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CLAIMS FILING
The claims filing appendix includes the following information:
e Instructions for completing the UB 04 claim form; and
e Samples of a UB 04 claim form for ICF/ID routine billing.
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Instructions for Completing the UBO4 for ICF/ID Facility

Locator #

Description

Instructions

Alerts

1

Provider Name, Address,
Telephone Number

Required. Enter the name and address of the facility.

2 Pay to Name/Address/ Situational. Enter the name, address, and Louisiana
Identification Number(ID) Medicaid ID of the provider if different from the

provider data in Field 1.

3a Patient Control Number Optional. Enter the patient control number. It may
consist of letters and/or numbers and may be a
maximum of 20 characters.

3b Medical Record Number Optional. Enter patient's medical record number (up
to 24 characters).

4 Type of Bill Required. Enter the appropriate 3-digit code as

follows:

FOR NURSING FACILITY PROVIDERS:

First Digit - Type of Facility
2 = Skilled Nursing
(LOC=ICFI)
(LOC=ICF 1)
(LOC = SNF)
(LOC = SNF technology dependent care)
(
(
(

LOC = SNF infectious disease)
LOC = NF rehab)
LOC = NF complex care)

Skilled Nursing/ Intermediate Care
(LOC = Case mix)

Second Digit - Classification
1 = Skilled Nursing -Inpatient

2nd Digit “7” when
used with 1st Digit “2”
is reserved for
assignment by the
National Uniform
Billing Committee
(NUBC).

Use 2nd Digit “1”
instead.
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Locator #

Description

Instructions

Alerts

4
(cont'd)

Type of Bill
(cont'd)

FOR ICF/ID PROVIDERS:

First digit - type of facility

6 = Intermediate Care (LOC =ICF/ID)

Second digit - classification

5 = Intermediate Care Level |
6 = Intermediate Care Level Il

FOR NURSING FACILITY and ICF/ID:

Third Digit - frequency definition

1 = Admit through discharge claim. Use this code for
a claim encompassing an entire course of
treatment for which you expect payment, i.e., no
further claims will be submitted for this patient.

2 = Interim - first claim. Use this code for the first of
an expected series of claims for a course of
treatment.

3 = Interim - continuing claim. Use this code when a
claim for a course of treatment has been
submitted and further claims are expected to be
submitted.

4 = Interim - final claim. Use this code for a claim
which is the last claim. The "Through" date of this
bill (Form Locator 6) is the discharge date or date
of death.

7 = Adjustment/ replacement of prior claim. Use this
code to correct previously submitted and paid
claim.

8 = Void/cancel of a prior claim. Use this code to void
a previously submitted and paid claim.

Federal Tax Number

Optional.

Statement Covers Period
(the from and through
dates of the period covered
by this bill)

Required. Enter the beginning and ending service
dates of the period covered by this claim (MMDDYY).

Unlabeled

Leave blank.

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.

Page 3 of 25

Appendix D




LOUISIANA MEDICAID PROGRAM ISSUED: 06/15/16
REPLACED: 09/30/15
CHAPTER 26: ICF/DD SERVICES
APPENDIX D: CLAIMS FILING PAGE(S) 25
Locator # Description Instructions Alerts
9a-e Patient's Address Required. Enter patient's permanent address
(Street, City, State, Zip) appropriately in Form Locator 9a-e.
9a = Street address
9b = City
9c = State
9d = Zip Code
9e = Zip Plus
10 Patient's Birth Date Required. Enter the patient's date of birth using six
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.
13 Admission Hour Leave blank.
14 Type Admission Leave blank.
15 Source of Admission Leave blank.
16 Discharge Hour Leave blank.
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Locator # Description Instructions

Alerts

17 Patient Status Required. Enter the patient's 2-digit status code as
of the "Through" date of the hilling period (Form
Locator 6).

Valid Codes

01 = Discharged to home or self-care (routine
discharge)

02 = Discharged/transferred to another short-term
general hospital for inpatient care

03 = Discharged/transferred to a skilled nursing
facility (SNF) or an intermediate care facility
(ICF)

04 = Discharged/transferred to another type of
institution for inpatient care

06 = Discharged/transferred to home under care of
home health services organization

07 = Left against medical advice or discontinued care

09 = Admitted as inpatient to a hospital

20 = Expired/discharged due to death

30 = Still a patient

61 = Discharged/transferred within this institution to
hospital-based Medicare approved swing-bed

62 = Discharged/transferred to a rehabilitation facility
including rehabilitation distinct part units of a
hospital

63 = Discharged/transferred to a long term care
hospital

18-28 Condition Codes Leave blank.

29 Accident State Leave blank.

30 Unlabeled Field Leave blank.

31-34 Occurrence Codes/Dates Leave blank.

35-36 Occurrence Spans (Code Leave blank.
and Dates)

37 Unlabeled Leave blank.

38 Responsible Party Name Optional.
and Address
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Locator #

Description

Instructions

Alerts

39-41

Value Codes and Amounts

Required. Enter the appropriate value code.

*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)

*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.

Covered Days is
reported with Value
Code 80, which must
be entered in Form
Locator 39-41 of the
UB-04.

Value Codes 81, 82
and 83 are not used for
straight Medicaid
billing.

42

Revenue Code

Required. Enter the revenue code(s) which identifies
the service provided.

Bill a level of care (LOC) revenue code only once
during the month unless the LOC changes during the
month. Use the following revenue codes and
descriptions to bill Louisiana Medicaid:

FOR NURSING FACILITY
PROVIDERS:

Revenue Code & Description
(Corresponding Level of Care)

022 = Skilled Nursing Facility
Prospective Payment System (RUGS)
(88 = Case Mix -Formerly LOC 20,21, 22)

118 = Room and Board-Private Subacute
Rehabilitation
(31 = NF rehabilitation
20 = SNF/Hospice in nursing facility
21 = ICF I/Hospice in nursing facility
22 =ICF Il)

193 = Subacute Care Level Il
(Complex Care)
(32 = NF Complex Care)

194 = Subacute Care Level IV
(28 = SNF technology dependent care)

199 = Other Subacute Care
(30 = SNF infectious disease)
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Locator #

Description

Instructions

Alerts

42
(cont'd)

Revenue Code

(cont'd)

FOR ICF-ID PROVIDERS:

Revenue Code & Description
(Corresponding Level of Care)

193 = Pervasive level of care (Inventory for Client and
Agency Planning (ICAP) Score 1-19)

192 = Extensive level of care (ICAP Score 20-39)

191 = Limited level of care (ICAP Score 40-69)

190 = Intermittent level of care (ICAP Score 70-99)

NOTE: Providers will be paid at the intermittent level

of care should a recipient not have an ICAP level on

file. All recipients must have an ICAP Assessment on
file.

FOR NURSING FACILITY & ICF/ID:

Revenue Code & Description Leave of Absence

183 = Leave of Absence -
Subcategory therapeutic (for home leave)

185 = Leave of Absence -
Subcategory nursing home (for hospitalization)

43

Revenue Description

Required. Enter the narrative description of the
corresponding revenue code as indicated above in
Form Locator 42.

44

HCPCS/Rates
HIPPS Code

Leave blank.
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Locator #

Description

Instructions

Alerts

45

Service Date

Required. Enter a beginning and ending day of
service (e.g., 01-31) for each revenue code indicated.
The service day range should be the first day through
the last day of the month on which the service was
provided.

Example 1: If SNF TDC care (Revenue Code 194) is
provided for the entire month of March, the service
date should be entered 01-31.

Example 2; If the recipient is on hospital leave
(Revenue Code 185) from March 06 -12, the service
date should be entered 07-12, -- If the recipient was
discharged while on leave from the facility, the leave
days should be cut back by one day (e.g. 07-11).

Note: The claim must reflect the total number of days
billed at a particular level of care (LOC)
corresponding to the revenue code for that LOC. If
the LOC changes during the month, another claim
line must be entered with the appropriate revenue
code for that LOC and the correct number of days
indicated for that LOC for the month of service.

Required. Enter the date the claim is submitted for
payment in the block just to the right of the
CREATION DATE label on line 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 in DAYS the number of units of
service for each level of care type on the line adjacent
to the level of care revenue code, description, and
service date.

Example 1: Service date 01-31 should indicate 31
units or days for Revenue Code 194.

Note: Do not enter the actual number of units
when billing for home or hospital leave days, only
indicate the “from” and “to” days in Form Locator
45,

Example 2: (Revenue Code 185), Service date 07-
12, service units should be left blank.

47

Total Charges

Leave Blank.
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Locator #

Description

Instructions

Alerts

48

Non-Covered Charges

Leave Blank.

49

Unlabeled Field (National)

Leave Blank.

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 Identification

(ID)

Situational. Enter the corresponding health plan ID
number for other plans listed in Form Locator 50 A, B,
and C.

If other insurance companies are listed, then entry of
their Health Plan ID numbers is required.

52-AB,.C

Release of Information

Optional.

53-AB.C

Assignment of Benefits
Certification Indicator

Optional.

54-AB,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.

55-AB,C

Estimated Amount Due

Optional.

56

National Provider Identifier
(NPI)

Required. Enter the provider's NPI.

The 10-digit NPI must
be entered here.
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Locator #

Description

Instructions

Alerts

57

Other Provider Identification
(ID

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

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 to
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 = Patient is insured

02 = Spouse

03 = Natural child/Insured has financial

responsibility
04 = Natural child/ Insured does not have financial
responsibility

05 = Step child

06 = Foster child

07 = Ward of the court

08 = Employee

09 = Unknown

10 = Handicapped dependent

11 = Organ donor

13 = Grandchild

14 = Niece/Nephew

15 = Injured Plaintiff

16 = Sponsored dependent

17 = Minor dependent of minor dependent

18 = Parent

19 = Grandparent
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Locator # Description Instructions Alerts
60- A,B,C Insured's Unique Required. Enter the recipient's 13-digit Medicaid
Identification (ID) 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.
61- AB,C Insured's Group Name Situational. If insurance coverage other than ONLY the 6-digit code
(Medicaid not Primary) Medicaid applies, enter the Medicaid TPL carrier code | should be entered for
of the insurance company indicated in Form Locator commercial and
50, on the corresponding line of 61A, 61B, and/or Medicare HMOs in this
61C, as appropriate. 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- AB,C Insured's Group Number Situational If insurance coverage other than
(Medicaid not Primary) Medicaid applies, enter on lines 62A, 62B and/or 62C,
as appropriate, the insured’s number or code
assigned by the carrier or carriers to identify the
group under which the individual is covered.
63-A,B,C Treatment Authorization Leave blank.
Code
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Locator #

Description

Instructions

Alerts

64- A,B,C

Document Control Number

Situational. If filing an adjustment or void, enter an
“A" for an adjustment or a “V" for a void as
appropriate in 64A.

Enter the internal control number from the paid claim
line as it appears on the remittance advice in 64B.

Enter one of the appropriate reason codes for the
adjustment or 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 Qualifier
(Diagnosis and Procedure
Code Qualifier)

Required. Enter the applicable ICD indicator to
identify which version of ICD coding is being reported
between the vertical, 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

67 Principal Diagnosis Codes Required. Enter the most current ICD diagnosis The most specific

code.

diagnosis codes must
be used. General

67 A-Q Other Diagnosis code Situational. Enter the ICD code or codes for all other | codes are not
applicable diagnoses for this claim. acceptable. A code is
invalid if it has not
been coded to the full
number of digits
required for that code.
NOTE:
ICD-9 diagnosis codes
ICD-9 Diagnosis Codes beginning with “E” or “M” | must be used on
are not acceptable for any diagnosis code. claims for dates of
service prior to
10/1/15.
ICD-10-CM “V”, “W” “X”, & “Y” series diagnosis ICD-10 diagnosis
codes are not part of the current diagnosis file codes must be used
and should not be used when completing claims | on claims for dates of
to be submitted to Medicaid. 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).
68 Unlabeled Leave blank.
69 Admitting Diagnosis Optional. Enter the admitting diagnosis code. Refer to field locator
67.
70 Patient Reason for Visit Leave blank.
71 Prospective Payment Leave blank.
System (PPS) Code
72-AB,C ECI (External Cause of Leave blank.
Injury)
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Locator # Description Instructions Alerts

73 Unlabeled. Leave blank.

74 Principal Procedure Code / | Leave blank.

Date
74a-e Other Procedure
Code / Date
75 Unlabeled Leave blank.
76 Attending Required. Enter the name and NPI number of the This field must be
physician ordering the plan of care. 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
Louisiana Medicaid.

77 Operating Leave blank.
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Locator # Description Instructions Alerts
78 Other Situational. If applicable, enter the name and NPI | A referring provider
of the referring provider or other physician. is NOT required on
. . the claim. However,
Note: If a referring provider is entered on the if a referring
claim, the information must be entered in FL 78 -
. " provider is entered
with Qualifier DN. )
on the claim, the
name_and NPI
number must be
entered here with the
Qualifier
DN indicating
referring provider.
The referring
provider cannot be
the billing provider.
The individual
referring provider
information should
be entered in this
field.
If entered, the
referring provider
must be enrolled
with LA Medicaid.
79 Other Leave blank.
80 Remarks Situational. Enter explanations for special handling
of claims.
8la-d Code-Code — QUAL / CODE | Leave blank.
| VALUE

SIGNATURE IS NOT REQUIRED ON THE UB-04.
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SAMPLE NURSING FACILITY CLAIM FORM

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

T HAPPY HOME NURSING HOME 4 3&%‘“ i
987 CORN 81 P T 212
ANYWHERE, LA 71111 5 FED. TAXNO, [ e ool
| osonis T 03015
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SAMPLE NURSING FACILITY CLAIM FORM

WITH AN ATTENDING PROVIDER ONLY
(WITH ICD-10 DIAGNOSIS CODE DATES ON OR AFTER 10/1/15)
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SAMPLE NURSING FACILITY CLAIM FORM

WITH A REFERRING PROVIDER
(WITH ICD-10 DIAGNOSIS CODE DATES ON OR AFTER 10/1/15)
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= = b MED.
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42REMEO | @ DESCRIFTION 44 HCPCE | RATE {HIFPS CODE £ SERV.DATE 48 SRV, UNITS ATTOTAL CHARCES 4B NON.COVEFIED CHARGES | 40
022 CASE MIX 01-15 15 1
F
3
4
5
6
7
[
0
w
u
SAMPLE u
w
14
EXAMFLE OFICD 10
"
WITH A REFERRING PROVIDER
w
17
"
"
el
F
£
PAGE_ | OF _| CREATION DATE 110515 0 =
60 PAYER NAME 51 HEALTH FLAMID ’:"':,‘? x| 54 PRIOR PAYMENTS 56 EST. AMOUNT DUE sanpl [ 1234567890
MEDICAID TPL ; .. 5 1234567 a
PAYMENT OTHER d
APPLICA] PRV D e
B8 INSLFED'S NAME G FEL | 60 INSUFED/S UNCUE 1D 61 GROLP NANE G2 INSLIFANCE GROUF NOL
DOE, JOHM 1234567890123 TPL CARRIER o
CODE IF B
APPLICABLE ©
3 TREATMENT ALTHORIZATION GODES 4 DOCUMENT CONTROL NUMBER G5 EMPLOYER NAME
A
B
o
W] = ]
D)J!.-i.] |I1’I_FH | | | ‘ | |
]
| | | | | | | |
&8 ADMIT TiPRE ] ]
[y CODE ECI
W FRINCIPAL PROCECURE. M ool HEP PROCEDURE B oo HER FROCECURE |¢v, 76 ATTENDING |Np, 1298765432 |q_w_|
st ADAM |r|nsr JANE
OTHER PROCEDURE OTHER PROGEDURE OTHER PROC EDURE
CODE DATE CODE DAT! CODE DATE 77 OPERATNG |"‘p' |g'w'| |
LAST |r|rs1
80 REMARKS £10C 78 OTHER IDN |N=1 1580000000 |0UAL| |
b st DOE st APRIL
c 78 OTHER | |NPI |U.w.| |
d LAGT FIRST
(04 ChE 1450 FPPRACE b OMB N0 D60 000 HE CEFTIF GATIONE GN THE REVEREE APPLY 10 THIS BILL AND ARE MADE A FRAT HEREDF.

NIRRT
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ISSUED:
REPLACED:

06/15/16
09/30/15

CHAPTER 26: ICF/DD SERVICES

APPENDIX D: CLAIMS FILING

PAGE(S) 25

SAMPLE NURSING FACILITY CLAIM FORM ADJUSTMENT
WITH AN ATTENDING PROVIDER ONLY

ES BEFORE 10/1/15)

(WITH ICD-9 DIAGNOSIS CODE DAT

T HAPPY HOME NURSING HOME B
987 CORN ST. LMER LI
ANYWHERE, LA T1111 5 FED. O MO, §  SITMENT GVERS FERED 7
090115 | 093015
APATIENT NAME |a| DOE, JOHN 8 PATIENT ADDRESS |a| 1235 ANYSTREET
b b] ANYWHERE LA Jaf71mm B
1OBRTHOATE |“ SEX | 12 oaTE A TvPE, 15 s |18 DHR 17 STAT | 8 18 = P ™ = ® 27z ”s#ﬁ%rPo
MMDDYY 090115 30 | | |
:;C‘!.'.IDEOD:UFHE\.?E LC”-'_\E L\CGI_HFEDP:&E sngEocmm%;\’:E :?."GDE DL‘-L‘!_IFH;P_EI;E gféDE OE%EIHEME SPN!II AROUGH E'.IDE OEI?E'MFHE'CE SPAP!” AROUGH 7
B E
] ] VALLE CODES WLUIE CODES A LU CODES
CODE AMOUNT AMOLINT CODE AMOLNT
al 8o 3000 :
b :
]
d
43REV O | @ DESCAITION 44 HER(E ¢ RATE {HIPPS COOE & SEAV.DATE 48 GER. UNITS ATTOTAL CHARGES 48 NOW.COVERED CHARGES | 40
1022 CASE MIX 01-30 0 : : i
2| 185 HOSPITAL LEAVE 0507 2
3| 183 | HOME LEAVE 10-12 : : s
4 : : 4
5 5
8 ‘
T r
“ "
1 “
1o ®
| i
| SAMPLE '
12 "
" EXAMPLE OF ICD 09 "
! WITH AN ATTENDING PROVIDER ONLY *
1o ®
1) i
1 w
4 “
20 n
= ]
= e
) PAGE_1 _OF _1 CREATION DATE 122815 OTA : =
50 PAYER NAME 51 HEALTH FLAN ID e[| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 6 WPl 1234567890
A MEDICAID TPL ; s 1234507 .
o PAYMENT IF oTER o
o APPLICABLE FRAV D ©
B8 INSURED'S NAME B8P FEL| 60 INSUFE ['S UNGUE IO 61 GROUP NAME 62 INSURANCE GROUP NOU
A DOE, JOHN 1234567890123 TPL CARRIER »
L CODE IF B
o APPLICABLE ]
63 TREATMENT ALUTHORIZATION CODES &4 DOCUMENT CONTROL NUMBER 6 EMPLOYER NAME
A A .
8| 5274198798700 ]
L 02 d
EIREEL 29411 [ [ [ [ [ [®
] | | | | | | | |
“SKDMW |ngg£ |E?c| | | ‘ |a
M FENCIPAL FROCECURE L ool HER PROCEDURE B oo MR FROCEDURE - J 76 ATTENDING |NP, 1208763432 |m~.|
LsT ADAMS [FinsT JANE
con ER PROCEDTE oo 2THER PROCEDURE e |N,,I |M| |
[ LAST [FisT
80 AEMARKS QW{ T8 OTHER | |l\ﬂ | ClJ.v\Ll |
b LAST |I'|I'ST
c T4 OTHER | |NPI | \J.W.| |
d LAST |F|R§T
LB-0d CMS- 1480 AFPROVE D OMB ND. 0608 060, HE CERTIA CATIONS ON THE REVERSE APFLY TO THIS BILL AND ARE MADE A PART HEREDF

NUB(C =zurs
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ISSUED:
REPLACED:

06/15/16
09/30/15

CHAPTER 26: ICF/DD SERVICES

APPENDIX D: CLAIMS FILING

PAGE(S) 25

SAMPLE NURSING FACILITY CLAIM FORM ADJUSTMENT

WITH AN ATTENDING PROVIDER ONLY
(WITH ICD-10 DIAGNOSIS CODE DATES ON OR AFTER 10/1/15)

T HAPPY HOME NURSING HOME H [ I
987 CORN ST, S 27
ANYWHERE, LA 71111 5 FED. TAXND. | T = |
| wonis T wanis |
APATIENT NAME |. | DOE, JOHN 9 PATIENT ADDAESS |.-4| 1235 ANYSTREET
b o[ ANYWHERE [o[LA T 71100 o]
1ORIATHOATE |"SE" |12 oatE "l TvPE. 18 sac |6 D "GW| 8 8 @ P 5 m 21 e |2n§#\:§_§r [
MMDDYY 090115 0l | | | |
31 OCCURRENCE % OOCURRENCE 53 OCCUPRENG 34 OCCURRENCE 3 OCCURRENCE SPAN = DCCURRENCE SPAN o
CODE CATE [ DATE CODE DATE CODE DATE CODE FROM THROUGH | CODE FROM THRAOUGH
b
k) | VALUE CODES LLIE CODES
CODE AMOUNT AMOUNT
al 80 19 00
b :
]
d
AzREV CD. | 4@ DESCRIPTICN 44 HEPES {RATE / HIFPE CODE £ SV OATE 45 EEF. UNITS ATTOTAL CHARGES 48 NOH.COVERED CHARGES |40
1022 CASE MIX 01-20 1% 1
@ 183 HOSPITAL LEAVE 05-08 2
al 183 HOME LEAVE 17-19 3
4 4
s s
“ “
v v
o o
u u
1ef o
W o
SAMPLE
¥ -
“ EXAMPLE OF ICD 10 i
! WITH AN ATTENDING PROVIDER ONLY "
1o -
1) v
1 "
1o -
20 =0
| n
= &
) PAGE_ 1 _OF _| CREATION DATE 122815 0 : =
50 PAYER NAME 51 HEALTH PLAN 1D e | [Faec] 54 PRIOR PAYMENTS 55 EST.AMOUNT CUE sanpl | 1234567890
A MEDICAID TPL : (73 1234567 A
o PAYMENT IF omER o
o APPL .I('r\l'f:l E PRV D c
68 INSLRED'S NAVE EoRPEL | 60 INSUPRE /S UNGUE ID 1 GROLE NAME 2 INSLRANCE GROUPNOL
A DOE, JOHN 1234567890123 TPL CARRIER o
Ci CODE IF B
C APPLICABLE ©
0 TREATMENT AUTHORIZATION CODES €4 DOCUMENT CONTROL NUMBER 5 EMPLOYER NAME
af A A
Bl S2TRI98THRT00 ]
| 02 &
g(l}'.{” ‘I-TIESH ‘ ‘ | | | |CN
]
] — | | e - | | ]
il opE TER PROCEDURE, B oo NER PROCEDURE. i TeaTTENDING [Pl 1298765432 ]
] usT ADAMS [Finst JANE
e R, | oo ]|
LaST |rwr51
B0 REMARKS BIcs momeR | [ E
b LAST |rm
B 78 OTHER | |Nm | \:u.w.| |
d LisT |nrm
CE-0F CIET 460 FFPROVED OGN N0, (008 T80 THE CERTIH CATIGNS GN THE REVERSE APPLY T0 THIS BILL AND ARE MADE A FART HEREGR

NUBC sz
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ISSUED:
REPLACED:

06/15/16
09/30/15

CHAPTER 26: ICF/DD SERVICES

APPENDIX D: CLAIMS FILING

PAGE(S) 25

SAMPLE ICF/ID FACILITY CLAIM FORM

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

1 BLOMMING ICF-DD FACILITY 2 B[
1800 CORN ST, [ 653
ANYWHERE, LA 71111 5 FED. TAX MO, |£ .F:wr:dumu cm:nﬁlgmgﬂ |.r
| osonis T oss0is |
8 PATIENT HAME |.| DOE, JOHN 0 PATIENT ADDAESS |u| 1235 ANYSTRE
b o[ ANYWHERE [e[LA Tl 71101 o]
1O BIRTHDATE |“"[" | 12 ONE MR laTvPE 18 sAg |1 DR "5““| B 18 M ] = 2T 28 |2us§&r 0
MMDDYY 080115 30 | | ‘ | | | ‘
Fooe” TR Booe *C " ONE Bope "R Fooe o deoe O S nous | Bone 2ot i T
b b
E] ) VALIEGCDES LUE GODES
CODE AMDUNT AMDUNT
al 80 30 00
b 2
cf
d
42REV.COL | @ DEBCAIPTICN 44 HGPUE /FNTE ( HIFPE CODE £ SERY. DATE 48 SV UNITS 4TTOTAL CHAREES 48 NON.COVERED CHARGES |40
1 193 01-30 30 1
2 185 03-05 2
sl 183 HOME LEAVE 12-15 s
4 4
5 5
. e
7 v
® '
W "
i o
W u
SAMPLE
i -
" EXAMPLE OF ICD 09 *
! WITH AN ATTENDING PRPOVIDER ONLY "
e -
1) v
o "
19 "
20l 0
2| P
= =
) PAGE_1 OF | CREATION DATE 100315 0 : @
5 PAYER HAME 51 HEALTH FLAN 1D Sre] [ 54 PRICR PAYMENTS 55 EST. AMOUNT DUE sa el | 1234567890
A MEDICAID TPL : 5 1234567 .
B) PAYMENT OTHER &
E APPLICABLE PRV O ©
58 INSURED'S NAME FoRFEL | 60 INSURE 'S UNGUE ID 1 GROLP NAME 2 INSURANCE GROUIF NOL
A DOE, JOHN 1234567890123 TPL CARRIER [«
o CODE IF B
E APPLICABLE e
3 TREATMENT ALUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 5 EMPLOYER NAME
o A
L W
¢ 3
2 B | | | | I
: | | | | | | |
o AT TIERS |:%\ | ]
i opf "IN PROCEDURE, B oooR ER PROCEDURE. i TeATTENDING  |nPi 1298763432 [aun]
] st ADAMS [First JANE
S . rereme_f i
LAST |r|rs1
80 REMAFKS e 78 OTHER | |m | El.b\ll |
b LasT |r|rs1
¢ 7a OTHER | |NPI | u.w.| |
d LagT |r|rm
BT TR T 60 AFFROVE D IS R, D608 065, HE CERTINCATIONS ON THE REVERSE APFLY T0 THISBILL AND ARE WAGE A FART HERED

NUBC =auis
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ISSUED:
REPLACED:

06/15/16
09/30/15

CHAPTER 26: ICF/DD SERVICES

APPENDIX D: CLAIMS FILING

PAGE(S) 25

SAMPLE ICF/ID FACILITY CLAIM FORM

WITH AN ATTENDING PROVIDER ONLY
(WITH ICD-10 DIAGNOSIS CODE DATES ON OR AFTER 10/1/15)

T BLOMMING 1CF-DD FACILITY B T
1800 CORN ST P
ANYWHERE, LA 71111 5 FED. TAXHO. © OWTENENT OvERa PERD
100115 T 102015
8 PATIENT NAME |. ‘ DOE, JOHN 8 PATIENT ADDRESS |= ‘ 1235 ANYSTREET
b o[ ANYWHERE [e[LA Ja[T0I11 [o]
HOBIATHOATE |“SE"||2 owre "l TR 14 TvPe 18 gpe |19 DHA ”GW| ® 18 e PO = ® er  ee |2ns¢1‘\:TDEr o
MMDDYY 080115 [ [ [ |
31 OCCURRENGE % OCCURPENCE 33 OCCUPRENCE 84 OCCURAENCE GCCUFRENGE SPAN =® OCCURRENCE SPAN o
CODE CATE GODE DATE CODE CATE CODE DATE FROM THROUGH | CODE EFOM THROUEH
E] ) VALUECOES a1 LLJE GOOES
CODE AMOUNT COrE AMOUNT
al 80 19 00
b 2
C|
d
42REV CD. | @ DESCRIFTIN 44 HEPES | RATE /HIPPE CODE £ SERV.DATE 45 EEF. UNITS ATTOTAL CHARGES 48 NONLCOVERED CHARGES | 40
193 CASE MIX 01-20 1% 1
185 HOSPITAL LEAVE 03-05 2
183 HOME LEAVE 12-15 3
1
s
.
T
s
u
"
SAMPLE “
W
®
EXAMPLE OF ICD 10 1
WITH AN ATTENDING PROVIDER ONLY *
"
e
"
"
m
w
e
PAGE_| _oF _| CREATION DATE 110515 0 : -
50 PAYER NAME 51 HEALTH PLAN ID S| [Fa 54 PRIOR PAYMENTS 6 EST. AMOUNT DUE s NP 1234567890
MEDICAID TPL : 7] 1234567 A
OTHER u
APPLICABLE PRV D ©
58 INSLRELYS NANE 5GP FEL | 50 INSURE 'S UNGUE ID 1 GROLF NANE 2 INSURANCE GROUF NGO
DOE, JOHN 1234567890123 TPL CARRIER o
CODE IF B
APPLICABLE ©
3 TREATVENT AUTHOFIZATION CODES 4 DOCUMENT CONTROL NUMBER G5 EMPLOYER NAME
A
8
3
B \ \ \ \ | | &
] \ \ \ \ | | |
60 ADMIT | TIFFE | = ‘ ]
X CODE ECI
T ERNCIPAL PROCEDURE L ool ™ER PROCEDURE B L ongiHER PROCEDURE |rv, 76 ATTENDING |M,I 1298765432 |m| |
] ssT ADAMS [Finst JANE
e o R + o E
LAST |r|rs1
80 REMARKS 10 78 OTHER ‘ |m |CI.IAL| |
b LasT |r|rs1
c 73 OTHER ‘ |NPI |\:|.w.| |
4 LasT FIRST
UB-04 CMS-1450 APPRDVE D OME NO. [HE8 {84, HE CERTIF CATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF
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ISSUED:
REPLACED:

06/15/16
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CHAPTER 26: ICF/DD SERVICES

APPENDIX D: CLAIMS FILING

PAGE(S) 25

SAMPLE ICF/ID FACILITY CLAIM FORM

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

T BLOMMING ICF-DD FACILITY 2 AT
1800 CORN ST, S AN
ANYWHERE, LA 71111 5 FED. TOXND. [ER R e C’—““ﬁ;gﬁ'gﬁ;{f
[ oserte T 090516
APATIENT HAME |.| DOE, JOHN 8 PATIENT ADDRESS |=| 1235 ANYSTREET
b o] ANYWHERE [e[LA Ta[ 71011 [o]
10BIRTHDATE “‘5“ |12 owre Ul 4 TepE 16 sag |18 DA "‘GW| W i m P e ™ = = er 28 |2ns|ef‘x:TDET w
MMDDYY 20 ‘ | | | |
T OCCURRENGE 2 DOCURPENCE 33 OCCUPRENG B DCCURRENCE 36 GCCUPRENGE SPAN ) OCCURAENGE SPAN a7
CODE DATE CODE DATE CODE DATE CODE DATE COOE FROM THACUGH CODE FROM THRACUGH
!
= £ VALLIE CODES VALLIECODES
CODE LINT AMOLNT
al 80 500
b :
c
d
47BN CD. | @ DESCRIPTION 44 HEPCS ¢ RATE / HIFPE CODE £ 5ERV DATE 48 SERY. UNITS ATTOTAL CHARGES 48 NOW.COVERIED CHARGER | 40
1193 CASE MIX 01-05 5 1
2 B
3 3
4 4
5 s
5 “
v v
[ 8
fl w
1o ©
it u
: SAMPLE
[r ®
b EXAMPLE ORICD 10 "
WITH A REFERRING PROVIDER ;
W e
l [
i 0
20 el
o P
= =
L PAGE_1 _OF _| CREATION DATE 110515 0 =
51 PAYER HAME 51 HEALTH PLAN (D ’;'N';,‘_? [ | 54 PRIOR PAYMENTS 55 EST.AMOUNT DUE s WP 123456790
A MEDICAID TPL ; 57 1234567 A
L PAYMENT QTHER o
g APPLICABLE PRV D ©
B8 INSLRED'S NANE GOF FEL| B0 INSURE 'S UNIGUE D 1 GROLP NANE G2 INSLIFANCE GROUP NOL
A DOE, JOHN 1234567890123 IPL CARRIER o
L CODE IF B
g APPLICABLE e
3 TREATVENT ALTHORIZATION CODES 4 DOCUMENT CONTROL NUMBER 6 EMPLOYER NAME
4 A
L 8
I o
| | | | | | &
| | | | | | | |
| TiPRE ‘ 7 | | |.u
GOOE EGI
T FNCIL FROCECLRE o MER PROCEDURE B gl ER FROCEDURE |f-) S — |NPI 1298765432 |m|
I usT_ADAMS [Frsr_JANE
o e, O o5 ™5 vermme_f i
LAST FIRST
B0 AEMARKS e 78 OTHER ID_‘J |NJ 1588999959 |ﬂJﬂL| |
b st DOE Fast APRIL
s 7 OTHER | |NPI |U.W.| |
d LAST FIRST
B0 CME 1460 AFFRGVE D O M0, 608 06 THE GERTIF GATIONS ON THE REVERSE AFFLY 10 THIS BILL AND ARE MADE A FRAT HEREDF.

NUBC =
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ISSUED:
REPLACED:

06/15/16
09/30/15

CHAPTER 26: ICF/DD SERVICES

APPENDIX D: CLAIMS FILING

PAGE(S) 25

SAMPLE ICF/ID FACILITY CLAIM FORM ADJUSTMENT

WITH AN ATTENDING PROVIDER ONLY

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

! BLOMMING ICF-DD FACILITY 2 :’t;‘%“;l [RRRRRN]
1800 CORN ST, T 657
ANY WHER| 7101 5 FED. TAX MO, [T T ST Y
[ osonis 093015
APATIENT NAME |a| DOE, JOHN 8 PATIENT ADDAESS |.=| 1235 ANYSTRE
b b] ANYWHERE [e[LA TeJ7rim1 [o]
19 BRTHOATE |“59‘ |12 o "R TeTvPE 15 sro [190HR ”GW| T COREMNEOESy s ® 21 8 |2's*rr'§ -
MMDDYY 080115 30 | ‘ L | | | | |
81 OCCURAENGE 2 OOCURPENCE 30 OCCUPRENG M OCCURRENCE 36 OCCUPRENGE SPAN GCCUPRENGE EPAN G
CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH CODE FACM THROLIGH
! b
£l k] VALUE GCDES 41 LLIE CODES
CcOpE LINT COpE AMOINT
al 80 3000
B :
C|
d
42AEACD | @ DESCRIFTICN 44 HCPCS {RATE (HIFPS CODE &5 SERY. DATE 40 EEFI. UNITS ATTOTAL CHARGES 48 NON-COWERED CHARZES |40
193 CASE MIX 01-30 kil 1
2 185 HOSPITAL LEAVE 04-07 2
3| 183 HOME LEAVE 10-13 3
4 4
5 5
“ “
7 7
s s
" "
iof o
W i
SAMPLE
i u
" EXAMPLE OF ICD 09 I
! (VITH AN ATTENDING PRDVIDER ONLY "
e "
13 i
it "
1o -
20 e
i F
= =
" PAGE_1 _OF _1 __ CREATION DATE 122815 0 d
50 PAYER. NAME 51 HEALTH PLAN D Srm| [Far 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE sahpl [ 1234567890
A MEDICAID TPL ; & 1234567 *
L PAYMENT IF OTHER B
g APPLICABLE PRV D ©
58 INSURED'S NAME EGFFEL | 60 INSURE 'S UNOUE ID 1 GROLP NAME 2 INSURANCE GROUF NO.
4 DOE, JOHN 1234567890123 TPL CARRIER o
[ CODE IF B
g APPLICABLE ©
63 TREATMENT AUTHORZATION CODES 64 DOCUMENT CONTROL NUMBER 85 EMPLOYER NAME
o A A
o 5276198798700 ]
& 02 e
G L | | | | | [
d | \ | | | | \ |
“Sxm” ‘.’HO:CF&DE |E’§I | | |a
o RGP FROCEDUE b opd™MER PROGEDURE B ol e FROGEDUE % rearTEon [ 1298765432 [am]
] [ ] st ADAMS [rmsr JANE
oo JHER PROCEDURE d copSHER PROCEDURE e ool HER PROCEDURE 77 OPERATMG |M;I |.g_w_|
LasT [FirsT
80 FEMARKCS 1 T8 OTHER | |m |CIML| |
b LasT ‘nrm
i 7 OTHER | |NPI |\1w.| |
4 LAsT ‘nrs'r
B NS a5 FFPACVED GME D, D00 Ta0) HE CERTIFICATIONS ON THE REVEFSE AFFLY T0 THIS BILL AND ARE MADE A FRAT HEREDF:

NUB C gt
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SAMPLE ICF/ID FACILITY CLAIM FORM ADJUSTMENT

WITH AN ATTENDING PROVIDER ONLY
(WITH ICD-10 DIAGNOSIS CODE DATES ON OR AFTER 10/1/15)

" BLOMMING ICF-DD FACILITY

A

CHTL &
1800 CORN ST, R T 657
ANYWHERE, LA 71111 & FED. TAX NO. |& .Flslr;duw cmsnﬁ‘:gﬂgﬁ 7
| 1oomis T 102015
A PATIENT NAME |a| DOE, JOHN B PATIENT ADDAESS ‘a | 1235 ANYSTREET
b o] ANYWHERE [e[ra Ja[71im [o]
1O BIRTHOATE |“ SEX ‘ 2 o ISR laTvee 15 se|'8 DU 17 GTj“'| B wm R w21 28 |2ns?ﬁp£r *
MMDDYY | M 080115 [0 [ [ [ [
B OCCURRENGE = OCGURRENCE 83 DCCURAENG 34 OCCURRENCE a6 OCCURFENGE SFAN ) OCCURFENGE SFAN &
CODE DATE CODE DATE CODE CATE CODE DATE GODE ERCM THAOUGH | CODE EROM THAOUGH
b
] ] VALUE GODES VALLIE CODES a1 WALLIE CODES
COCE AMDUNT AMOUNT cope AMOUNT
al 80 19, 00 :
b g g
c i
d :
szRECCO. | @ DESCAIPTICN 44 HOPCE | AATE { HIPPS CODE & GERV.DATE 40 BEF. UNITS ATTOTAL GHARCES 48 NOH.COVERED CHARSES |40
1183 CASE MIX 01-20 9% 1
@ |85 HOSPITAL LEAVE 4-07 2
sl 183 HOME LEAVE 10-13 B
4 4
s 5
“ “
v 7
s a
u u
1of o
" n
SAMPLE
e i
" EXAMPLE OF ICP 10 "
! WITH AN ATTENDING PRIOVIDER ONLY "
e} w
17 7
I i
1o -
a0 [
= 1
= =
) PAGE_1 _oOF _| CREATION DATE 122815 OTA : =
5 PAYER NAME 51 HEALTH PLAN ID SRR |2 450 54 PAIDR PAYMENTS 55 EST. AMOUNT CUE sanpl | 1234567890
A MEDICAID TPL ; . 5 1234567 A
E PAYMENT IF onen o
o APPLICABLE PRV D c
58 INSURED'S NAME 5GP FEL | 60 INSUFE 'S UNGUE 1D 1 GROLP NANE G2 INSLIRANCE GROUP NG,
A DOE, JOHMN 1234567890123 TPL CARRIER I
Ci CODE IF B
o APPLICABLE c
3 TREATMENT AL THORIZATION GODES 64 DOCUNENT CONTROL NUMBER 5 EMPLOYER NAME
al A a
L 309198798700 i
ol 02 e
Pl | | | | | | F
1 | | | | | | | |
68 ADMIT TIFFS | ] | | ‘ ]
[ird GOOE EGI
M Gopg TER PROGEDURE B coriMERPROCEDURE |"" 76 ATTENDING |NP| 1298765432 |d.IAL|
] Der ADAMS [rnsr JANE
o O L e rersre_fr ]
LAST |nrs1
0 REMAFKS g 78 OTHER | |m |c|.m| |
b LAsT |nrs1
¢ 74 OTHER | |NPI |\:|.w.| |
d LAGT FIRST
(B-0F CWE- 1950 FEFRACVED ONE M0, (6080951 HE CEFITIF CATIONS ON THE REVEFSE AFFLY 10 THIS BILL AND ARE MADE A FART HEREGR

NUBC =3
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APPENDIX D: CLAIMS FILING PAGE(S) 25

Instructions for Completing the UBO4 for ICF/ID Facility

Locator #

Description

Instructions

Alerts

1

Provider Name, Address,
Telephone Number

Required. Enter the name and address of the facility.

2 Pay to Name/Address/ Situational. Enter the name, address, and Louisiana
Identification Number(ID) Medicaid ID of the provider if different from the

provider data in Field 1.

3a Patient Control Number Optional. Enter the patient control number. It may
consist of letters and/or numbers and may be a
maximum of 20 characters.

3b Medical Record Number Optional. Enter patient's medical record number (up
to 24 characters).

4 Type of Bill Required. Enter the appropriate 3-digit code as

follows:

FOR NURSING FACILITY PROVIDERS:

First Digit - Type of Facility
2 = Skilled Nursing
(LOC=ICFI)
(LOC=ICF 1)
(LOC = SNF)
(LOC = SNF technology dependent care)
(
(
(

LOC = SNF infectious disease)
LOC = NF rehab)
LOC = NF complex care)

Skilled Nursing/ Intermediate Care
(LOC = Case mix)

Second Digit - Classification
1 = Skilled Nursing -Inpatient

2nd Digit “7” when
used with 1st Digit “2”
is reserved for
assignment by the
National Uniform
Billing Committee
(NUBC).

Use 2nd Digit “1”
instead.

Page 2 of 25

Appendix D




LOUISIANA MEDICAID PROGRAM ISSUED:
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Locator #

Description

Instructions

Alerts

4
(cont'd)

Type of Bill
(cont'd)

FOR ICF/ID PROVIDERS:

First digit - type of facility

6 = Intermediate Care (LOC =ICF/ID)

Second digit - classification

5 = Intermediate Care Level |
6 = Intermediate Care Level Il

FOR NURSING FACILITY and ICF/ID:

Third Digit - frequency definition

1 = Admit through discharge claim. Use this code for
a claim encompassing an entire course of
treatment for which you expect payment, i.e., no
further claims will be submitted for this patient.

2 = Interim - first claim. Use this code for the first of
an expected series of claims for a course of
treatment.

3 = Interim - continuing claim. Use this code when a
claim for a course of treatment has been
submitted and further claims are expected to be
submitted.

4 = Interim - final claim. Use this code for a claim
which is the last claim. The "Through" date of this
bill (Form Locator 6) is the discharge date or date
of death.

7 = Adjustment/ replacement of prior claim. Use this
code to correct previously submitted and paid
claim.

8 = Void/cancel of a prior claim. Use this code to void
a previously submitted and paid claim.

Federal Tax Number

Optional.

Statement Covers Period
(the from and through
dates of the period covered
by this bill)

Required. Enter the beginning and ending service
dates of the period covered by this claim (MMDDYY).

Unlabeled

Leave blank.

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.
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Locator # Description Instructions Alerts
9a-e Patient's Address Required. Enter patient's permanent address
(Street, City, State, Zip) appropriately in Form Locator 9a-e.
9a = Street address
9b = City
9c = State
9d = Zip Code
9e = Zip Plus
10 Patient's Birth Date Required. Enter the patient's date of birth using six
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.
13 Admission Hour Leave blank.
14 Type Admission Leave blank.
15 Source of Admission Leave blank.
16 Discharge Hour Leave blank.
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Locator # Description Instructions

Alerts

17 Patient Status Required. Enter the patient's 2-digit status code as
of the "Through" date of the hilling period (Form
Locator 6).

Valid Codes

01 = Discharged to home or self-care (routine
discharge)

02 = Discharged/transferred to another short-term
general hospital for inpatient care

03 = Discharged/transferred to a skilled nursing
facility (SNF) or an intermediate care facility
(ICF)

04 = Discharged/transferred to another type of
institution for inpatient care

06 = Discharged/transferred to home under care of
home health services organization

07 = Left against medical advice or discontinued care

09 = Admitted as inpatient to a hospital

20 = Expired/discharged due to death

30 = Still a patient

61 = Discharged/transferred within this institution to
hospital-based Medicare approved swing-bed

62 = Discharged/transferred to a rehabilitation facility
including rehabilitation distinct part units of a
hospital

63 = Discharged/transferred to a long term care
hospital

18-28 Condition Codes Leave blank.

29 Accident State Leave blank.

30 Unlabeled Field Leave blank.

31-34 Occurrence Codes/Dates Leave blank.

35-36 Occurrence Spans (Code Leave blank.
and Dates)

37 Unlabeled Leave blank.

38 Responsible Party Name Optional.
and Address
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Locator #

Description

Instructions

Alerts

39-41

Value Codes and Amounts

Required. Enter the appropriate value code.

*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)

*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.

Covered Days is
reported with Value
Code 80, which must
be entered in Form
Locator 39-41 of the
UB-04.

Value Codes 81, 82
and 83 are not used for
straight Medicaid
billing.

42

Revenue Code

Required. Enter the revenue code(s) which identifies
the service provided.

Bill a level of care (LOC) revenue code only once
during the month unless the LOC changes during the
month. Use the following revenue codes and
descriptions to bill Louisiana Medicaid:

FOR NURSING FACILITY
PROVIDERS:

Revenue Code & Description
(Corresponding Level of Care)

022 = Skilled Nursing Facility
Prospective Payment System (RUGS)
(88 = Case Mix -Formerly LOC 20,21, 22)

118 = Room and Board-Private Subacute
Rehabilitation
(31 = NF rehabilitation
20 = SNF/Hospice in nursing facility
21 = ICF I/Hospice in nursing facility
22 =ICF Il)

193 = Subacute Care Level Il
(Complex Care)
(32 = NF Complex Care)

194 = Subacute Care Level IV
(28 = SNF technology dependent care)

199 = Other Subacute Care
(30 = SNF infectious disease)
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Locator #

Description

Instructions

Alerts

42
(cont'd)

Revenue Code

(cont'd)

FOR ICF-ID PROVIDERS:

Revenue Code & Description
(Corresponding Level of Care)

193 = Pervasive level of care (Inventory for Client and
Agency Planning (ICAP) Score 1-19)

192 = Extensive level of care (ICAP Score 20-39)

191 = Limited level of care (ICAP Score 40-69)

190 = Intermittent level of care (ICAP Score 70-99)

NOTE: Providers will be paid at the intermittent level

of care should a recipient not have an ICAP level on

file. All recipients must have an ICAP Assessment on
file.

FOR NURSING FACILITY & ICF/ID:

Revenue Code & Description Leave of Absence

183 = Leave of Absence -
Subcategory therapeutic (for home leave)

185 = Leave of Absence -
Subcategory nursing home (for hospitalization)

43

Revenue Description

Required. Enter the narrative description of the
corresponding revenue code as indicated above in
Form Locator 42.

44

HCPCS/Rates
HIPPS Code

Leave blank.
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Locator #

Description

Instructions

Alerts

45

Service Date

Required. Enter a beginning and ending day of
service (e.g., 01-31) for each revenue code indicated.
The service day range should be the first day through
the last day of the month on which the service was
provided.

Example 1: If SNF TDC care (Revenue Code 194) is
provided for the entire month of March, the service
date should be entered 01-31.

Example 2; If the recipient is on hospital leave
(Revenue Code 185) from March 06 -12, the service
date should be entered 07-12, -- If the recipient was
discharged while on leave from the facility, the leave
days should be cut back by one day (e.g. 07-11).

Note: The claim must reflect the total number of days
billed at a particular level of care (LOC)
corresponding to the revenue code for that LOC. If
the LOC changes during the month, another claim
line must be entered with the appropriate revenue
code for that LOC and the correct number of days
indicated for that LOC for the month of service.

Required. Enter the date the claim is submitted for
payment in the block just to the right of the
CREATION DATE label on line 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 in DAYS the number of units of
service for each level of care type on the line adjacent
to the level of care revenue code, description, and
service date.

Example 1: Service date 01-31 should indicate 31
units or days for Revenue Code 194.

Note: Do not enter the actual number of units
when billing for home or hospital leave days, only
indicate the “from” and “to” days in Form Locator
45,

Example 2: (Revenue Code 185), Service date 07-
12, service units should be left blank.

47

Total Charges

Leave Blank.
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Locator #

Description

Instructions

Alerts

48

Non-Covered Charges

Leave Blank.

49

Unlabeled Field (National)

Leave Blank.

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 Identification

(ID)

Situational. Enter the corresponding health plan ID
number for other plans listed in Form Locator 50 A, B,
and C.

If other insurance companies are listed, then entry of
their Health Plan ID numbers is required.

52-AB,.C

Release of Information

Optional.

53-AB.C

Assignment of Benefits
Certification Indicator

Optional.

54-AB,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.

55-AB,C

Estimated Amount Due

Optional.

56

National Provider Identifier
(NPI)

Required. Enter the provider's NPI.

The 10-digit NPI must
be entered here.
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Locator #

Description

Instructions

Alerts

57

Other Provider Identification
(ID

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

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 to
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 = Patient is insured

02 = Spouse

03 = Natural child/Insured has financial

responsibility
04 = Natural child/ Insured does not have financial
responsibility

05 = Step child

06 = Foster child

07 = Ward of the court

08 = Employee

09 = Unknown

10 = Handicapped dependent

11 = Organ donor

13 = Grandchild

14 = Niece/Nephew

15 = Injured Plaintiff

16 = Sponsored dependent

17 = Minor dependent of minor dependent

18 = Parent

19 = Grandparent
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Locator # Description Instructions Alerts
60- A,B,C Insured's Unique Required. Enter the recipient's 13-digit Medicaid
Identification (ID) 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.
61- AB,C Insured's Group Name Situational. If insurance coverage other than ONLY the 6-digit code
(Medicaid not Primary) Medicaid applies, enter the Medicaid TPL carrier code | should be entered for
of the insurance company indicated in Form Locator commercial and
50, on the corresponding line of 61A, 61B, and/or Medicare HMOs in this
61C, as appropriate. 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- AB,C Insured's Group Number Situational If insurance coverage other than
(Medicaid not Primary) Medicaid applies, enter on lines 62A, 62B and/or 62C,
as appropriate, the insured’s number or code
assigned by the carrier or carriers to identify the
group under which the individual is covered.
63-A,B,C Treatment Authorization Leave blank.
Code
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Locator #

Description

Instructions

Alerts

64- A,B,C

Document Control Number

Situational. If filing an adjustment or void, enter an
“A" for an adjustment or a “V" for a void as
appropriate in 64A.

Enter the internal control number from the paid claim
line as it appears on the remittance advice in 64B.

Enter one of the appropriate reason codes for the
adjustment or 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 Qualifier
(Diagnosis and Procedure
Code Qualifier)

Required. Enter the applicable ICD indicator to
identify which version of ICD coding is being reported
between the vertical, 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

67 Principal Diagnosis Codes Required. Enter the most current ICD diagnosis The most specific

code.

diagnosis codes must
be used. General

67 A-Q Other Diagnosis code Situational. Enter the ICD code or codes for all other | codes are not
applicable diagnoses for this claim. acceptable. A code is
invalid if it has not
been coded to the full
number of digits
required for that code.
NOTE:
ICD-9 diagnosis codes
ICD-9 Diagnosis Codes beginning with “E” or “M” | must be used on
are not acceptable for any diagnosis code. claims for dates of
service prior to
10/1/15.
ICD-10-CM “V”, “W” “X”, & “Y” series diagnosis ICD-10 diagnosis
codes are not part of the current diagnosis file codes must be used
and should not be used when completing claims | on claims for dates of
to be submitted to Medicaid. 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).
68 Unlabeled Leave blank.
69 Admitting Diagnosis Optional. Enter the admitting diagnosis code. Refer to field locator
67.
70 Patient Reason for Visit Leave blank.
71 Prospective Payment Leave blank.
System (PPS) Code
72-AB,C ECI (External Cause of Leave blank.
Injury)
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73 Unlabeled. Leave blank.

74 Principal Procedure Code / | Leave blank.

Date
74a-e Other Procedure
Code / Date
75 Unlabeled Leave blank.
76 Attending Required. Enter the name and NPI number of the This field must be
physician ordering the plan of care. 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
Louisiana Medicaid.

77 Operating Leave blank.
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Locator # Description Instructions Alerts
78 Other Situational. If applicable, enter the name and NPI | A referring provider
of the referring provider or other physician. is NOT required on
. . the claim. However,
Note: If a referring provider is entered on the if a referring
claim, the information must be entered in FL 78 -
. " provider is entered
with Qualifier DN. )
on the claim, the
name_and NPI
number must be
entered here with the
Qualifier
DN indicating
referring provider.
The referring
provider cannot be
the billing provider.
The individual
referring provider
information should
be entered in this
field.
If entered, the
referring provider
must be enrolled
with LA Medicaid.
79 Other Leave blank.
80 Remarks Situational. Enter explanations for special handling
of claims.
8la-d Code-Code — QUAL / CODE | Leave blank.
| VALUE

SIGNATURE IS NOT REQUIRED ON THE UB-04.
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SAMPLE NURSING FACILITY CLAIM FORM

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

T HAPPY HOME NURSING HOME 4 3&%‘“ i
987 CORN 81 P T 212
ANYWHERE, LA 71111 5 FED. TAXNO, [ e ool
| osonis T 03015
OPATIENT NAME |a| DOE, JOHM OPATIENT ADDAESS a| 1235 ANYSTREET
] o] ANYWHERE [e[LA Ja[ 7m0 [o]
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]
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" u
iof o
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8) PAYMENT OTHER &
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DOE, JOHN

1234567890123
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65 EMPLOYER NAME
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OTHER PROGEDURE GTHER FRCG EDURE OTHER PROGEDURE
:C0E DWTE CODE CHTE CODE DATE 77 DPERATNG |N°' |'1W-‘ |
LAST |nrs1
0 REMARKS ey 78 OTHER | |m |Cl.b\L‘ |
b LasT |nrs1
c 73 OTHER | |NPI |a.w.‘ |
4 LasT FIRST
B4 CHE-T9E0 FPPRCVED ONE 1D, D0CE T00) THE CERTIFICATIONS ON THE REVERSE APFLY T0 THIS BILL AND ARE MAGE A FRRT HERECE.

NUB =2

Page 16 of 25

Appendix D




LOUISIANA MEDICAID PROGRAM

ISSUED:
REPLACED:

06/15/16
09/30/15

CHAPTER 26: ICF/DD SERVICES

APPENDIX D: CLAIMS FILING

PAGE(S) 25

SAMPLE NURSING FACILITY CLAIM FORM

WITH AN ATTENDING PROVIDER ONLY
(WITH ICD-10 DIAGNOSIS CODE DATES ON OR AFTER 10/1/15)

1T HAPPY HOME NURSING HOME 2 ar;‘ﬁ"il [RRRRANI
987 CORN ST. 2 214
ANYWHERE, LA 71111 5 FED. TAXNO. [ e |
[ woonis T
APATIENT NAME M DOE, JOHN 8 PATIENT ADDAESS |.~.1| 1235 ANYSTREET
o] o] ANYWHERE LA JofTrim B
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o .
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gg]?.{-‘] |I-TI2FH ‘ | | | | ‘“‘
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SAMPLE NURSING FACILITY CLAIM FORM

WITH A REFERRING PROVIDER
(WITH ICD-10 DIAGNOSIS CODE DATES ON OR AFTER 10/1/15)
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SAMPLE NURSING FACILITY CLAIM FORM ADJUSTMENT
WITH AN ATTENDING PROVIDER ONLY

ES BEFORE 10/1/15)

(WITH ICD-9 DIAGNOSIS CODE DAT

T HAPPY HOME NURSING HOME B
987 CORN ST. LMER LI
ANYWHERE, LA T1111 5 FED. O MO, §  SITMENT GVERS FERED 7
090115 | 093015
APATIENT NAME |a| DOE, JOHN 8 PATIENT ADDRESS |a| 1235 ANYSTREET
b b] ANYWHERE LA Jaf71mm B
1OBRTHOATE |“ SEX | 12 oaTE A TvPE, 15 s |18 DHR 17 STAT | 8 18 = P ™ = ® 27z ”s#ﬁ%rPo
MMDDYY 090115 30 | | |
:;C‘!.'.IDEOD:UFHE\.?E LC”-'_\E L\CGI_HFEDP:&E sngEocmm%;\’:E :?."GDE DL‘-L‘!_IFH;P_EI;E gféDE OE%EIHEME SPN!II AROUGH E'.IDE OEI?E'MFHE'CE SPAP!” AROUGH 7
B E
] ] VALLE CODES WLUIE CODES A LU CODES
CODE AMOUNT AMOLINT CODE AMOLNT
al 8o 3000 :
b :
]
d
43REV O | @ DESCAITION 44 HER(E ¢ RATE {HIPPS COOE & SEAV.DATE 48 GER. UNITS ATTOTAL CHARGES 48 NOW.COVERED CHARGES | 40
1022 CASE MIX 01-30 0 : : i
2| 185 HOSPITAL LEAVE 0507 2
3| 183 | HOME LEAVE 10-12 : : s
4 : : 4
5 5
8 ‘
T r
“ "
1 “
1o ®
| i
| SAMPLE '
12 "
" EXAMPLE OF ICD 09 "
! WITH AN ATTENDING PROVIDER ONLY *
1o ®
1) i
1 w
4 “
20 n
= ]
= e
) PAGE_1 _OF _1 CREATION DATE 122815 OTA : =
50 PAYER NAME 51 HEALTH FLAN ID e[| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 6 WPl 1234567890
A MEDICAID TPL ; s 1234507 .
o PAYMENT IF oTER o
o APPLICABLE FRAV D ©
B8 INSURED'S NAME B8P FEL| 60 INSUFE ['S UNGUE IO 61 GROUP NAME 62 INSURANCE GROUP NOU
A DOE, JOHN 1234567890123 TPL CARRIER »
L CODE IF B
o APPLICABLE ]
63 TREATMENT ALUTHORIZATION CODES &4 DOCUMENT CONTROL NUMBER 6 EMPLOYER NAME
A A .
8| 5274198798700 ]
L 02 d
EIREEL 29411 [ [ [ [ [ [®
] | | | | | | | |
“SKDMW |ngg£ |E?c| | | ‘ |a
M FENCIPAL FROCECURE L ool HER PROCEDURE B oo MR FROCEDURE - J 76 ATTENDING |NP, 1208763432 |m~.|
LsT ADAMS [FinsT JANE
con ER PROCEDTE oo 2THER PROCEDURE e |N,,I |M| |
[ LAST [FisT
80 AEMARKS QW{ T8 OTHER | |l\ﬂ | ClJ.v\Ll |
b LAST |I'|I'ST
c T4 OTHER | |NPI | \J.W.| |
d LAST |F|R§T
LB-0d CMS- 1480 AFPROVE D OMB ND. 0608 060, HE CERTIA CATIONS ON THE REVERSE APFLY TO THIS BILL AND ARE MADE A PART HEREDF
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SAMPLE NURSING FACILITY CLAIM FORM ADJUSTMENT

WITH AN ATTENDING PROVIDER ONLY
(WITH ICD-10 DIAGNOSIS CODE DATES ON OR AFTER 10/1/15)

T HAPPY HOME NURSING HOME H [ I
987 CORN ST, S 27
ANYWHERE, LA 71111 5 FED. TAXND. | T = |
| wonis T wanis |
APATIENT NAME |. | DOE, JOHN 9 PATIENT ADDAESS |.-4| 1235 ANYSTREET
b o[ ANYWHERE [o[LA T 71100 o]
1ORIATHOATE |"SE" |12 oatE "l TvPE. 18 sac |6 D "GW| 8 8 @ P 5 m 21 e |2n§#\:§_§r [
MMDDYY 090115 0l | | | |
31 OCCURRENCE % OOCURRENCE 53 OCCUPRENG 34 OCCURRENCE 3 OCCURRENCE SPAN = DCCURRENCE SPAN o
CODE CATE [ DATE CODE DATE CODE DATE CODE FROM THROUGH | CODE FROM THRAOUGH
b
k) | VALUE CODES LLIE CODES
CODE AMOUNT AMOUNT
al 80 19 00
b :
]
d
AzREV CD. | 4@ DESCRIPTICN 44 HEPES {RATE / HIFPE CODE £ SV OATE 45 EEF. UNITS ATTOTAL CHARGES 48 NOH.COVERED CHARGES |40
1022 CASE MIX 01-20 1% 1
@ 183 HOSPITAL LEAVE 05-08 2
al 183 HOME LEAVE 17-19 3
4 4
s s
“ “
v v
o o
u u
1ef o
W o
SAMPLE
¥ -
“ EXAMPLE OF ICD 10 i
! WITH AN ATTENDING PROVIDER ONLY "
1o -
1) v
1 "
1o -
20 =0
| n
= &
) PAGE_ 1 _OF _| CREATION DATE 122815 0 : =
50 PAYER NAME 51 HEALTH PLAN 1D e | [Faec] 54 PRIOR PAYMENTS 55 EST.AMOUNT CUE sanpl | 1234567890
A MEDICAID TPL : (73 1234567 A
o PAYMENT IF omER o
o APPL .I('r\l'f:l E PRV D c
68 INSLRED'S NAVE EoRPEL | 60 INSUPRE /S UNGUE ID 1 GROLE NAME 2 INSLRANCE GROUPNOL
A DOE, JOHN 1234567890123 TPL CARRIER o
Ci CODE IF B
C APPLICABLE ©
0 TREATMENT AUTHORIZATION CODES €4 DOCUMENT CONTROL NUMBER 5 EMPLOYER NAME
af A A
Bl S2TRI98THRT00 ]
| 02 &
g(l}'.{” ‘I-TIESH ‘ ‘ | | | |CN
]
] — | | e - | | ]
il opE TER PROCEDURE, B oo NER PROCEDURE. i TeaTTENDING [Pl 1298765432 ]
] usT ADAMS [Finst JANE
e R, | oo ]|
LaST |rwr51
B0 REMARKS BIcs momeR | [ E
b LAST |rm
B 78 OTHER | |Nm | \:u.w.| |
d LisT |nrm
CE-0F CIET 460 FFPROVED OGN N0, (008 T80 THE CERTIH CATIGNS GN THE REVERSE APPLY T0 THIS BILL AND ARE MADE A FART HEREGR
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ISSUED:
REPLACED:

06/15/16
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SAMPLE ICF/ID FACILITY CLAIM FORM

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

1 BLOMMING ICF-DD FACILITY 2 B[
1800 CORN ST, [ 653
ANYWHERE, LA 71111 5 FED. TAX MO, |£ .F:wr:dumu cm:nﬁlgmgﬂ |.r
| osonis T oss0is |
8 PATIENT HAME |.| DOE, JOHN 0 PATIENT ADDAESS |u| 1235 ANYSTRE
b o[ ANYWHERE [e[LA Tl 71101 o]
1O BIRTHDATE |“"[" | 12 ONE MR laTvPE 18 sAg |1 DR "5““| B 18 M ] = 2T 28 |2us§&r 0
MMDDYY 080115 30 | | ‘ | | | ‘
Fooe” TR Booe *C " ONE Bope "R Fooe o deoe O S nous | Bone 2ot i T
b b
E] ) VALIEGCDES LUE GODES
CODE AMDUNT AMDUNT
al 80 30 00
b 2
cf
d
42REV.COL | @ DEBCAIPTICN 44 HGPUE /FNTE ( HIFPE CODE £ SERY. DATE 48 SV UNITS 4TTOTAL CHAREES 48 NON.COVERED CHARGES |40
1 193 01-30 30 1
2 185 03-05 2
sl 183 HOME LEAVE 12-15 s
4 4
5 5
. e
7 v
® '
W "
i o
W u
SAMPLE
i -
" EXAMPLE OF ICD 09 *
! WITH AN ATTENDING PRPOVIDER ONLY "
e -
1) v
o "
19 "
20l 0
2| P
= =
) PAGE_1 OF | CREATION DATE 100315 0 : @
5 PAYER HAME 51 HEALTH FLAN 1D Sre] [ 54 PRICR PAYMENTS 55 EST. AMOUNT DUE sa el | 1234567890
A MEDICAID TPL : 5 1234567 .
B) PAYMENT OTHER &
E APPLICABLE PRV O ©
58 INSURED'S NAME FoRFEL | 60 INSURE 'S UNGUE ID 1 GROLP NAME 2 INSURANCE GROUIF NOL
A DOE, JOHN 1234567890123 TPL CARRIER [«
o CODE IF B
E APPLICABLE e
3 TREATMENT ALUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 5 EMPLOYER NAME
o A
L W
¢ 3
2 B | | | | I
: | | | | | | |
o AT TIERS |:%\ | ]
i opf "IN PROCEDURE, B oooR ER PROCEDURE. i TeATTENDING  |nPi 1298763432 [aun]
] st ADAMS [First JANE
S . rereme_f i
LAST |r|rs1
80 REMAFKS e 78 OTHER | |m | El.b\ll |
b LasT |r|rs1
¢ 7a OTHER | |NPI | u.w.| |
d LagT |r|rm
BT TR T 60 AFFROVE D IS R, D608 065, HE CERTINCATIONS ON THE REVERSE APFLY T0 THISBILL AND ARE WAGE A FART HERED
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SAMPLE ICF/ID FACILITY CLAIM FORM

WITH AN ATTENDING PROVIDER ONLY
(WITH ICD-10 DIAGNOSIS CODE DATES ON OR AFTER 10/1/15)

T BLOMMING 1CF-DD FACILITY B T
1800 CORN ST P
ANYWHERE, LA 71111 5 FED. TAXHO. © OWTENENT OvERa PERD
100115 T 102015
8 PATIENT NAME |. ‘ DOE, JOHN 8 PATIENT ADDRESS |= ‘ 1235 ANYSTREET
b o[ ANYWHERE [e[LA Ja[T0I11 [o]
HOBIATHOATE |“SE"||2 owre "l TR 14 TvPe 18 gpe |19 DHA ”GW| ® 18 e PO = ® er  ee |2ns¢1‘\:TDEr o
MMDDYY 080115 [ [ [ |
31 OCCURRENGE % OCCURPENCE 33 OCCUPRENCE 84 OCCURAENCE GCCUFRENGE SPAN =® OCCURRENCE SPAN o
CODE CATE GODE DATE CODE CATE CODE DATE FROM THROUGH | CODE EFOM THROUEH
E] ) VALUECOES a1 LLJE GOOES
CODE AMOUNT COrE AMOUNT
al 80 19 00
b 2
C|
d
42REV CD. | @ DESCRIFTIN 44 HEPES | RATE /HIPPE CODE £ SERV.DATE 45 EEF. UNITS ATTOTAL CHARGES 48 NONLCOVERED CHARGES | 40
193 CASE MIX 01-20 1% 1
185 HOSPITAL LEAVE 03-05 2
183 HOME LEAVE 12-15 3
1
s
.
T
s
u
"
SAMPLE “
W
®
EXAMPLE OF ICD 10 1
WITH AN ATTENDING PROVIDER ONLY *
"
e
"
"
m
w
e
PAGE_| _oF _| CREATION DATE 110515 0 : -
50 PAYER NAME 51 HEALTH PLAN ID S| [Fa 54 PRIOR PAYMENTS 6 EST. AMOUNT DUE s NP 1234567890
MEDICAID TPL : 7] 1234567 A
OTHER u
APPLICABLE PRV D ©
58 INSLRELYS NANE 5GP FEL | 50 INSURE 'S UNGUE ID 1 GROLF NANE 2 INSURANCE GROUF NGO
DOE, JOHN 1234567890123 TPL CARRIER o
CODE IF B
APPLICABLE ©
3 TREATVENT AUTHOFIZATION CODES 4 DOCUMENT CONTROL NUMBER G5 EMPLOYER NAME
A
8
3
B \ \ \ \ | | &
] \ \ \ \ | | |
60 ADMIT | TIFFE | = ‘ ]
X CODE ECI
T ERNCIPAL PROCEDURE L ool ™ER PROCEDURE B L ongiHER PROCEDURE |rv, 76 ATTENDING |M,I 1298765432 |m| |
] ssT ADAMS [Finst JANE
e o R + o E
LAST |r|rs1
80 REMARKS 10 78 OTHER ‘ |m |CI.IAL| |
b LasT |r|rs1
c 73 OTHER ‘ |NPI |\:|.w.| |
4 LasT FIRST
UB-04 CMS-1450 APPRDVE D OME NO. [HE8 {84, HE CERTIF CATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF
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SAMPLE ICF/ID FACILITY CLAIM FORM

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

T BLOMMING ICF-DD FACILITY 2 AT
1800 CORN ST, S AN
ANYWHERE, LA 71111 5 FED. TOXND. [ER R e C’—““ﬁ;gﬁ'gﬁ;{f
[ oserte T 090516
APATIENT HAME |.| DOE, JOHN 8 PATIENT ADDRESS |=| 1235 ANYSTREET
b o] ANYWHERE [e[LA Ta[ 71011 [o]
10BIRTHDATE “‘5“ |12 owre Ul 4 TepE 16 sag |18 DA "‘GW| W i m P e ™ = = er 28 |2ns|ef‘x:TDET w
MMDDYY 20 ‘ | | | |
T OCCURRENGE 2 DOCURPENCE 33 OCCUPRENG B DCCURRENCE 36 GCCUPRENGE SPAN ) OCCURAENGE SPAN a7
CODE DATE CODE DATE CODE DATE CODE DATE COOE FROM THACUGH CODE FROM THRACUGH
!
= £ VALLIE CODES VALLIECODES
CODE LINT AMOLNT
al 80 500
b :
c
d
47BN CD. | @ DESCRIPTION 44 HEPCS ¢ RATE / HIFPE CODE £ 5ERV DATE 48 SERY. UNITS ATTOTAL CHARGES 48 NOW.COVERIED CHARGER | 40
1193 CASE MIX 01-05 5 1
2 B
3 3
4 4
5 s
5 “
v v
[ 8
fl w
1o ©
it u
: SAMPLE
[r ®
b EXAMPLE ORICD 10 "
WITH A REFERRING PROVIDER ;
W e
l [
i 0
20 el
o P
= =
L PAGE_1 _OF _| CREATION DATE 110515 0 =
51 PAYER HAME 51 HEALTH PLAN (D ’;'N';,‘_? [ | 54 PRIOR PAYMENTS 55 EST.AMOUNT DUE s WP 123456790
A MEDICAID TPL ; 57 1234567 A
L PAYMENT QTHER o
g APPLICABLE PRV D ©
B8 INSLRED'S NANE GOF FEL| B0 INSURE 'S UNIGUE D 1 GROLP NANE G2 INSLIFANCE GROUP NOL
A DOE, JOHN 1234567890123 IPL CARRIER o
L CODE IF B
g APPLICABLE e
3 TREATVENT ALTHORIZATION CODES 4 DOCUMENT CONTROL NUMBER 6 EMPLOYER NAME
4 A
L 8
I o
| | | | | | &
| | | | | | | |
| TiPRE ‘ 7 | | |.u
GOOE EGI
T FNCIL FROCECLRE o MER PROCEDURE B gl ER FROCEDURE |f-) S — |NPI 1298765432 |m|
I usT_ADAMS [Frsr_JANE
o e, O o5 ™5 vermme_f i
LAST FIRST
B0 AEMARKS e 78 OTHER ID_‘J |NJ 1588999959 |ﬂJﬂL| |
b st DOE Fast APRIL
s 7 OTHER | |NPI |U.W.| |
d LAST FIRST
B0 CME 1460 AFFRGVE D O M0, 608 06 THE GERTIF GATIONS ON THE REVERSE AFFLY 10 THIS BILL AND ARE MADE A FRAT HEREDF.
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ISSUED:
REPLACED:

06/15/16
09/30/15

CHAPTER 26: ICF/DD SERVICES

APPENDIX D: CLAIMS FILING

PAGE(S) 25

SAMPLE ICF/ID FACILITY CLAIM FORM ADJUSTMENT

WITH AN ATTENDING PROVIDER ONLY

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

! BLOMMING ICF-DD FACILITY 2 :’t;‘%“;l [RRRRRN]
1800 CORN ST, T 657
ANY WHER| 7101 5 FED. TAX MO, [T T ST Y
[ osonis 093015
APATIENT NAME |a| DOE, JOHN 8 PATIENT ADDAESS |.=| 1235 ANYSTRE
b b] ANYWHERE [e[LA TeJ7rim1 [o]
19 BRTHOATE |“59‘ |12 o "R TeTvPE 15 sro [190HR ”GW| T COREMNEOESy s ® 21 8 |2's*rr'§ -
MMDDYY 080115 30 | ‘ L | | | | |
81 OCCURAENGE 2 OOCURPENCE 30 OCCUPRENG M OCCURRENCE 36 OCCUPRENGE SPAN GCCUPRENGE EPAN G
CODE DATE CODE DATE CODE DATE CODE DATE CODE FROM THROUGH CODE FACM THROLIGH
! b
£l k] VALUE GCDES 41 LLIE CODES
CcOpE LINT COpE AMOINT
al 80 3000
B :
C|
d
42AEACD | @ DESCRIFTICN 44 HCPCS {RATE (HIFPS CODE &5 SERY. DATE 40 EEFI. UNITS ATTOTAL CHARGES 48 NON-COWERED CHARZES |40
193 CASE MIX 01-30 kil 1
2 185 HOSPITAL LEAVE 04-07 2
3| 183 HOME LEAVE 10-13 3
4 4
5 5
“ “
7 7
s s
" "
iof o
W i
SAMPLE
i u
" EXAMPLE OF ICD 09 I
! (VITH AN ATTENDING PRDVIDER ONLY "
e "
13 i
it "
1o -
20 e
i F
= =
" PAGE_1 _OF _1 __ CREATION DATE 122815 0 d
50 PAYER. NAME 51 HEALTH PLAN D Srm| [Far 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE sahpl [ 1234567890
A MEDICAID TPL ; & 1234567 *
L PAYMENT IF OTHER B
g APPLICABLE PRV D ©
58 INSURED'S NAME EGFFEL | 60 INSURE 'S UNOUE ID 1 GROLP NAME 2 INSURANCE GROUF NO.
4 DOE, JOHN 1234567890123 TPL CARRIER o
[ CODE IF B
g APPLICABLE ©
63 TREATMENT AUTHORZATION CODES 64 DOCUMENT CONTROL NUMBER 85 EMPLOYER NAME
o A A
o 5276198798700 ]
& 02 e
G L | | | | | [
d | \ | | | | \ |
“Sxm” ‘.’HO:CF&DE |E’§I | | |a
o RGP FROCEDUE b opd™MER PROGEDURE B ol e FROGEDUE % rearTEon [ 1298765432 [am]
] [ ] st ADAMS [rmsr JANE
oo JHER PROCEDURE d copSHER PROCEDURE e ool HER PROCEDURE 77 OPERATMG |M;I |.g_w_|
LasT [FirsT
80 FEMARKCS 1 T8 OTHER | |m |CIML| |
b LasT ‘nrm
i 7 OTHER | |NPI |\1w.| |
4 LAsT ‘nrs'r
B NS a5 FFPACVED GME D, D00 Ta0) HE CERTIFICATIONS ON THE REVEFSE AFFLY T0 THIS BILL AND ARE MADE A FRAT HEREDF:
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09/30/15

CHAPTER 26: ICF/DD SERVICES
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SAMPLE ICF/ID FACILITY CLAIM FORM ADJUSTMENT

WITH AN ATTENDING PROVIDER ONLY
(WITH ICD-10 DIAGNOSIS CODE DATES ON OR AFTER 10/1/15)

" BLOMMING ICF-DD FACILITY

A

CHTL &
1800 CORN ST, R T 657
ANYWHERE, LA 71111 & FED. TAX NO. |& .Flslr;duw cmsnﬁ‘:gﬂgﬁ 7
| 1oomis T 102015
A PATIENT NAME |a| DOE, JOHN B PATIENT ADDAESS ‘a | 1235 ANYSTREET
b o] ANYWHERE [e[ra Ja[71im [o]
1O BIRTHOATE |“ SEX ‘ 2 o ISR laTvee 15 se|'8 DU 17 GTj“'| B wm R w21 28 |2ns?ﬁp£r *
MMDDYY | M 080115 [0 [ [ [ [
B OCCURRENGE = OCGURRENCE 83 DCCURAENG 34 OCCURRENCE a6 OCCURFENGE SFAN ) OCCURFENGE SFAN &
CODE DATE CODE DATE CODE CATE CODE DATE GODE ERCM THAOUGH | CODE EROM THAOUGH
b
] ] VALUE GODES VALLIE CODES a1 WALLIE CODES
COCE AMDUNT AMOUNT cope AMOUNT
al 80 19, 00 :
b g g
c i
d :
szRECCO. | @ DESCAIPTICN 44 HOPCE | AATE { HIPPS CODE & GERV.DATE 40 BEF. UNITS ATTOTAL GHARCES 48 NOH.COVERED CHARSES |40
1183 CASE MIX 01-20 9% 1
@ |85 HOSPITAL LEAVE 4-07 2
sl 183 HOME LEAVE 10-13 B
4 4
s 5
“ “
v 7
s a
u u
1of o
" n
SAMPLE
e i
" EXAMPLE OF ICP 10 "
! WITH AN ATTENDING PRIOVIDER ONLY "
e} w
17 7
I i
1o -
a0 [
= 1
= =
) PAGE_1 _oOF _| CREATION DATE 122815 OTA : =
5 PAYER NAME 51 HEALTH PLAN ID SRR |2 450 54 PAIDR PAYMENTS 55 EST. AMOUNT CUE sanpl | 1234567890
A MEDICAID TPL ; . 5 1234567 A
E PAYMENT IF onen o
o APPLICABLE PRV D c
58 INSURED'S NAME 5GP FEL | 60 INSUFE 'S UNGUE 1D 1 GROLP NANE G2 INSLIRANCE GROUP NG,
A DOE, JOHMN 1234567890123 TPL CARRIER I
Ci CODE IF B
o APPLICABLE c
3 TREATMENT AL THORIZATION GODES 64 DOCUNENT CONTROL NUMBER 5 EMPLOYER NAME
al A a
L 309198798700 i
ol 02 e
Pl | | | | | | F
1 | | | | | | | |
68 ADMIT TIFFS | ] | | ‘ ]
[ird GOOE EGI
M Gopg TER PROGEDURE B coriMERPROCEDURE |"" 76 ATTENDING |NP| 1298765432 |d.IAL|
] Der ADAMS [rnsr JANE
o O L e rersre_fr ]
LAST |nrs1
0 REMAFKS g 78 OTHER | |m |c|.m| |
b LAsT |nrs1
¢ 74 OTHER | |NPI |\:|.w.| |
d LAGT FIRST
(B-0F CWE- 1950 FEFRACVED ONE M0, (6080951 HE CEFITIF CATIONS ON THE REVEFSE AFFLY 10 THIS BILL AND ARE MADE A FART HEREGR
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