatient: The
patient was
admitted

Inpatient: The
patient was
admitted

Reserved for
assignment by the
National Uniform
Billing Committee
(NUBC)

Inpatient: The
patient was
admitted to this
facility as a hospital
transfer from an
acute care facility
where he or she
was an inpatient or
outpatient.

Inpatient: The
patient was
admitted to this
facility as a transfer
from a SNF or ICF
where he or she
was a resident.

Inpatient: The
patient was
admitted to this
facility as a transfer
from another type
of health care
facility not defined
elsewhere in this
code list.

particular facility.

Some codes previously
used have been deleted or
discontinued.

Enter the correct revised,
updated Point of Origin
Code to prevent claim
denials.

NOTE: Newborn codes are
at the end of this listing.
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Locator Description
No.

Instructions

Alerts

15 Point of Origin
(cont'd) (cont'd)

Discontinued

Court/law enforcement

Information not available

Transfer from one distinct
unit of the hospital to
another distinct unit of the
same hospital resulting in a
separate claim to the payer.

Transfer from ambulatory
surgery center

Transfer from hospice and is
under a hospice plan of care
(POC) orenrolled in a
Hospice Program.

Reserved for
assignment by the
NUBC.

Inpatient: The
patient was
admitted to this
facility upon
direction of a court
of law, or upon the
request of a law
enforcement
agency
representative.

Inpatient: The
means by which
the patient was
admitted to this
hospital is not
known.

Inpatient: The
patient was
admitted to this
facility as a transfer
from hospital
inpatient within this
hospital resulting in
a separate claim to
the payer.

Inpatient: The
patient was
admitted to this
facility as a transfer
from an ambulatory
surgery center.

Inpatient: The
patient was
admitted to this
facility as a transfer
from hospice.
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Locator Description Instructions Alerts
No.
15 Point of Origin
Newb
(contd) |(contd) ewborns
1-4 Discontinued Reserved for
assignment by the
NUBC
5 Born inside the hospital A baby born inside
this hospital
6 Born outside of this hospital = A baby born
outside of this
hospital

16 Discharge Hour  |Required for hospital services. Enter the two-digit code which
corresponds to the hour the patient was discharged. (See Form
Locator 13.)

17 Patient Status Required for hospital services. Enter the appropriate code to
indicate patient status as of the ‘Statement Covers’ through
date.

Valid codes now include all codes listed in the most current
NUBC Official UB-04 Specifications Manual.

18-28 Condition Codes |Required for hospital services. Enter C1in Form Locator 18

for inpatient claims.

PRO Approval

C1 Approved as hilled.

Optional. Must be a valid code if entered. Valid codes are listed

as follows:

Insurance

01 = Military service related

02 = Condition is employment related

03 = Patient is covered by insurance not reflected here

04 = Information only bill

05 = Lien has been filed

06 = End stage renal disease in first 30 months of entitlement
covered by employer group insurance

18-28 Condition Codes | Accommodations

(cont'd) (cont'd) 38 = Semi-private room not available
39 = Private room medically necessary
40 = Same day transfer
Special Program Indicators
Al = EPSDT/CHAP
A2 = Physically Handicapped Children's Program
A4 = Family Planning
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Locator Description Instructions Alerts
No.
29 Accident State Leave blank.
30 Unlabeled Field  |Leave blank.
31-34 Occurrence Situational. Enter, if applicable. Each code must be two-
Codes/Dates position numeric and have an associated date. Dates must be
valid and in MMDDYY format. Valid codes are listed as follows:
01 = Accident/medical coverage
02 = Auto accident/no fault
03 = Accident/tort liability
04 = Accident/employment related
05 = Accident/no medical coverage
06 = Crime victim
24 = Date insurance denied
25 = Date benefits terminated by primary payer
27 = Date of hospice certification or recertification
42 = Date of discharge when "Through" date in Form Locator 6
(Statement Covers Period) is not the actual discharge
date and the frequency code in Form Locator 4 is that of
final bill.
A3, B3, C3 = Benefits exhausted
35-36 Occurrence Situational. Enter, if applicable, a code and related dates that
Spans identity an event that relates to the payment of the claim. Code
(Code and Dates) |and date must be valid. Date must be (MMDDYY) format. Valid
codes are listed as follows:
72 = First/last visit
74 = Non-covered level of care
37 Unlabeled Leave Blank.
38 Responsible Party | Optional.
Name and
Address
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Locator Description Instructions Alerts
No.
39-41 Value Codes and |Required. Enter the appropriate value code (listed below). Value Code 80 must be

Amounts

The value code structure is intended to provide reporting
capability for those data elements that are routinely used but do
not warrant dedicated fields.
02 = Hospital has no semi-
private rooms. Entering
the code requires $0.00
amount to be shown.
06 = Medicare blood deductible
08 = Medicare lifetime reserve
first CY
09 = Medicare coinsurance first
cYy
10 = Medicare lifetime reserve
second year
11 = Coinsurance amount
second year
12 = Working aged
recipient/spouse with
employer group health
plan
13 = ESRD (end stage renal
disease) recipient in the
12-month coordination
period with an employer's
group health plan
14 = Automobile, no fault or any liability insurance
15 = Worker's compensation including Black Lung
16 = VA, PHS, or other federal agency
30 = Pre-admission testing - this code reflects charges for pre-
admission outpatient diagnostic services in preparation for
a previously scheduled admission.
37 = Pints blood furnished
38 = Blood not replaced - deductible is patient's responsibility
39 = Blood pints replaced
*80 = Covered days
*81 = Non-covered days
*82 = Co-insurance days (required only for Medicare crossover
claims)
*83 = Lifetime reserve days (required only for Medicare
crossover claims)
A1,B1,C1 = Deductible
A2,B2,C2 = Co-insurance

*Enter the appropriate value code in the code portion of the
field and the number of days in the “Dollar” portion of the
“Amount” section of the field. Enter “00” in the “Cents”
portion of the “Amount” section of the field.

used to report covered
days.

Value Code 81 must be
used to report non-covered
days.

Value Code 82 must be
used to report co-insurance
days.

Value Code 83 must be
used to report lifetime
reserve days.

Please read the instructions
carefully for entering the
new number of days’
information in the Value
Code fields.

The dollars/cents data must
be entered accurately to
prevent claim denials.
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Locator Description Instructions Alerts
No.
42 Revenue Code  |Required. Enter the applicable revenue code(s) which identifies | Revenue Codes 89x (other
a specific accommodation and ancillary service. donor bank) are now
unassigned. Use revenue
Accommodation codes require a rate in Form Locator 44. codes 81x instead.
For outpatient services, in Form Locator 44, all revenue codes
require a CPT / HCPC procedure code when applicable based
on the National Uniform Billing Standards.
Specific revenue codes should be selected if at all possible (i.e.
258 = IV Solutions, 305 = Lab / Hematology, etc.).
The amount charged must be present in Form Locator 47.
Codes must be valid and entered in ascending order, except for
the final entry for total charges.
Revenue Code 001 must be entered in Form Locator 42 line
23 with corresponding total charges entered in Form
Locator 47 line 23.
43 Revenue Required. Enter the narrative description of the corresponding |It is necessary for hospital
Description Revenue Code in FL 42. OUTPATIENT claims to

Required for Outpatient Claims. Claims reporting
Physician Administered Drugs must contain the following:

Report the N4 qualifier in the first two (2) positions, left-justified.

Immediately following the N4 qualifier, report the 11 character
National Drug Code number in the 5-4-2 format (no hyphens).

Immediately following the last digit of the NDC (no delimiter),
report the Unit of Measurement Qualifier. The Unit of
Measurement Qualifier codes are as follows:

F2 -International Unit

GR-Gram

ML-Milliliter

UN- Unit

Immediately following the Unit of Measurement Qualifier, report
the unit quantity in NDC UNITS with a floating decimal for
fractional units limited to 3 digits (to the right of the decimal).

Any spaces unused for the quantity are left blank.

Note that the decision to make all data elements left-justified
was made to accommodate the largest quantity possible.

The Description Field on the UB-04 is 24 characters in length.
An example of the methodology is illustrated below.

include NDC information for
all physician-administered
drugs identified with an
alphanumeric HCPCS code.
The NDC data must be
entered in FL 43 as
indicated in the adjacent
“Instructions” field.

Please refer to the NDC
Q&A information posted on
lamedicaid.com for more
details concerning NDC
units versus service units.

Providers may now use
multiple lines with Revenue
Code 636 and/or the 25x
category (excluding
Revenue Code 258) to
report multiple NDCs if
needed.

This is a reminder that
Revenue Code 636 is
covered for Medicaid
billing.
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Locator Description Instructions Alerts
No.
43 Revenue N412345678901UN1234567.567 A total of 10 digits may be
(cont'd) Description entered — 7 preceding the
(cont'd) Two page claims are accepted for Medicaid inpatient hospital ~ |decimal and 3 following the
claims. We now accept two-page Medicaid outpatient hospital |decimal.
claims (without TPL). Use “Page __of _ "online 23 as
needed for two-page claims. Enter “Page 1 of 2" or “Page 2 of |We now accept two page
2" as appropriate. Medicaid hospital
outpatient claims without
TPL.
44 HCPCS/Rates Required for inpatient services. Enter the accommodation It is necessary for hospital
HIPPS Code rate for any accommodation Revenue Codes indicated in FL 42. |OUTPATIENT claims to

The accommodation rate must be numeric.

For pharmacy outpatient services: Claims reporting
Physician Administered Drugs identified with alphanumeric
HCPCS codes must contain the following:

Enter the corresponding HCPCS Code for the NDC reported in
FL 43.

For other outpatient services: In Form Locator 44, all
Revenue Codes require a CPT/HCPCS procedure code when
applicable based on the National Uniform Billing Standards.

If a modifier is required for the service, enter the
appropriate modifier following the CPT/HCPCS procedure
code when applicable.

include NDC information for
all physician-administered
drugs identified with an
alphanumeric HCPCS code.
The NDC data must be
entered in FL 43 as
indicated in the adjacent
“Instructions” field.

Please refer to the NDC
Q&A information posted on
lamedicaid.com for more
details concerning NDC
units versus service units.

Providers may now use
multiple lines with Revenue
Code 636 and/or the 25x
category (excluding
Revenue Code 258) to
report multiple NDCs if
needed.

This is a reminder that
Revenue Code 636 is
covered for Medicaid
billing.

NOTE: Revenue Code 258
is excluded from this
requirement.

A total of 10 digits may be
entered — 7 preceding the
decimal and 3 following the
decimal.

We now accept two page
Medicaid hospital
outpatient claims without
TPL.
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Locator Description Instructions Alerts
No.
45 Service Date Required for outpatient services. Enter the appropriate The CREATION DATE
service date (MMDDYY) on each line indicating a revenue code. |replaces the Date of
Provider Representative
Required. Enter the date the claim is submitted for payment in | Signature (Form Locator 86
the block just to the right of the CREATION DATE label on line  |on the UB-92).
23. Must be a valid date in the format MMDDYY. Must be later
than the through date in Form Locator 6.
46 Units of Service  |Required. Enter the appropriate unit(s) of service by revenue  |Please refer to the NDC
code. Q&A information posted on
lamedicaid.com for more
details concerning NDC
units versus service units.
47 Total Charges Required. Enter the charges pertaining to the related revenue
codes.
48 Non-Covered Situational. Indicate charges included in Form Locator 47
Charges which are not payable under the Medicaid Program.
49 Unlabeled Field  |Leave Blank.
(National)
50-A,B,C |Payer Name Situational. Enter insurance plans other than Medicaid on
Lines “A”, "B" and/or "C". If another insurance company is
primary payer, entry of the name of the insurer is required.
If the patient is a Medically Needy Spend-down recipient or has
made payment for non-covered services, indicate the recipient
name (as entered in Form Locator 8) as payer and the amount
paid. The Medically Needy Spend-down form (110-MNP) must
be attached if the date of service falls on the first day of the
spend-down eligibility period.
51-AB,C |Health Plan Situational. Enter the corresponding health plan ID number for
Identification other plans listed in Form Locator 50 A, B, and C. If other
Number (ID) insurance companies are listed, then entry of their health plan ID
numbers is required.
52-AB,C |Release of Optional.
Information
53-AB,C |Assignment of Optional.
Benefits
Certification
Indicator
54-A,B,C |Prior Payments |Situational. Enter the amount the facility has received toward

payment of this bill from private insurance carrier noted in Form
Locator 50 A, B and C.

If private insurance was available, but no private insurance
payment was made, then enter ‘0’ or ‘0 00’ in this field.

If the patient has Medicare Part B only, enter the amount billed
to Medicare Part B.
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Locator
No.

Description

Instructions

Alerts

55-AB,C

Estimated Amount
Due

Optional.

56

NPI

Required. Enter the provider's National Provider Identifier (NPI)

The 10-digit NPI must be
entered here.

57

Other Provider ID

Required. Enter the 7-digit numeric provider identification
number which was assigned by the Medicaid Program in 57a.

The 7-digit Medicaid
provider number must be
entered here.

58-AB,C

Insured's Name

Required. Enter the recipient's name as it appears on the
Medicaid ID card in 58A.

Situational: If insurance coverage other than Medicaid applies,
enter the name of the insured as it appears on the identification
card or policy of the other carrier (or carriers) in 58B and/or 58C,
as appropriate.

59-AB,C

Patient's.
Relationship
Insured

Situational. If insurance coverage other than Medicaid applies,
enter the patient's relationship to insured from Form Locator 50
that relates to the insured's name in Form Locator 58 B and C.

Acceptable codes are as follows:

01 = Spouse

04 = Grandfather or Grandmother

05 = Grandson or Granddaughter

07 = Nephew or Niece

10 = Foster child

15 = Ward (Ward of the Court. This code indicates that the
patient is a ward of the insured as a result of a court
order)

17 = Stepson or Stepdaughter

18 = Self

19 = Child

20 = Employee

21 = Unknown

22 = Handicapped Dependent

23 = Sponsored Dependent

24 = Dependent of a Minor Dependent

32 = Mother

33 = Father

39 = Organ Donor

41 = Injured Plaintiff

43 = Child where insured has no financial responsibility

60-A,B,C

Insured's Unique
ID

Required. Enter the recipient's 13-digit Medicaid Identification
Number as it appears on the Medicaid ID card in 60A.

Situational. If insurance coverage other than Medicaid applies,
enter the insured's identification number as assigned by the
other carrier or carriers in 60B and 60C as appropriate.
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Locator Description Instructions Alerts
No.
61-A,B,C |Insured's Group |Situational. If insurance coverage other than Medicaid applies, |ONLY the 6-digit code
Name enter the Medicaid TPL carrier code of the insurance company |should be entered for
(Medicaid not indicated in Form Locator 50, on the corresponding line of 61A, |commercial and Medicare
Primary) 61B, and/or 61C, as appropriate. HMOs in this field.
DO NOT enter dashes,
hyphens or the word TPL in
the field.
NOTE: DO NOT ENTER A 6-
DIGIT CODE FOR
TRADITIONAL MEDICARE
62-A,B,C |Insured's Group |Situational. If insurance coverage other than Medicaid applies,
Number enter on lines 62A, 62 B and/or 62C, as appropriate, the
(Medicaid not insured’s number or code assigned by the carrier or carriers to
Primary) identify the group under which the individual is covered.
63-AB,C |Treatment Situational. If the services on the claim require prior
Authorization authorization or pre-certification, enter the prior authorization or
Code pre-certification number in 63A.
64-A,B,C |Document Control |Situational. If filing an adjustment or void, enter an “A” foran | To adjust or void more than
Number adjustment or a “V” for a void as appropriate in 64A. one claim line on an
outpatient claim, a separate
Enter the internal control number from the paid claim line asit  |UB-04 form is required for
appears on the remittance advice in 64B. each claim line since each
line has a different internal
Enter one of the appropriate reason codes for the adjustment or |control number.
void in 64C. Appropriate codes follow:
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
65-A,B,C |Employer Name |Situational. If insurance coverage other than Medicaid applies
and is provided through employment, enter the name of the
employer on the appropriate line.
66 DX Version Required — Enter the applicable ICD indicator to identify which
Qualifier version of ICD coding is being reported between the vertical,

(Diagnosis and
Procedure Code
Qualifier)

dotted lines in the upper right-hand portion of the field.
9 ICD-9-CM
0 ICD-10-CM
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Locator Description Instructions Alerts
No.
67 Principal Required. Enter the ICD-9-CM/ICD-10-CM code for the The most specific

Diagnosis Codes

principal diagnosis.

diagnosis codes must be

67 A-Q used. General codes are
Other Diagnosis | Situational. Enter the ICD-9-CM/ICD-10-CM code or codes for |not acceptable. A code is
code all other applicable diagnoses for this claim. invalid if it has not been

coded to the full number of
NOTE: digits required for that
code.
ICD-9-CM Diagnosis Codes beginning with “E” or “M” are
not acceptable for any Diagnosis Code. ICD-9 diagnosis codes
must be used on claims for
ICD-10-CM “V”, “W”, “X”, and “Y” series diagnosis codes |dates of service prior to
are not part of the current diagnosis file and should not be |10/1/15.
used when completing claims to be submitted to Medicaid.
ICD-10 diagnosis codes
must be used on claims for
Present on Admission (POA) information is required for all |dates of service on or after
diagnoses on all inpatient claims. The POA indicator is 10/1/15.
assigned to the principal and all other diagnoses. The
values for these fields are as follows: Refer to the provider notice
concerning the federally
* Y=Present at the time of inpatient admission required implementation of
» N=Not present at the time of inpatient admission ICD-10 coding which is
+ U=Documentation is insufficient to determine if condition |posted on the ICD-10 Tab at
is present on admission the top of the Home page
» W=Provider is unable to clinically determine whether (www.lamedicaid.com).
condition was present on admission or not

68 Unlabeled Leave blank.

69 Admitting Situational. If the claim is for inpatient services, enter the Refer to form locator 67.
Diagnosis admitting Diagnosis Code.

70 Patient Reason  |Optional. Enter the appropriate Diagnosis Code indicating the |Refer to form locator 67.
for Visit patient's presenting symptom.

71 Prospective Leave blank.

Payment System
(PPS) Code

72ABC |ECI (External Leave blank.
Cause of Injury)

73 Unlabeled. Leave blank.
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CHAPTER 25: HOSPITALS SERVICES

APPENDIX A: FORMS AND LINKS PAGE(S) 30
Locator Description Instructions Alerts
No.
74 Principal Situational. Enter a valid current ICD-9-CM/ICD-10-PCS ICD-9 procedure codes
Procedure Code / |procedure code when an inpatient procedure is performed. must be used on claims for
Date dates of service prior to
Situational. Enter valid current ICD-9-CM/ICD-10-PCS 10/1/15.
Tda-e procedure codes as appropriate for multiple inpatient
Other Procedure  |procedures. ICD-10 procedure codes
Code / Date must be used on claims for
dates of service on or after
10/1/15.
Refer to the provider notice
concerning the federally
required implementation of
ICD-10 coding which is
posted on the ICD-10 Tab at
the top of the Home page
(www.lamedicaid.com).
75 Unlabeled Leave blank.
76 Attending Required. Enter the name and NPI number of the attending This field must be
physician. completed.
The attending provider
name and NPI cannot be
the billing provider.
The individual attending
provider information must
be entered in this field.
The attending provider
must be enrolled with LA
Medicaid.
77 Operating Situational. If applicable, enter the name and NPI number of
the operating physician.
Note: For sterilization procedures, the surgeon’s name
must appear in Form Locator 77.
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ISSUED: 04/11/17

REPLACED: 03/23/17

CHAPTER 25: HOSPITALS SERVICES

APPENDIX A: FORMS AND LINKS PAGE(S) 30
Locator Description Instructions Alerts
No.
78 Other Situational. If applicable, enter the name and NPI number of | A referring provider is NOT
the referring provider or other physician. required on the claim.
However, if a referring
Note: If a referring provider is entered on the claim, the provider is entered on the
information must be entered in FL 78 with Qualifier DN. claim, the name and NPI
number must be entered
here with the Qualifier DN
indicating referring
provider.
If entered, the Referring
provider must be enrolled
with LA Medicaid.
79 Other Situational. If applicable, enter the name and NPI number of
any other physician.
80 Remarks Situational. Enter explanations for special handling of claims. |Special handling
instructions are entered in
FL 80.
8la-d Code-Code - Leave blank.
QUAL/CODE/
VALUE

Signature is not required on the UB-04.
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ISSUED:
REPLACED:

04/11/17
03/23/17

CHAPTER 25:

HOSPITALS SERVICES

APPENDIX A:

FORMS AND LINKS

PAGE(S) 30

SAMPLE OUTPATIENT HOSPITAL CLAIM FORM
WITH AN ATTENDING PROVIDER ONLY

ES BEFORE 10/1/15)

(WITH ICD-9 DIAGNOSIS CODE DAT

T ABC HOSPITAL S
P.O, BOX 1234 o
ANYTOWN, LA 70000 (L LT A
‘ 093015 | 093015
HPATIENT NAME [«] DOE, JANE PATIENT ADDRESS [+] 1235 R, STREET, BATON ROUGE LA 70000
b b [l [ [¢]
1OBIRTHOATE |"55" ‘ 2 oaE TRl TvPE 18 seg |18 DHR ”GW| 18 B m P i ™ = ® 21 e |EmAE|
s 151 T [ 18 [ 01 [ [ [ [ |
DEDmumE\?EE ?_‘.zr_\ns r-‘c‘:L':“-JED:'IL"EE 3C::JCDEDCE,-‘':':'f)"\":[EE %‘:’_\DE DICT:%MTEN:E THROUIGH %;DDE DE:E!EIMFFENSE SPM!” AROUGH 3?
| ‘ E
k] k] VALUECCDES 4 VALUE CCDES
DOE, JANE A CODE AMDUNT CODE AMOLUNT -
1235 R, STREET :
BATON ROUGE LA 70000 b :
c :
d :
B co | @ DEBCAIPTION 44 HERCE | RATE {HIFPS COOE & SEAV.DATE a8 5ER UNITS 4TTOTAL CHARCES 48 NON.COVERED CHARGES | an
i 272 | STERILE SUPPLY 091015 2 63 00 '
:| 301 | LABVCHEMISTRY 80053 091015 1 130; 00 |
s| 305 | LABHEMATOLOGY 85025 091015 1 40; 00 f
o 307 | LAB/UROLOGY #1001 091015 1 505 00 4
s| 324 | CHEST X-RAY 71010 091015 1 300; 00 5
s 450 | EMERGENCY ROOM 99284 091015 1 900:, 00 f
s 636 | N454321432121 ML1.OD 12270 091015 1 50; 00 )
L] : L
f f
o ©
SAMPLE
It ©
o EXAMPLE OF ICD 09 i
' VITH AN ATTENDING PROVIDER ONLY "
o -
It 1
It w
o "
20 M
M
= : M
4 PAGE_ 1 _OF _1 _ CREATION DATE | 100713 OTA 1535; 00 =
50 PAYER HAME 51 HEALTH FLAN ID [ERE |% 255 64 PRICR PAYMENTS 55 EST.AMOUNT DUE ssnpl | 1234567890
o Medicaid TPL; .. 5 1234567 A
o PAYMENT IF onER o
“ APPLICABLE PRV D ¢
BB INSUREL'S NAME EEFFEL| 80 INSUFED'S UNIQUE ID &1 GROLP NANE 62 INSLIRANCE GROUP NQU
| DOE, JANE 0123456789012 IPL CARRIER i
o CODE IF u
‘ APPLIC ABLE ¢
63 TREATMENT ALITHORIZATION CODES &4 DOCUMENT CONTROL NUMBER €6 EMPLOYER NAME
A .
8| B
o 3
Wiq [5712 [7821 [2768 [ 30390 [ [ [®
2 | | | | | | | |
o E] .
conp o PROCEDURE, i 76 ATTENDING |NPI 1987654322 |c1.w.| | 1763432
st WALKER |r|nsr J
cond HER PROCEDIRE - o HER PROCEDURE 77 GPERATNG |NP| |a.w_| |
| LasT |r|r51
80 REMARKS lef T8 OTHER | |M=| | EIJ.|\L| |
b LAST |FII'ST
[ 78 OTHER | |NPI | \J.W.| |
d LasT |FIFET
LB-04 CMS-14600 APPRIOVE D OME NO. 0608086 THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOFE

NUBC &gt
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LOUISIANA MEDICAID PROGRAM

ISSUED:
REPLACED:

04/11/17
03/23/17

CHAPTER 25:

HOSPITALS SERVICES

APPENDIX A:

FORMS AND LINKS

PAGE(S) 30

SAMPLE OUTPATIENT HOSPITAL CLAIM FORM
WITH AN ATTENDING PROVIDER ONLY

N OR AFTER 10/1/15)

(WITH ICD-10 DIAGNOSIS CODE DATES O

! ABC HOSPITAL T
PO, BOX 1234 e
ANYTOWN, LA 70000 (L L T A
102015 | 102015
4 PATIENT NAME [«] DOE, JANE PATIENT ADDRESS [+] 1235 R. STREET, BATON ROUGE LA 70000
b b [ [-]
10 BIRTHDATE | 118EX | 2 DAE " ISrE jaTvPe 18 sAg |18 WA |17 STM'| i B a1 CpERMONZOES = w27 e |
s F IREERE [ | |
BE'EDEDCCUFF‘E)“\'%EE CEDEDCUJFHE\N':[E DE fJf_‘-f_‘l_le-\f)‘N_"_r-E gsﬂjE Dg%iinEmE SPN\!” AROLIGH %DDE DERUE'NFHEmE SPN!H AROLIGH 2
| E
k] ] VALUECCDES 41 VALLIE CODES
DOE, JANE R CODE AMOUNT CODE AMOLNT -
1235 R. STREET :
BATON ROUGE LA 70000 b -
c :
d f
42 BV Co. | 4 DEBCAIPTICN 44 HEPCE | RATE /HIFPE GOOE & sEAv.DATE 4a R, UNITE A7TOTAL CHARCGES 48 NN COVERED GHARGES |40
i 250 | N4s4321432121 ML3.OD 102015 3 305 00 '
:| 324 | CHEST X-RAY 71010 102015 1 30000 b
s| 450 | EMERGENCY ROOM 99284 102015 1 900, 00 f
4| 636 | N454321432121 ML1.00 12270 102015 1 50: 00 4
L : L
f f
’ ’
f f
f f
1o ®
" o
SAMPLE
1 ®
" EXAMPLE OF ICD 10 ™
' WITH AN ATTENDING PROVIDER ONLY "
| *
W i
I "
o »
2 M
o M
== : =
PAGE_! _OF _1 __ CREATION DATE | 103015 ey 1280; 00 =
50 PAYER NAME 61 HEALTH FLAN ID ’L’?g P | 4 PRIOR PAYMENTS 55 EST.AMOUNT DUE sempl | 1234567890
o Medicaid TPL; . 57 1234567 .
o PAYMENT IF onER o
“ APPLICABLE PRV D ¢
58 INSURED'S NAME EOPFEL| 60 INSURED'S UNIQUE ID &1 GROLP NAME £2 INSLIRANCE GROUPNC
| DOE, JANE 0123456789012 TPL CARRIER o
o CODE IF B
o APPLICABLE e
63 TREATMENT ALITHORIZATION CODES &4 DOCUMENT CONTROL NLMEER 66 EMPLOYER NAME
o »
8| B
cf c
W [K7030 [RI7 [E876 [ F1020 [ [ i
] | | | | | | | |
[7] axmlr TIFFS | Er’zm | | ‘ ]
oock EN PRGGEDURE FF TGATTENDING  [ne1 1987654322 Jaw]  Tr765432
st WALKER |r|nsr J
oo HER PROCEDURE coTHER PROCEDURE 77 OPERATNG |N;,I |,,_,,\L| |
LAST |r|rs'r
80 AEMAPKS le;f B OTHER | |N='| | EI.IJ\L| |
b LAST |I'II'ST
c 9 OTHER | |NPI | \J.W.| |
d LAET |FIFST
LB-04 CMS-1460 APPROVED OMB NO, 0608 000 NUB (7 o HE CERTIFICATIONS ON THE REVERSE APPLY TO THISBILL AND ARE MADE A PART HEREOF,
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ISSUED:
REPLACED:

04/11/17
03/23/17

CHAPTER 25:

HOSPITALS SERVICES

APPENDIX A:

FORMS AND LINKS

PAGE(S) 30

SAMPLE OUTPATIENT HOSPITAL CLAIM FORM

WITH A REFERRING PROVIDER
(WITH ICD-10 DIAGNOSIS CODE DATES ON OR AFTER 10/1/15)

T ABC HOSPITAL S
P.0. BOX 1234 b WEOy
ANYTOWN, LA 70000 5 SPTEVENT CO/ENS PEFKD
102016 [ 102016
APATIENT NAME |a| DOE, JANE 9 PATIENT ADCRESS |a| 1235 R, STREET, BATON ROUGE LA 70000
, i T T ;
10 EIRTHOATE |“ 8EX | © owE it taTvee 1ssec 1€ 0HR 17 GT”| " 1B m M = m o1 e |EME|
wefenme [ F 5 19 01 | | | | | |
Fope” CUPRERE Fone SN Fooe S EE 2o Ot S e | e Ot e S e |
b
] ) VALUECCDES ALUE CODES 4 WALLIE CODES
DOE, JANE . CODE AMCUNT AMOUNT COCE AMOLNT :
1235 R. STREET :
BATON ROUGE LA 70000 b 8
(] N
g :
a2 REV GO | @ DESCAIPTICN 44 HGPG / AATE ¢ HIFFS CODE & GERV. OATE a0 EERY, UNITE 47TOTAL GHARGES 48 NON-COVERED CHARGES |40
1 250 M4S4321432121 ML3OD 102015 3 305 00 : 1
2 324 CHEST X-RAY T1010 102015 2 600; 00 . 2
3 450 EMERGENCY ROOM G284 102015 1 ‘HHF:. [L1] ]
4 636 MN454321432121 ML1L.OD 12270 102015 2 100 00 : 4
L] : : L]
5 “
v v
] i
u u
1of ]
" n
| SAMPLE :
18 i
h EXAMPLE OF ICD 10 "
WITH A REFERRING PROVIDER N
1) e
i i
i w
20 el
o Bl
= 8 £
) PAGE_| OF _1 CREATION DATE 1030135 0 1630: 00 =
50 PAYER NAME 51 HEALTH PLAN 1D ][] 54 PrioR poymenTs 55 EST. AMOUNT CUE s el | 1234567890
A Medicaid TPL ; . 57 1234567 A
B PAYMENT IF OTHER &
C APPI I('.a\l'(:I E PRV D ©
BB INSLRED'S NAME R FEL| 60 INSUIFE 'S UINGUE ID 61 GROUF NANE G2 INSUFANCE GROUP NOU
A DOE, JANE 0123456785012 IPL CARRIER o
o CODE IF B
E APPLICABLE o
& TREATMENT AUTHORIZATION CODES G4 DOCUMENT CONTROL NUMBER G5 EMPLOYER NAME
A .
B B
4 =
B RT88 [K7030 [R17 [E876 [FI020 [ [ =
] | | | | | | | |
& ADMIT |?‘SE%E |E75| | | ‘ ]
M oooRNGIFAL PROCEDURE, b oS MERFROCEDURE. B och ER PROCEDURE. T T6ATTENDING _[nei 1987654322 [am] 1765432
LasT WALKER [FinsT J
CDD(EJHIER PROCED.IFE\T mgﬁsn PFKX.E:IJETE 77 OPERATNG |NPI |.1w_| |
LasT [FisT
0 REMARGS o1 mowen DN [ 1589999999 E I
b st DOE | wmst APRIL
e 73 OTHER ‘ |NDI | U.W.| |
d LaeT FIFST
TB-01 CME- 1450 FFFACVED OB N0, (G808 HE GEFTIF GATIGNS ON THE REVERSE AFFLY 10 THIS BILL AND ARE MADE A FAFT HEREGR
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LOUISIANA MEDICAID PROGRAM

ISSUED:
REPLACED:

04/11/17
03/23/17

CHAPTER 25: HOSPITALS SERVICES

APPENDIX A: FORMS AND LINKS

PAGE(S) 30

SAMPLE OUTPATIENT HOSPITAL CLAIM FORM ADJUSTMENT

WITH AN ATTENDING PROVIDER ONLY
(WITH ICD-9 DIAGNOSIS CODE DATES BEFORE 10/1/15)

1 ABC HOSPITAIL
PO, BOX 1234
ANYTOWN, LA T0000

Aa PAT.
Sl

&  STATEMENT COVERS PERICD
FROM

THROU GH

053015 ‘ 0593015
APATIENT HAME |.| DOE, JANE 6 PATIENT ADDRESS M 1235 R, STREET, BATON ROUGE LA TO000
] ] ][] L]
10BIRTHOATE |“ SEX | © DaEie e TaTvRe 15 sc|18DHR |17 GT”| i B P S ™ = m o7 oa Rl
COCOLL F 15 1 1 18 | | ‘ | |
T "N e e Booe " B oo OFitw " Y ouc | Bone O o | T
]
= ] VALUECES 4 VALLIE CODES
DOE, JANE R CODE AMOUNT CODE AMOLUNT -
1235 R. STREET :
BATON ROUGE LA 70000 b :
e :
d :
ATRBAEO | 4@ DESCRIPTICN 44 HOPGB { RATE { HIFPS CODE & SERV.DATE 48 EERY, UNITS ATTOTAL GHAREES 40 NON-GOVERED CHARGES | 40
1272 STERILE SUPPLY 01015 2 65 00 1
2 : 2
3 3
4 4
5 s
“ “
? ’
8 8
" ..
1o n
1 o
SAMPLE
1 s
1 EXAMPLE OF ICD 09 "
! WWITH AN ATTENDING PRDOVIDER ONLY "
1o "
14 v
T "
19 "
20) =
| ]
= : =
) PAGE_1 oOF _| CREATION DATE 122815 OTA 65: 00 =
50 PYER NAME 51 HEALTH PLAN D) ERE| | 250 64 PRIOA PAYMENTS 55 EST. AMOUNT DUE s el | 1234567890
o Medicaid TPL ; . 5 1234567 A
o PAYMENT IF OTHER o
E APPL .I(Z.a‘\l'i:l .E PRV D ©
58 INSLRED'S NAME EOF:REL| 60 INSUFED'S UNOUE D 1 GROLP NAME 62 INSURANCE GROUF NOL
4 DOE, JANE 0123456789012 TPL CARRIER o
H CODE IF B
G APPLICABLE 3
63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 6 EMPLOYER NAME
o A A
L 5309198798700 ]
g 02 o
Wso [5712 [7824 [2768 [ 30390 [ [ d
3
| | | | M = ] | ]
OODE ECI
DR CImE FROGERAE & oopfMERFROCEURE. B coon h FROCERURE [ TGATTENDING _[ne1 1987654322 [am]  Tr765432
s WALKER [Finst ¥
Dng'n 1ER pnocn:c.n:lzi cm%THER pncc;mﬁm 77 OPERATING |NPI |m| |
LasT [FirsT
80 AEMARKS Bl ff T8 OTHER | |M='| | CI.IJ\L| |
b LAST |r|rs1
7 OTHER | |NPI | \JJAL| |
d LaET |r|rs1
UE-D4 CNS 1450 AFPROVED ONE NO. D608 065 HE CERTIFICATIONS ON THE REVERSE APFLY T0 THIS BILL AND ARE MADE A PART HEREOR

NIRRT ez

Page 22 of 30

Appendix A
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REP

ISSUED:
LACED:

04/11/17
03/23/17

CHAPTER 25: HOSPITALS SERVICES

APPENDIX A: FORMS AN

D LINKS

PAGE(S) 30

SAMPLE OUTPATIENT HOSPITAL CLAIM FORM ADJUSTMENT
WITH AN ATTENDING PROVIDER ONLY

(WITH ICD-10 DIAGNOSIS CODE DATES ON OR AFTER 10/1/15)

T ABC HOSPITAL e T
P.O. BOX 1234 b WED.
ANYTOWN, LA 70000 T e e
102015 102015
APATIENT NAME [«] DOE, JANE spanent appaess  [a] 1235 R, STREET, BATON ROUGE LA 70000
b o] <] 4 o]
10BIRATHOATE |"SE" | 1 oaE CHER T4Tvee 16 seg |16 DIR "'GW| B 18 @ YR St S =™ o7 e |
wejreme | F 1 19 01 | | L | | | |
Fope " CUPENE Booe O OaE Booe” N Fooe ™ Bive 2eoe OFitn e S pouer | Goe et i, (1T Y
| 5]
] ] VALUECCDES VALLIE CODES
DOE, JANE . COCE AMDUNT AMOLN :
1235 R. STREET :
BATON ROUGE LA 70000 b :
e :
a : :
42 AEV. CO. 4 DESCAIFTION 44 HCPCB | RATE / HIFPS COOE & SERV. DATE 46 EERV. UNITS 47T TOTAL CHARGES 48 NON-COVERED CHARGES 4
1 324 CHEST X-RAY T010 102015 2 600, 00 1
2 o 2
3 3
4 4
s 5
“ 6
T T
" “
u u
1of w0
4 11
SAMPLE
1 ™
o EXAMPLE OF ICD 10 14
! WITH AN ATTENDING PRIOVIDER ONLY "
1o w
11 17
o W
19 w
a0 el
| #
= : al
b PAGE_1 OF _1 CREATION DATE 122815 OTA 600: 00 =
50 PAYER NAME 51 HEALTH FLAMN D ’L’?,? ‘i | 4 PRIOR PAYMENTS 55 EST. AMOUNT DUE samFl | 1234567890
A Medicaid IPL; . & 1234567 A
B PAYMENT IF OTHER &
o APPL .I(f.a\II:I .E PRV D e
£8 INSURED'S NAME BOFFEL| 60 INSUFED'S UNOUE D &1 GROLP NAME £2 INSIRANCE GROUPNOU
A DOE, JANE N123456789012 TPL CARRIER ol
o CODE IF B
o APPLICABLE ©
3 TREATMENT ALITHORZATION CODES: 64 DOCUMENT CONTROL NUMBER 6 EMPLOYER NAME
A A a
ol S30G198TSRT00 [
o 02 o
gﬁ RI8R | K7030 |R1']' ‘ E876 | F1020 | | |‘-‘*‘
| | | | | | | | |
asaxmlr NSS%E |E-;R3I | | @
oonR L FRODEDURE, b opdMERFROCEDURE. B obVERFROCEDURE T 76 ATTENDING |NPI 1987654322 |d.ln\L| | 1765432
ssT WALKER [Fmst 1
’:m&E'IHEH PnocE:uRBETE Ung'n 1ER Pnc-cm.mDE'\TE MD%THER PFKxE:IJE 77 OPERATNG |NP| |d_w_| |
LAST |r\rs1
89 AEMAPKS Qlf:’ 8 OTHER | |N='| | ﬂ.lt\L| |
b LAST |r\rs1
c 79 OTHER | |NPI | cm.| |
d LAST |F\FST
LE-04 CMS-1460 APPROVED OME NO. (668000, THE CERTIACATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF,

NITR(T e
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LOUISIANA MEDICAID PROGRAM ISSUED: 04/11/17
REPLACED: 03/23/17

CHAPTER 25: HOSPITALS SERVICES

APPENDIX A: FORMS AND LINKS PAGE(S) 30

SAMPLE INPATIENT HOSPITAL CLAIM FORM

SPLIT BILLED WITH AN ATTENDING PROVIDER ONLY
(WITH ICD-9 DIAGNOSIS CODE DATES BEFORE 10/1/15)

T ABC HOSPITAL S
P.O, BOX 1234 o
ANYTOWN, LA 70000 O ST LMERT GIVERS FEAED
093015 | 093015
APATIENT NAME |a| DOE, JANE 8 PATIENT ADDRESS |~| 1235 R, STREET, BATON ROUGE LA 70000
] ] [[[ []
10BIRATHDATE |“ SEX | 1w oare A tE tatvee_issng |18 DHA [17 GT”| i e m M = =™ 27 2B 299%%1130
wejeepr [F 093015 | 23 2 15 | | L | ‘ |
SC‘DDEUU:UFRE\'?EE Ir‘r.\n: r-"_“:L':“:EI)":'IL"EE SgCDEUCOJFnE}\N':[E :;_":JDE ﬂcm_lm%!“%é gsODE DE%I?:.EN:E SPAN_” ARCUCH %:'EDE DEIE’EIMFREN:E SPANT\ ARCLIGH =
| E
] = VALUECCDES VALUE CODES
DOE, JANE a Cg{':f AR 100 AMOINT
1235 R STREET ;
BATON ROUGE LA 70000 b :
C|
d : : :
42 REV. CO. 4 DESCRIFTION 44 HCPCB ¢ RATE / HIFFS CODE & BEAV.DATE 48 BERV. UNITS ATTOTAL CHARGES 48 NON-COVERED CHARGES 40
112 | Room and Board 1000.00 1 1000: 00 :
2| 450 | Emergency Room 570: 89 2
f
' 4
.
' f
’
' : : f
: : .
o g g ®
" : : o
SAMPLE ; Lk
" : : s
" EXAMPLE OF ICD 09 : : i
WITH AN ATTENDING PROVIDER ONLY : :
o »
It i
o "
o "
20 M
o o
= : =
PAGE_| _OF _1 _ CREATION DATE | 100715 OTA 1570 ; 89 =
50 PAYER NAME 51 HEALTH FLAN ID "':;2' ”n:“ 54 PRIOR PAYMENTS 55 EST.AMOUNT DUE saMPl | 1234567890
| Medicaid TPL; .. v e [ 1234567 A
o PAYMENT IF © | onen o
{ APPLICABLE T o
B8 INSURED'S NAME BOFFEL| 60 INSURED'S UNIQUE ID &1 GROLP NAME £2 INSLIRANCE GROLIP NOL
| DOE, JANE 0123456789012 TPL CARRIER Q
o CODE IF u
E APPLICABLE ¢
63 TREATMENT ALUTHORIZATION CODES G4 DOCUMENT CONTROL NUMBER BEEMPLOYER NAME
P a
i f
€ c
g;] 64201 v| V270 N|f-ﬁs41 N‘ 66411 N| VO4BI N[ VD61 N| ‘ |°<*
' | | | \ | | | \ |
& sxmn' TIFFS | Er’am | | | m
conp T TTRCERE e TEATTENDING [P 1987654322 Jam] 1765432
st WALKER |r|nsr J
conD MR PRGCECITE o HER PROCEDURE 7 GPERNTNG |NP| |a_w_| |
LAST |fII'ST
B0 REMARKS BIEG mOMHER | |t Jon] T
b LAST |fII'ST
B 78 GTHER ‘ |NPI | u.w.| |
d LAST |FIR§T
LB-04 CMS-1480 APPROVE D OME NO, DEEE 185, THE CERTIH CATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF,

AT T s e

Page 24 of 30 Appendix A




LOUISIANA MEDICAID PROGRAM

ISSUED:
REPLACED:

04/11/17
03/23/17

CHAPTER 25:

HOSPITALS SERVICES

APPENDIX A:

FORMS AND LINKS

PAGE(S) 30

SAMPLE INPATIENT HOSPITAL CLAIM FORM
SPLIT BILLED WITH AN ATTENDING PROVIDER ONLY

ON OR AFTER 10/1/15)

(WITH ICD-10 DIAGNOSIS CODE DATES

T ABC HOSPITAL I
PO, BOX 1234 Fey
ANYTOWN, LA 70000 . SITSHEN COVERS PERICD
100115 T 100315
APATIENT NAME ‘a‘ DOE, JANE 4 PATIENT ADDAESS |~| 1235 R, STREET, BATON ROUGE LA 70000
] °] [[[__[] L]
10 BIRTHDATE |“SE’* | 12 oare TR MaTvee 15 sec |16 DHR "'sm'| i B @ o DRpOMOMZOCES, = e
wwmepe= ) F 083013 2 15 ol 1 |
Lope” SRR Sooe O oA Booe R Hooe U D Ot o S oust | Bhoe bzt i eI el
b b
= Eore ‘Core " haninT
1235 R, STREET 2| 80 ?
BATON ROUGE LA 70000 b :
¢ :
g :
AZREV GO | 4 DESCAIPTION 44 HEPCE / AATE { HIPPS GODE 5 GERV.DATE 48 EEFN, UNITE 4TTOTAL CHAREES 48 MON-COVERED CHARGES |40
il 112 Room and Board 100000 2 20000 00 1
al 250 Pharmacy 22 5700 89 2
3| 270 | Medical/Surgical Supply 14 6181 00 f
4| 272 | Sierile Supply 2 142: 57 p
s 300 Laboratory- Gen Classific 3 270; 00 [
s 302 Lab/ Immunology 1 50: 00 6
| 305 Lab Hemato logy 5 80 86 7
al 370 Anesthesia 1 759: 00 ]
s 636 Drugs 8 619 85 v
o 710 | Recovery Room 116 2589: 00 0
"l 720 Labor/Delivery 11 4563 00 11
14 12
1 “
: SAMPLE :
[ i
' EXAMPLE OF ICD 10 -
N WITH AN ATTENDING PRIOVIDER ONLY "
It "
19 w
20 £l
& El
=] =
2 PAGE_ | OF _1 CREATION DATE 100715 OTA 12263 . 17 s
50 PYER HAME 51 HEALTH FLAN 1D Re| |25 4 PRIOR PAYMENTS 55 EST. AMOUNT CUE s nel [ 1234567850
A Medicaid TPL ; . & 1234567 A
o PAYMENT IF onER o
o APPI .I{.‘a‘\II:I .E PRV D &
68 INSUREDYS NANE 0P FEL| 60 INSURE 'S UNOUE 1D &1 GROLUP NAME 2 INSURANCE GROUPNOL
A DOE, JANE N123456789012 TPL CARRIER ol
Ci CODE IF B
© APPLICABLE ©
6 TREATMENT ALITHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 5 EMPLOYER NAME
o .
o 6
| C
&()1{;{:11 v| 72370 N|{)?H N|{)'HH N|7.2.'€ N ‘ | |69
) | | | | | | | |
&0 axmn' | Er’am | ]
ool HER PROCEDUFE. oo R PROCEDURE T 7eATTENDNG  [Wei 1987654322 Jam]  Tr7esa32
LssT WALKER [FinsT J
corSER PROGEDURE coHER PROCEURE 71 OPERATNG |NPI |a.w_| |
LaST [FisT
50 AEMARKS L 78 OTHER | |M='| |a.w.| |
b LAST ‘I’II‘ST
I 78 OTHER | |NPI |\:u.w.| |
d LisT ‘FIFE‘I
UB-04 CM5-1450 FEPACVED IVES MO, D608 06, THE CERTIFICATIONS ON THE REVEFEE APFLY T0 THIS BILL AND ARE MADE A PART HERECF
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LOUISIANA MEDICAID PROGRAM

REPLACED:

ISSUED: 04/11/17

03/23/17

CHAPTER 25:

HOSPITALS SERVICES

APPENDIX A:

FORMS AND LINKS

PAGE(S) 30

SAMPLE INPATIENT HOSPITAL CLAIM FORM
NOT SPLIT BILLED WITH AN ATTENDING PROVIDER ONLY

DATE ON OR AFTER 10/1/15)

(WITH ICD-10 DIAGNOSIS CODE AND A THROUGH

T ABC HOSPITAL B[ mnm
P.O, BOX 1234 e
ANYTOWN, LA 70000 LT U
093015 | 100315
APATIENT NAME [+ [ DOE. JANE JPATIENT ADCRESS  [a] 1235 R, STREET, BATON ROUGE LA 70000
] ] [ [ L]
10BIATHDATE |" SEX | w owre  "CHtBtatvPe 15 s |18 DHA 17 GW'| i s m M = s o7 se ARl
wejeaee [TF 093015 2 15 [ | | | |
SC‘DDEUU:UFH%'\'?EE ?OE DELRFED':'IL"EE ogCDEUCOJm%\N':[E :;_f:'_\DE gSODE DE%EIHEN:E SFMNTI AROLIGH CODE UEEEIMFREN:E SF'AN_” ARCLIGH g
| E
k] k] VALUE CCOES 40 VALUE CODES 41 LLIE CODES
DOE, JANE a Cg‘l:."E AMOUNT 00 CODE AMOLINT CODE AMOUNT
1235 K. STREET .
BATON ROUGE LA 70000 b :
c
d
42 REV. CD. 43 DESCRIFTION 44 HCPOB ¢ AATE / HIFPS CODE 4 SERV. DATE 48 BEAV. UNITS A7 TOTAL CHARGES 48 NON-COVERED CHARGES 40
i 112 | Reom and Board 1000.00 3 3000: 00 '
¢ 250 | Pharmacy ik 570: B9 2
s| 270 | Medical/Surgical Supply 14 618 00 '
4| 272 | Sterile Supply 2 142: 57 l
s| 300 | Laboratory- Gen Classific 3 270; 00 .
o 302 [ Lab/Immunology 1 50: 00 ®
)| 305 | Lab Hematology 5 80 86 '
o 370 Anesthesia 1 759: 00 [
o] 636 | Drugs 8 619 83 '
o 710 | Recovery Room 116 2589: 00 "
n| 720 | LaborMelivery 1 4563 00 n
1o 1
1 14
y SAMPLE :
L EXAMPFLE OF ICD 10 i
" WITH AN ATTENDING PRIOVIDER ONLY "
20 =
M
= M
PAGE_| _OF _1 _ CREATION DATE | 100715 OTA 13263 . 17 -
50 PAYER NAME 51 HEALTH PLAN ID ’:;:‘ ”.:" 54 PRIOR PAYMENTS 55 EST.AMOUNT DUE si Ml | 1234567890
o Medicaid TPL ; w 1234567 a
o PAYMENT IF oTHER o
o APPLICABLE PRV D e
B8 INSURED'S NAME BOF: FEL | 60 INSURE I'S UNIQUE ID &1 GROLP NAME E2 INSLIRANCE GROLIP NO.
A DOE, JANE 0123456789012 TPL carrier o
o code if B
C applicable c
63 TREATMENT ALUTHORIZATION CODES €4 DOCUMENT CONTROL NUMBER E6 EMPLOYER NAME
I A
8| B
cf c
ggJ 010013 v|7..1'm N|()?1-| N| 0701 N| 723 N | | |==H
. | | | | | | | |
asaxmlr n%E |E7’2:| | | @
CooRTOIPE FRCCETURE oo MER PROGEIURE. B G ocp oA FROGEDURE. [® TEATTENDING [P 1987654322 [aw] 1765432
st WALKER |r|nsr J
o HER PROGEDUFE cosTHER PROCEDURE 77 OPERATNG ‘NP‘ |a.w_| |
LasT |r|r51
B0 REMARKS BIEg moMER | [w E
b LAST |I'II'ET
€ 79 OTHER | ‘NP\ | EI.MLI |
d LAST |FIF§T
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LOUISIANA MEDICAID PROGRAM

ISSUED:
REPLACED:

04/11/17
03/23/17

CHAPTER 25:

HOSPITALS SERVICES

APPENDIX A:

FORMS AND LINKS

PAGE(S) 30

SAMPLE INPATIENT HOSPITAL CLAIM FORM

NOT SPLIT BILLED WITH A REFERRING PROVIDER
(WITH ICD-10 DIAGNOSIS CODE DATES ON OR AFTER 10/1/15)

T ABC HOSPITAL B[ mnmn
PO, BOX 1234 e
ANYTOWN, LA 70000 (L LT R R
113016 | 120416
8 PATIENT NAME ‘.| DOE, JANE 0 PATIENT ADDRESS a| 1235 R, STREET, BATON ROUGE LA 70000
: 0 EE [
10 BIRTHDATE |“SE" | e owe MR T e s s |180MR |17 GT”| w e m m g ™ 27 28 285?1%2T|30
wepeapeTF 093015 | 2 [l 2 15 01 | | | |
SE‘DDEDO:UFFE)"\.I;EE :L%'JII OELHFED"I‘%E CEDEDCUJFHED"\[E :EF:SDEOCQ-IMEDIN%E gs E DEFC‘%I;‘HE?\DE SPJ\h!” AROUIGH %DDE DEFcl,I:.IMmEmE SPN!" AROLIGH &
. b
S k] VALUE CCDES VALUE CODES 41 VALLIE CODES
DOE, JANE CODE AMOLUNT - AMOUNT - CORE AMOUNT -
1235 R STREET a| 8o 400 : :
BATON ROUGE LA 70000 b :
c :
d :
sRE.CO | @ DESCRIPTION 44 HCPCS | RATE {HIFPS CODE & e DTE 48 SER. UNITS ATTOTAL CHARGES 48 NN COVERED CHARGES | 4
1 12 Room and Board [ILEIXEY 4 A000: 00 1
:| 250 | Pharmacy 2 570 89 f
sl 270 | Medical/Surgical Supply 14 618: 00 f
a| 272 | Sterile Supply 2 142: 57 4
s| 300 | Laboratory- Gen Classific 3 270; 00 5
of 302 | Lab/ Immunology 1 50: 00 .
| 305 | Lab Hemawology 5 80 86 )
a| 370 | Anesthesia 1 759; 00 f
o 636 | Drugs 8 619: 85 f
w710 | Recovery Room 116 2589° 00 ®
nl 720 LaborDelivery 22 ‘H]ﬁ; 00 1
: SAMPBLE :
1 "
N EXAMPLE OF ICD 10 "
WITH A REFERRING PROVIDER :
v 1o
I "
a B
o 0
p : M
) PAGE_| OF _1 CREATION DATE 100715 O 18826; 17 i
50 PAYER HAME 51 HEALTH FLAN 1D ’L’:,_% " | 54 PRIOA PAYMENTS 55 EST. AMOUNT DUE sanpl [ 1234567890
A Medicaid TPL | .. 5 1234567 A
o PAYMENT IF onER o
I APPLICABLE PRV D ¢
BE INSLRED'S NAME EOF: FEL| 80 INSLIFE D'S UNIOUE ID &1 GROLP NAME 62 INSLIRANCE GROUP NOL
A DOE, JANE 0123456789012 IPL carrier i
g code if B
g applicable €
E3 TREATMENT AUTHORIZATION CODES &4 DOCUMENT CONTROL NUMBER £ EMPLOYER NAME
o A
B B
o c
[ 010013 Y[ 2370 N[O714 N] 0701 N[ 723 N [ [ [®
) | | | | | | | |
e A | | g
b NG FROCELURE. L o gpl™MER PROCEDURE B ooy ER PROCEDURE. [® TGATTENDING _ |Ne 1987654322 Jam]  Tr765432
et WALKER |r|nsr J
’:m%THEn Pnocmﬂg: Ungn 1ER PROCED.IF:)E\TE r_-r_\n%THEH PnochETE 77 OPERATNG ‘NP‘ |d_w_| |
LAST |FII‘ST
80 REMARKS ey 78 OTHER ID_‘J ‘Nﬂ 1589999999 |01JAL| |
b st DOE |-|=:s' APRIL
. momEr [ [on] T
d LAET FIFST
LB-04 CMS-1460 APPROVE D OMB ND, 0608 00, HE CERTIFAICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF

NI (T s

Page 27 of 30

Appendix A



LOUISIANA MEDICAID PROGRAM

ISSUED:
REPLACED:

04/11/17
03/23/17

CHAPTER 25: HOSPITALS SERVICES

APPENDIX A: FORMS AND LINKS

PAGE(S) 30

SAMPLE INPATIENT HOSPITAL CLAIM FORM ADJUSTMENT
WITH AN ATTENDING PROVIDER ONLY

T ABC HOSPITAIL
PO, BOX 1234
ANYTOWN, LA 70000

(WITH ICD-9 DIAGNOSIS CODE DATES BEFORE 10/1/15)

3a PAT.
CHTL ¥

[T

&  SWWIEMENT GOWERS PEAICD
FROM THROUGH

| w015 093015

APATIENT HAME |¢| DOE, JANE 8PATIENT ADCRESS |n| 1235 R, STREET, BATON ROUGE LA 70000

b B [ ¢ []

10BIRTHDATE |“SE" | w oare  "CBER Yawee 15 sec |18 DHR ”sm'| 1B 8 o1 CppoMONDOES,, = P T

wejenpee [ F 093015 | 23 [l 2 15 | | | |
Fope" U oo M Fooe *“ e 2bor Ot S mouen | B o e S e |
]

E] ] E] WALLIE GODES
DOE, JANE Nars CORE—AMOWNT
1235 R. STREET :
BATON ROUGE LA 70000 b :

C N
g 5
42 AEV. CO. 4 DESCRIFTION 44 HCPCS ! RATE / HIFPS CODE & SEAV.DATE 46 EERV. UNITS ATTOTAL CHARGES 48 NON-COVERED CHARGES 40
1 12 Room and Board 1000, 00 1 1000° (0
| 250 | Pharmacy 3 80: 60
' 570 89
4
5
6
v
'
"
ief
: SAMPLE
14
4
" EXAMPLE OF ICD 09
! WITH AN ATTENDING PROVIDER ONLY
1o
1]
1t
o
20
2
2] :
Ly PAGE_1 _OF _1 _ CREATION DATE 100715 OTA 1651 : 49
50 PAYER NAME 51 HEALTH PLAN ID ] [P 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE sa NPl [ 1234567890
A Medicaid I'PL - 57 1234567
[ PAYMENT IF OTHER
o APPL .I(Z.a\l'f:l .E PRV D
BB INSURED'S NAME R FEL| @0 INSUFE 'S UMQUE ID 1 GROLUP NAME 2 INSURANCE GROUP NOU
& DOE, JANE 0123456785012 TPL CARRIER
Ci CODE IF
[t APPLICABLE
2 TREATMENT ALTHORZATION CODES &4 DOCUMENT CONTROL NUMBER 5 EMPLOYER NAME
al A
1 5250198798700
g 02
gngsz Y|\"2?f! N|ﬁfﬁ-ﬂ N|6MH N| V0481 N[ Vo6 1 N| | |=ﬂ
)| | | | | | | |
g & s
& Gopd™ER FROCENRE T T T TGATTENDNG  |ner 1987654322 Jaw]  Tr765432
st WALKER [FimsT 1
Cong'n 1ER |>|:uc.::|1m§“_E mn&éru;n pr;mJETE 7 OPERATING |NPI |m| |
LaST [FirsT
5 AEMARKS wog 78 OTHER | |u:| |EIJJ\L| |
b LAST |r|r51
o momEr [ [ Joua] T
d LasT FIFST
B0 CME- 1460 FPPACVED OINE N0, D608 000, THE CERTIFCATIONS ON THE REVERSE APPLY 10 THIS BILL AND ARE MADE A FART HEREGE
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LOUISIANA MEDICAID PROGRAM

ISSUED:
REPLACED:

04/11/17
03/23/17

CHAPTER 25:

HOSPITALS SERVICES

APPENDIX A:

FORMS AND LINKS

PAGE(S) 30

SAMPLE INPATIENT HOSPITAL CLAIM FORM ADJUSTMENT

WITH AN ATTENDING PROVIDER ONLY

ON OR AFTER 10/1/15)

(WITH ICD-10 DIAGNOSIS CODE DATES

T ABC HOSPITAL e I
P.0, BOX 1234 ]
ANYTOWN, LA 70000 5 STRTERTERT COVERE FERICD
| worts 100415
W PATIENT NAME [«] DOE, JANE JPATIENT ADCRESS [a| 1235 R, STREET, BATON ROUGE LA 70000
b o] [¢] ] [o]
1O BIRTHOATE |"55" | 2 o MRl vRe 15 sa |16 DHR "SW| 1® 18 m g1 CPpnMONSODES,, = w o1 en |EmE|
wejempee | F 093015 | 27 2 15 | | L | | | | |
oe” B oo BN 2ooe OFo o S mouen | Soe it i T oY
| 5]
] ] VALLECIDES 4 VALLIE CODES
DOE, JOHN N Cg}:f AMOUNT - CODE AMOUNT
1235 R. STREET :
BATON ROUGE LA 70000 b :
[
d :
42 AEV. CO 4 DESCRIFTION 44 HCPOB {AATE /HIPPS CCDE & SEAV. DATE 48 EERV. UNITS ATTOTAL CHARGES 48 NON-COVERED CHARGES 48
1 12 Room and Board 1000,00 3 J000: 00 1
2 250 Pharmacy 22 570: 89 2
s| 270 | Medical/Surgical Supply 14 6181 00 s
4| 272 | Sierile Supply 2 142 57 p
s 300 Laboratory- Gen Classific 3 270; 00 [
s 302 Lab/ Immunology 1 50 00 5
7| 305 | Lab Hematology 5 80 86 '
sl 370 | Anesthesia 1 759: 00 8
s 636 Drugs 8 619 8BS "
o 710 | Recovery Room 116 2589: 00 "
"l 720 LabonDelivery 11 4563 00 11
14 12
1 ©
: SAMPLE w
1 ®
b EXAMPLE OF ICD 10 b
N WITH AN ATTENDING PRIOVIDER ONLY "
1o "
1] "
0 B
o =
= =
L PAGE_ | OF _1 CREATION DATE 122815 OTA 13263 . 17 -
50 PAYER NAME 51 HEALTH PLAN (D 2RE [ 250 54 PRICA PAYMENTS 56 EST. AMOUNT DUE s el | 1234567890
o Medicaid TPL : 5 1234567 a
B PAYMENT IF OTHER Gl
o APPL .I{.‘a‘\li:l.l' FRY D &
B8 INSLURED'S NAME B8R FEL| 60 INSUFED'S UNIQUE ID &1 GROLF NAME 62 INSURANCE GROUF NOU
A DOE, JANE N123456T89012 TPL CARRIER ol
Ci CODE IF B
[t APPLICABLE ©
3 TREATVENT AUTHORZATION CODES 4 DOCUMENT CONTROLNUMEER 45 EMPLOYER NAME
4 A A
B 5309198798700 ]
ef 02 g
&{)1{:(;13 Y|7..'€?ﬂ N|{]?H N|{)?ﬂ] N| 723 N | | |’-‘*‘
] | | | | | | |
[ Sxm” | E% | | ]
a copd TIER FROCEVRE consl T TSR [ TGATTENDNG _ |We1 1987654322 Jaw]  Tr765432
OUQGOEZ. st WALKER |r|nsr J
N —opTVER PROGETE - oo HER PROCEDURE 1 |NPI |g_w_| |
LAST |I'II'ST
80 REMARKS Bl mowEn | [ E
b LAST |r|rs1
L] 79 OTHER | |NPI |\:I.|AL| |
d LasT |r|rs1
B4 CMIS- 1450 FFFRDVED ONE 1. 0608 T80 HE GEFTIFICATIONS ON THE REVEFSE ALY T0 THIS BILL AND ARE MADE A FART HEREOR:
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LOUISIANA MEDICAID PROGRAM

ISSUED:

REPLACED:

04/11/17
03/23/17

CHAPTER 25:

HOSPITALS SERVICES

APPENDIX A:

FORMS AND LINKS

PAGE(S) 30

SAMPLE INPATIENT HOSPITAL DAYS X PER DIEM CLAIM FORM
WITH AN ATTENDING PROVIDER ONLY

ON OR AFT

ER 10/1/15)

T ABC HOSPITAL
PO, BOX 1234
ANYTOWN, LA 70000

(WITH ICD-10 DIAGNOSIS CODE DATES

Ta P,
CNTL ¥

[T

STNTEMENT GOVERS FEAICD
FROM

THROU EH

| 101515

| 101915

APATIENT NAME |a| DOE, JANE  PATIENT ADDRESS |a| 1235 R, STREET, BATON ROUGE LA 70000
b h| |c| d |¢|
10BRMHDNTE |“ SEX | 1w DaE I8 iE aTvPe 18 sec|18DHR [17 GW'| i [ o1 CpRTMOMSOES = w7 e |
T s [ T [ [ | [ 1
J&DDEUD:UFF‘EI’\'T:EE :‘_":'_\DE L‘CL’-‘F‘*ED‘"'_FE gEODE UEE&';HE":E SF'J\N_” ARCUIGH %DE UEEE'“FHE":E SF'AN_" ARCLIGH
| ‘ E
E] E] VALLECIDES [ LLUE CODES
DPOE, JANE . cg{n's AMOUNT - CcopE AMOUNT :
1235 R STREET . :
BATON ROUGE LA 70000 b B B
¢ :
d f
42 REV. CO. 43 DESCRIFTION 44 HCPCB ¢ RATE / HIFFS CODE 4 BERV. DATE 48 BERV. UNITE ATTOTAL CHARGES 48 NON-COVERED CHARGES 40
i 12 Room and Board 100000 4 A0 00 1
:| 250 | Pharmacy 5 478 00 2
| 260 | 1V Therapy 7 6181 00 s
o 270 | Med-Surg Supplies 2 142: 57 s
] 300 Laboratory- Gen Classific 3 37{!,5 o0 (]
s| 320 [ Radiology- Diagnostic 3 71: 00 f
1| 410 | Respiratory 5 500: 00 )
L] : L
f i
1o »
1 1
SAMPLE
e B
‘“ EXAMPLE OF ICD 10 "
! WITH AN ATTENDING PRIOVIDER ONLY "
1o "
1 i
" "
1o "
2 B
2| Pl
= : b
L PAGE_| OF _1 CREATION DATE 100715 OTA 6079: 57 =
50 PYER NAME 51 HEALTH PLAN 1D ’;';,_% G | 54 PRICA RAYMENTS 55 EST. AMOUNT DUE sampl | 12345678590
o Medicare 15000 207%: 57 (7] 15000 a
o Medicaid : orven| 1234567 g
d PRV D c
BB INSUREL'S NAME EBF FEL| 60 INSUFE 'S UNIQUE ID 61 GROLP NANE B2 INSLURANCE GROUP NOL
A DOE, JANE 0123456789012 TPL carrier ol
g code iff B
[t applicable ©
3 TREATMENT AUTHORZATION CODES 64 DOCUMENT CONTROL NUMBER G5 EMPLOYER NAME
4 A
o i
o c
E ] | | | | | &
'] | | | | | | | |
1 B
oo ER PROCEDURE I TGATTENDING N1 1987654322 Jaw]  T1765432
LasT WALKER FIRsT J
o TER PRCGEDLTE - oo THER PROGECURE e |NP| |a.w| |
LAST |FII'ST
B0 REMARKS EIEG TOMER | |ne Jo] T
MEDICARE PART B ONLY o ar [rrer
BILLING DAYS X PER DIEM moven | [on] |
d LAST |FIFET
LE-04 CME1480 AFFROVE D OME MO, D6G8 0815 HE CERTIFICATIONS ON THE REVERSE AFFLY TO THIS BILL AND ARE MADE A PART HEREOF
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