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CLAIMS RELATED INFORMATION

Hard copy billing of waiver services are billed on the paper CMS-1500 (02/12) claim form or
electronically on the 837P Professional transaction. Instructions in this appendix are for
completing the CMS-1500; however, the same information is required when billing claims
electronically. Items to be completed are listed as required, situational or optional.

Required information must be entered in order for the claim to process. Claims submitted with
missing or invalid information in these fields will be returned unprocessed to the provider with a
rejection letter listing the reason(s) the claims are being returned, or will be denied through the
system. These claims cannot be processed until corrected and resubmitted by the provider.

Situational information may be required, but only in certain circumstances as detailed in the
instructions that follow.

Paper claims should be submitted to:

DXC Technology (Formerly Molina Medicaid Solutions)
P.O. Box 91020
Baton Rouge, LA 70821

Services may be billed using:

J The rendering provider’s individual provider number asthe billing provider number
for independently practicing providers; or

o The group provider number as the billing provider number and the individual
rendering provider number asthe attending provider when the individual is working
through a ‘group/clinic’ practice.

NOTE: Electronic claims submission is the preferred method for billing. (See the EDI
Specifications located on the Louisiana Medicaid website at www.lamedicaid.com, directory link
“HIPAA Information Center, sub-link “5010v of the Electronic Transactions” — 837P Professional
Guide.)

Providers are responsible for complying with the requirements in Chapter 1, “General Information
and Administration Provider Manual” of the Medicaid Services Manual. This manual is available
on the Louisiana Medicaid website under the “Provider Manuals” tab.

www. lamedicaid.com/provweb1/Providermanuals/manuals/ GIA/GIA.pdf
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This appendix includes the following:
. Instructions for completing the CMS 1500 claim form and samples of completed
CMS-1500 claim forms.
o Instructions for adjusting/voiding aclaim and samples of adjusted CMS 1500 claim

forms.
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CMS 1500 (02/12) INSTRUCTIONS FOR
HOME AND COMMUNITY — BASED WAIVER SERVICES
http//www.lamedicaid.com/provweb1/billing information/CMS 1500 Waiver.pdf
Locator # Description Instructions Alerts
e
1 Chamova/ Required-- Enter an “X” in the box marked Medicaid | “WAIVER” at thetop
p (Medicaid #). center of the Louisiana
Group Health Plan / Medicaid claimform
FecaBlk Lung '
Required - Enter the recipients 13-digit Medicaid I.D.
number exactly as it appears when checking recipient
eligibility through MEVS, eMEVS, or REVS.
la Instred’s .. Number NOTE: The recipients' 13-digit Medicaid ID number
must be used to bill claims. The CCN number fromthe
plastic ID cardis NOT acceptable. The ID number
must match the recipients name in Block 2.
. Required - Enter the recipients last name, first name,
2 | Patents Name middle inifal.
: , Situational- Enter the recipients date of birth using
Patients Birth Date six digits (MM DD YY). Ifthere is only one digitin this
field, precede thatdigit with a zero (for example, 01 02
3 07).
Sex Enter an X" in the appropriate box to show the sex of
the recipient
4 | dsN Situational- Complete correcty if the recipient has
nsurea's Name other insurance; otherwise, leave blank.
5 Patients Address Optional - Printthe recipients permanentaddress.
6 raﬁent Relatonship to Situational- Complete if appropriate or leave blank.
nsured
7 Insured’s Address Situational- Complete if appropriate or leave blank.
8 SEEERVED FORNUCC Leave Blank
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Locator # Description Instructions Alerts
9 Other Insured’s Name Situational- Complete if appropriate or leave blank.
Situational - If recipient has no other coverage,
leave blank.
If there is other commercial insurance coverage, the gﬁoLJéhbee%'r?tigriég?ﬁe
o | Otermsetspoycr | S8 S5 08 T e B SO nisfeid DOV
Group Number in is biock. 1 ler code Is Indl enter dashes, hyphens,
Medicaid Eligibility verificaion (MEVS) response as orthe word TPL in the
the Network Provider Identficaion Number. field.
Make sure the EOB or EOBs from other
insurance(s) are atiached to the claim.
% RESERVED FOR NUCC Leave Blank.
USE
9 RESERVED FOR NUCC Leave Blank.
USE
Insurance Plan Name or P . .
ad ProgramName Situational- Complete if appropriate or leave blank.
Is Patients Condition T . .
10 Related To: Situational- Complete if appropriate or leave blank.
Insured’s Policy Groupor | o .. . .
11 EECANumber Situational- Complete if appropriate or leave blank.
Insured’s Date of Birth
1la Situational- Complete if appropriate or leave blank.
Sex
OTHER CLAIMID
11b (Designated by NUCC) Leave Blank.
Insurance Plan Name or I . .
11c ProgramNarme Situational- Complete if appropriate or leave blank.
Is There Another Health T . .
11d Beneft Plan? Situational- Complete if appropriate or leave blank.
Patients or Authorized
12 Person’s Signature Situational- Complete if appropriate or leave blank.
(Release of Records)
Insured’s or Authorized T . . .
13 Person’s Signature glgrl:l?tlonal— Obtain signature if appropriate or leave
(Payment) '
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Locator # Description Instructions Alerts
Date of Currentlliness/ :
14 Injury / Pregnancy Optional.
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
17 gri)rc?dzfr Effggg}gs ource Situational- Complete if applicable.
17a Unlabeled Situational- Complete if applicable.
17b NPI Situational- Complete if applicable.
Hospitalization Dates
18 Relatedto Current Optional.
Services
ADDITIONAL CLAIM
19 INFORMATION Leave Blank.
(Designated by NUCC)
20 Outside Lab? Optional.
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Locator # Description Instructions Alerts
The most specific
diagnosis codesmust
beused. General
codesare not
acceptable.
Required - Enter the applicable ICD indicator to adi .
identfy which version of ICD coding is being reported In(1:u[)st9bd£gsrécésgsncodes
ICD Indicator g:%eegrg;i\é?gﬂﬁdmm ines in the upper right- claims for dates of
% ICD-9-CM service priorto 10/1/15.
0 ICD-10-CM ICD-10- codesmust be
21 Required - Enter the most currentICD diagnosis used on Cla'ms for
code dates of serviceon or
. ' ' after 10/1/15.
ﬁ)lgagnos:s”?‘r lr\lalure of NOTE: The ICD-9-CM "E" and "M"series diagnosis Referto the brovider
ess orinury codesare not partof the currentdiagnosis fle and ngtiec o 2 o ng gmoi\r/]' teh o
should not be used when completing claims to be federall : dg
submitted to Medicaid. rederatly require
implementation ofICD-
10 coding which is
posted onthe ICD-10
Tab at the top of the
Home page at
(www.lamedicaid.com)
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Locator # Description Instructions Alerts
Situational. Iffling an adjustment or void, enter an “A”
for an adjustment or a “V” for a void as appropriate
AND one of the appropriate reason codes for the L
adjustment or void in the “Code” portion ofthis field. E:I)eccg Is\g?r\]’élg}fga;ﬁ()f
Enter the internal control number fromthe paid claim Eg?r\]/édt%r: glrjorgerret tlg .
line asit appears on the remitance advice in the 213 Adjustment/Voig
Original Ref. No.” portion of this field. forms will be required
Appropriate reason codes follow: Egzlﬁ;)the CMS 1500
22 Resubmission Code .
&m I To adjust orvoid more
01 = Third Party Liability Recovery -
02 = Provider Correction ;hsgi?nnzgf”;r!?:on
03 = Fiscal AgentError form is,requipred for
38 2 gﬁtgr Ofice Use Only —Recovery each claimline since
eachlinehasa
. differentinternal
Voids
10 = Claim Paid for Wrong Recipient control number.
11 = Claim Paid for Wrong Provider
00 = Other
23 Prior Authorization (PA) Required-Enter the 9-Digit PA number in this field.
Number
Supplemental T
24 Information Situational
Required-- Enter the date of service for each
procedure.
24A Date(s) of Service
Either six-digit(MM DD YY) or eightdigit (MM DD
YYYY) format is acceptable.
. Required-- Enter the appropriate place of service
248 Place of Service code for the servicesrendered.
24C EMG Leave Blank.
Required-- Enter the procedure code(s) for services
, rendered in the un-shaded area(s).
24D Procei_dures, Services, or
Supplies If amodifier(s) is required, enter the appropriate
modifier in the correctfeld.
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Locator # Description Instructions Alerts
Required - Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference
24E Diagnosis Pointer letier (“A”,“B”, efc.) inthis block.
More than one diagnosis/reference number may be
related to a single procedure code.
24F Amount Charaed Required-- Enter usual and customary charges for the
g service rendered.
. Required-- Enter the number of units billed for the
246 Days or Units procedure code entered on the same line in 24D
. Situational- Leave blank or enter a“Y" ifservices
24H EPSDT Famiy Plan were performed asaresult of an EPSDT referral.
Optional.Ifpossible, leave blank for Louisiana
24 0. Qual Medicaid billing.
In instanceswhere the
Situational- Ifappropriate, entering the Rendering billing provideris
Provider’s 7-digitMedicaid Provider Number in the required to link
243 Rendering Provider |.D. # shaded portion of the block is required. attending providers of

Entering the Rendering Provider's NP1 in the non-
shaded portion of the block is when the 7-digit
provider number is entered in the shaded portion.

services, enteringthe
attending provider
Medicaid IDnumberis
required.

25

Federal Tax I.D.Number

Optional.

26

Patients Account No.

Situational- Enter the provider specific identifier
assigned to the recipient. This number will appear on
the Remittance Advice (RA). Itmay consist of letiers
and/or numbers and may be a maximum of 20
characters.

27

Accept Assignment?

Optional. Claimfling acknowledges acceptance of
Medicaid assignment.

28

Total Charge

Required—Enter the total of all chargeslisted on the
claim.
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Locator # Description Instructions Alerts
Situational- IfTPL applies and block 9A is
completed, enter the amount paid by the primary payor
. (including any contracted adjustments). Enter ‘0" if the
29 Amount Paid third party did not pay.
If TPL does notapply to the claim, leave blank.
30 Reserved for NUCCuse | LeaveBlank.
: - Optional -- The practiioner or the practiioner’s
g{?g&?;ﬁnocflﬁ 51%;|C|an o | authorized representative’s original signature isno
31 Degreesor Credentials longer required.
Date Required-- Enter the date of the signature.
32 ﬁ]?(:\rlrir?:ﬁlcz)ﬁcnny Location Situational- Complete as appropriate or leave blank.
32a NPI Optional.
32b Unlabeled Situational- Complete if appropriate or leave blank.
33 Billing Provider Info & Required-- Enter the provider name, address
Phone # including zip code and telephone number.
Required - Enter the biling provider’s 10-digitNPI
33 NPI number.
:Tjegﬁr;]rséjr— Enter the billing provider’s 7-digitMedicaid The 7-digit Medicaid
33b Unlabeled ' Provider Number must
ID Qualifier - Optional. Ifpossible, leave blank for anrenar On paper
Louisiana Medicaid billing. claims.

REMINDER: MAKE SURE“WAIVER” ISWRITTENINBOLD, LEGIBLE
LETTERS AT THE TOP CENTER OF THE CLAIM FORM

Sample forms are on the following pages
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SAMPLE WAIVER CLAIM FORM WITH ICD-10 DIAGNOSIS CODE
(DATES ON OR AFTER 10/01/15)

ElpsiE [
e
[=1e%> g
&
HEALTH INSURANCE CLAIM FORM 2
APPROVED BY HATIONAL UNSFORM CLAM COMMITTEE MNUCC) 0212 o
T T]e o 11|
—— - i
1. MEDICARE MEDCAID TRCARE CHAMPYA QTHER |1a INSURED'S LD. NUMBER Far Prgram in am 1)
Madhears 8) 3 (Madicaid o) {IDRDsE} (Member (0] o gE7E543210123
2_PATIENT'S NAME (Last Name, First Name, Middie fisl) e T LA e 4 IMNSURED'S NAME [LasiNama. First Nama, Midda Ingial
] el |
JAYCO, TRAVIS 07 |31 72 mX F
5 PATIENT S ADDRESS (Mo Srael) 6. PATIENT RELATIONSHIP TO INSURED 7. NSURED'S ADORESS (No.. Rraet)
St pousa  Child Cnmer
Ty STATE [ RESERVED FOR NUCC USE iy STATE
BP COLE TELEPHONE (nduda frea Coda) TPCODE TELEPHONE [nduda Ama Cada)
( ) ( )
T OTHER MEURED'S NAME (Lasi Name, First Mama, Middia i) 10 55 PATIENT & COMDATION RELATED TG0 71 NSUREDS POLICT GROLUP 6 FECA NUMBER
a. OTHER INSURED'S POLICY OR GROUP NUMBER 3 EMPLOYMENT?{Current or Pravious) a MEUREDS DATE OF BT B

LR
M

TPL Code if applicable YES

=3 ] i
PLACE (State) |5 OTHER CLAIMID Dasignatad By NUCT)
=
& RESERVED FORNUCC USE ) ALE i CE Pj DR PROGRAM NAME
YES o

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d RESERVEED FOR LOCALUSE d 5 THERE ANOTHER HEALTH BENEFIT PLAN?

b. RESERVED FOR NUCC USE b AUTO ACCIDENT?

PATIENT AND INSURED INFORMATION

Ifyes. compieta lwems 9 9a and 9d
ERSON'S

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM 13, NSURE

NATURE | autodza

12 PATEENTS OR AUTHORIZED PERSONS SIGNATURE | aufhorize tha rdease ol any medical o ater ormation nece sary payr radical be nad physician o suppiier S
0 procass Fis clam | a0 mauas paymant of gowemmend ban atis afarta mvseld orfo e party who acoapls assignmant sardoas dascibed baow

EATE SGNED
NT LLMNESS. SNJURY, or PREGNANCY (LMP) 15 0THER DATE - " 18 DATES PATIENT UNABLE TO WORK BN CURRENT OCCUPATION
| | | MM DO Yy MM | DD ¥ i M | DD ¥Y
QuaLl oUALL | ! FROM ! ! To | |
17 HAME OF REFERRING PROVIDER OR OTHER SDURCE 7 18 HOSPITAL ZATION DATES RELATED TOCURRENT SERVICES
a] | SPIRHEATRS DA TR L -
b | NP | FROM I ! TO | !
T8 ACDITIONAL CLAM SNFORMATION (Cesignasd by NUGG) 20007 ES § CHARGES

21 DAGROSIS OR NATURE OF ALMESS DR NJURY  Relaia A-L 10 3anice line below 28]  comd [0 | CRIGINAL FEF. NG

3 PRIOR AUTHORIZATICN NUMBER

Prior Auth #

POINTER $ CHARGES

10{08 15[10 ;081512 | | | R T e

0o 15|10joef15|12]| | [ & | 7500 | 25 | [WRI]
o 5 T I | i ] | [wei]
| iy =

I I N IS A N 23
g | a0 0 | N N I N MM N N NN 0

ﬁ 1 1 1 1 1 1
| T I | ||| [wet]
25 FEDERAL TAX LD NUMBER 55N BN 26 PATIENTS ACCOUNT NO 27 ACCEFT ASSIGNMENT? 28 TOTAL CHARGE 30 BALANCE DUE
(For gove. dame. sae hack) |
1234 X YEs NO 5 165 |D'D ] ! 3 165/00
3t 8 PPLIER 3. SERVICE FACILITY LOCATION INFORMATION 33 BLUNG PROVIDER INFO 8PH# (225 ) 555-4957
the siasment varsa HERE FOR YOU WAIVER
il and ara made apan theradf) 200 MAIN ST
ANY TOWN, LA 70000
sanen Ima Biller oare VLSS |2 L] a 123967654 |= 1239876
MUCC Instruction Manual available at: www.nucc.ong PLEASE PRINT OR TYPE APPROVED OMB-0S38-1187 FORM CMS-1500 (02-12)

20 AMOUNT PAID

aply b #is

e PHYSICIAN OR SUPPLIER INFORMATION
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ADJUSTING/VOIDING CLAIMS

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

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

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

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

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

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

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

o If the claim has been successfully adjusted previously, the most current ICN (the
ICN of the adjustment) must be used to further adjust the claim or to void the claim.
Providers are required to submit adjustment claims for all PAID services that are
adjusted in their EVV system or LaSRS.

o If the claim has been successfully voided previously, the claim must be resubmitted
as an original claim. The ICN of the voided claim is no longer active in claims
history. The timely filing requirements apply to resubmitted claims that were
previously voided (one year from date of service).

If a paid claim must be adjusted, almost all data can be corrected through an adjustment with the
exception of the Provider Identification Number and the Recipient/Patient Identification Number.
Claims paid to an incorrect provider number or for the wrong Medicaid recipient cannot be
adjusted. They must be voided and corrected claims submitted.
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Adjustments/Voids Appearing on the Remittance Advice

When an Adjustment/Void Form has been processed, it will appear on the Remittance Advice
under Adjustment or Voided Claim. The adjustment or void will appear first. The original claim
line will appear in the section directly beneath the Adjustment/Void section.

The approved adjustment will replace the approved original and will be listed under the
"Adjustment” section on the RA. The original payment will be taken back on the same RA and
appear in the "Previously Paid" column.

When the void claim is approved, it will be listed under the "Void" column of the RA.

An Adjustment/Void will generate Credit and Debit Entries which appear in the Remittance
Summary on the last page of the Remittance Advice.

BILLING FOR SERVICES ON HOSPITAL ADMIT/DISCHARGE DATES

Claims for waiver services that overlap with a hospital stay will be denied with a 508 denial code.
In order for the claim to be considered for reimbursement, the claim must be submitted manually.
The following documentation must be submitted in order to receive payment for services rendered.

. Hospital admission and discharge paperwork. The date AND time of admit and/or
discharge must be clearly denoted on the hospital paperwork with the recipient’s
name;

. Timesheets for date of admit/discharge;

. Service logs for date of admit/discharge; and

. Properly completed CMS 1500 claim form for services provided as instructed

previously in this section.
Mail claim form and supporting documentation to:
Louisiana Department of Health, OCDD
Attn: Provider Program Manager
P.O. Box 3117, Bin 21
Baton Rouge, LA 70821-3117

Keep a copy of all claim forms and supporting documentation for your files.

Sample forms are on the following pages.
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SAMPLE WAIVER CLAIM FORM ADJUSTMENT WITH ICD-10 DIAGNOSIS CODE
(DATES ON OR AFTER 10/01/15)

HEALTH INSURANCE CLAIM FORM

WAIVER

~+=— CARRIER —

APPROVED BY MATIONAL UNFORM CLAM COMMITTEE NUC a2
T, MEDICARE  MECWCAID TRCARE CHAMPR FEC OTHER | 1a INSUREDS LD. NUMBER fFarPragram in fom 1)
Medfcare 0} X (Medicaid 1 {IDIDaD0) (Msmber 10F) T B |9aTE543210123

2. PATIENT'S NAME (Last Name. First Name. Middie inisal)

JAYCO, TRAVIS

T PATIENTS BIRTH DATE
M i) Y

“I"I
07 {31 | 72 mMX

4 INSUREDS NAME (LastNama Frst Name. Midda ntal

! )

5 PATIENT S ADDRESS (Mo_ Street] 7. INSURED'S ADORESS (No.. St
CITY STATE CiTY STATE
P COD: TELEPHONE [indude Araa Coda) 2P CODE TELEPHONE Pnduda Ama Cada)

( )

2 OTHER BSURED'S NAME (Last Nama, Fim2 Nama, Middla nisa))

10 B5 PATEENT S CONCATION RELATED TO.

11 NSURED'S POLICY GROUP OR FECA NUMBER

READ BAC

12 PATEENTS OR AUTHOR! PE!

% procass Fis claim | @
o

FIETITHINE DA s ST

CATE

a OTHER INGURED'S POLICY OR GROUP NUMBER & EMPLOYMENT? {Current or Pravinis) a -;56-:5:;5%-\1 ECF gH =3
TPL Code if applicable YES HO ! "
b. RESERVED FOR NUCC USE B AUTO ACCIDENT? PLACE (St | B OTHER CLAIMID {Casgramed by HUGGH
& RESERVED FOR NUCC USE & SA PL & INSURANCE PLAN NAME OR PROGRAM NAME
\ -
. NSURANCE PLAN NAME OR PROGRAM NAME 100 RES 7 LOGAL USE 4 15 THERE ANOTHER HEAL TH BENEFIT PLAN?

PATIENT AND INSURED INFORMATION

£l autaiza
itian or spplier far

'_--'-!-'-‘%;:‘T Li NESS. INJURY , or PREGNANCY (LMP)
I

14 EJ\‘T?

15.0THER DATE

16
MM
FROM I

TATES PATENT UNABLE T0 WORR I CURAENT OCCURATION
00 | YY W i

18 ADDITIONAL OLAM INFORMATION {Designated by NUCC)

QuaLl AL | i ! ™
17. HAME OF REFERRING P ROVIDER OR OTHER SOURCE 7, 18. HOSPITALZATION DATES RELATED TO CLIRRENT SERM
17a | [ PR i ot T W W s
1B

FROM I I TO |
| I

20 OUTSIDE LAG?

-3 HO
2T DAGHLS'S OF NATURE OF ALAESS OF WJURY  Ras AL 5 sorvoa 108 580w 242]  cord |0 | e L e
4 1G5 10 «i . A02 | 5299198798700
(N | .| 23 PRIOR AUTHORIZATION NUMBER
| i Prior Auth #

24 A DATE(S) OF SERVICE F ‘ J

ram Ta RENDERING
MU > 4] ¥ MM oo Y § CHARGES v PROVIDER ID. ¥

1 —— ]

10{08 15|10 408 115[12| | 85125 [uNi 1+ | A | 2000 | 30 |

e[ 3 '
N O T SN N

o I SN NN 5 Y O OO

6 ! | ! 1 | | |

[ f— T

1234

26 PATIENTS ACCOUNT NO

24 TOTAL CHARGE

s 90100

20 AMOUNT PAID

s |

i 3

10 BALANCE DA

£

90100

e
agply %o fis bil and are made apathered )

2. SERVICE FACILITY LOCATION INFORMATION

33. BILLNG PROVIDER INFO & PH#
HERE FOR YO U WAIVER
200 MAIN ST

ANY TOWN, LA 70000

(225 ) 5554957

sianep Ima Biller oare 1018/15

[

b

2 123967654 &

12396876

e PHYSICIAN OR SUPPLIER INFORMATION

MUCC Instruction Manual available at: www.nucc.om

PLEASE FRINT OR TYPE

APPROVED OMB-0838-1187 FORM CMS-1500 (02-12)
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SAMPLE CLAIM FORM

(]l i
%&% :
. £
HEALTH INSURANCE CLAIM FORM T
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02112 5
[T JFca FIGA ﬂ—ri
1. MEDICARE METHCAID TRIGARE BERYE, oLan OTHER | 18, INSURED'S D, NUMBER (For Pragram in liem 1)
[ [ ae [ awion [ sanron [ 1000 1055w
2 PATIENT'S NAME (Last Namg, First Name, Middig Inftia]) 4 PATIENTS BIRTH DATE BEX 4. INGURED'S NAME (Last Nama, First Nam, Middl Infta])
| |
|| W ] f[]
5 PATIENT'S ADDRESS (Na., Btreat) 6. PATIENT RELATIONSHIP TO INGURED 7. INSURED'S ADDRESS (No., Sirasi)
sen|_| spousa] | Gnia] | omer[ |
Gy STATE | 8. REBERVED FOR NUCC USE oY STATE s
E
ZIP CODE TELEPHONE (include Area Cade} ZIP CODE TELEPHONE {incitide Area Code} E
8. OTHER INSUREL'S NAME {Laat Name, First Name, Miccla Inftial) 10, 16 PATIENT'S CONDITION RELATED TO: 11, INSUREDYS POLIGY GROUP OR FECA NUMBEF. E
8
& OTHER INSURED'S FOLIGY OR GROUP NUMBER 2. EMPLOYMENT? (Gurrsnt or Previous) . INSUREB'S DATE OF BIgTH SEX £
I
[ Jres [ ]ne | -\ ]2
b. RESERVED FOR NUCG USE b. AUTO AGGIDENT? PLAGE (stets) | B. OTHER CLAIN D (Designised by NUGC) a
[ves C[Jno | =
. RESERVED FOR NUGC USE . OTHER ACGIDENT? & INSURANCE PLAN NAME DR PROGRAM NAME E
[hes [ B
oL INSURANGE PLAN NAME OR PROGRAM NAME 10d. GLAIM CODES (Designated by NUCG) 4. 18 THERE ANOTHER HEALTH BENEFIT PLANT =
DYEG DNO & yos, completa tems 9, Ba, and 8d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIB FORM. 13. INSURELYS OR AUTHORIZED PERGON'S BIGNATURE | authortzn
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authortze the relesse of any medicsl of othier iIformetion necessary payment of medical benefits to the undersigned physidian or supplier for
proceas this . requsst payme: govemme r or o g icen .
tn this cluim. | abso request nt of nt binafits siiher to myse! or ko the party who accepts assignment sarvices describad below.
below.
SIGNED DATE BIGNED kd
14. DATE OF CURRENT ILLNESS, IURY, of PREGNANCY (LMP) |15, OTHER DATE - - 18. DATES PA11ENT HNABLE TO WORK IN CURRENT QppurATION &
| " o g ! | | FoM | w |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 79, HOSPITALIZATION DATER RELATED TO GURRENT SERVIC
'] M
| ] mou | el
19. ADDITIONAL CLAIM INFORMATION (Dissignated by NLIGC) 20, OUTBIDE LAB? 4§ CHARGES
[Jves [e | |
T T
21. DIAGNOSIS OR NATURE OF ILLNESS ORI INJURY Fislede AL fo sarvica e below (24E) oo ] 2. HERUBMISSION ER ATy
Al Bl el D. |
= el i i 23. PRIOR AUTHORIZATION NUMBER
I ] K L
24 A, DATE(S) OF SERVICE B. | C. | D. PROCEDURES, BERVICES, OR SUPPLIES E. F. Q_ [H] I J. ]
From o PLACECF] (Explain Unusual Clrcumstances) DIAGNOSIS s | RENDERING o
MM DD w¥¥ MM DD YY |SERWCE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNTE | P | OMAL PROVIDER ID. # E
1 I | | | | ‘ | | ‘ I S e E
| | | | ! | NP1 4
=
2 C | . | ! | ——_——.— =
S T A S N I B
3 | | | I | | | | P e — E
N N O O O | 1 [ | \ L [ | [wm 5
1 I | I N e e b S O
g I | L | = 8
= I O I N I = 3
I I I | | 1 | | E
6 | | | | | | | | e F
I S I (O O i [ | | I N I . ¥
25, FEDERAL TAX |.D. NUMBER 88N EIN 28, PATIENT'S ACCOUNT NO. @ ACSEFTASSIGNMENT? | 28 TOTAL CHARGE 29. AMOUNT PAID | 30. Raval for NUCC Une
(1] YES NO $ i $ j |
1. SIGNATURE OF PHYSIGIAN OR SUPPLIER 82, SERAVICE FAGILITY LOGATION INFORMATION 39, BILLING FROVIDER INFO & PH # ( )
INCLUDING DEGREES OR CREDENTIALS:
| certily that the stataments on the reverse
epply i this bil and ane made a part thereof.)
SIGNED DATE hes o _ % b
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