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APPENDIX J: CLAIMS RELATED INFORMATION PAGE(S) 15

CLAIMS RELATED INFORMATION

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

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

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

Paper claims should be submitted to:

DXC Technology
P.O. Box 91020
Baton Rouge, LA 70821

Services may be billed using:

. The rendering provider’s individual provider number as the billing provider number
for independently practicing providers; or

o The group provider number as the billing provider number and the individual
rendering provider number as the 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 web site at www.lamedicaid.com, directory
link “HIPAA Information Center, sub-link “5010v of the Electronic Transactions” — 837P
Professional Guide.)

This appendix includes the following:

. Instructions for completing the CMS 1500 claim form and samples of completed
CMS-1500 claim forms; and
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Instructions for adjusting/voiding a claim and samples of adjusted CMS 1500 claim

forms.

CMS 1500 (02/12) Billing Instructions for Personal Care Services

LOC; tor Description Instructions Alerts

Medicare /

Medicaid / Tricare

1 gﬂ:mg\e;; Required -- 'En_ter an X _in the box

Group Health Plan marked Medicaid (Medicaid #).

/

Feca Blk Lung
Required — Enter the
recipient/beneficiary’s 13-digit
Medicaid I.D. number exactly as it
appears when checking
recipient/beneficiary eligibility through
MEVS, eMEVS, or REVS.

1a Insured’s I.D.

Number NOTE: The recipient/beneficiary’s 13-
digit Medicaid ID number must be used
to bill claims. The CCN number from
the plastic ID card is NOT acceptable.
The ID number must match the
recipient/beneficiary’s name in Block
2.

Required — Enter the

2 Patient’s Name recipient/beneficiary’s last name, first
name, middle initial.
Required — Enter the

Patient’s Birth recipient/beneficiary’s date of birth

Date using six digits (MM DD YY). If there
is only one digit in this field, precede

3 that digit with a zero (for example, 01
02 07).

Sex
Enter an “X” in the appropriate box to
show the sex of the
recipient/beneficiary.
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LOC: tor Description Instructions Alerts
Situational — Complete correctly if the
4 Insured’s Name recipient/beneficiary has other
insurance; otherwise, leave blank.
Optional — Print the
5 Patient’s Address | recipient/beneficiary’s permanent
address.
Patient . ) . .
6 Relationship to Situational — Complete if appropriate
or leave blank.
Insured
7 Insured’s Address Situational — Complete if appropriate
or leave blank.
RESERVED FOR
8 NUCC USE Leave Blank.
9 Other Insured’s Situational — Complete if appropriate
Name or leave blank.
Other Insured’s
%9a Policy or Group Leave Blank.
Number
RESERVED FOR
9b NUCC USE Leave Blank.
RESERVED FOR
9c NUCC USE Leave Blank.
Insurance Plan . . . i
od Name or Program Situational — Complete if appropriate
or leave blank.
Name
Is Patient’s . . . .
10 Condition Related Situational — Complete if appropriate
To: or leave blank.
Insured’s Policy N . :
11 Group or FECA Situational — Complete if appropriate
or leave blank.
Number
Insured’s Date of
Birth Situational — Complete if appropriate
1la
or leave blank.
Sex
OTHER CLAIM
11b ID (Designated by | Leave Blank.
NUCC)
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LOC: tor Description Instructions Alerts
11c Il\rl];r%r:r(])iePI:(I)Zr;am Situational — Complete if appropriate
or leave blank.
Name
11d ﬁeznirfgglne?‘:?er Situational — Complete if appropriate
or leave blank.
Plan?
Patient’s or
12 'F?\:rgl)onr’lzésc:gnature Situational — Complete if appropriate
or leave blank.
(Release of
Records)
Patient’s or
13 Authorized Situational — Obtain signature if
Person’s Signature | appropriate or leave blank.
(Payment)
Date of Current
14 lliness / Injury / Optional.
Pregnancy
15 OTHER DATE Leave Blank.
Dates Patient
16 gﬂfrtélr?tto Work in Leave Blank.
Occupation
Situational — Complete if applicable. For LA
Enter the applicable qualifier to the Medicaid other
left of the vertical, dotted line to source is defined as
Identify which provider is being the ordering
reported. provider.
0 DK Ordering Provider
. Any provider
Nam_e of Referring In the following circumstances, enteyré)d as an
17 Provider or Other . . . .
Source entering the_ name (First Name, ordering provider
Middle Initial, Last Name) followed by | must be enrolled
the credentials of the ordering with LA Medicaid.
physician or non-physician
practitioner and appropriate qualifier Note: LTPCS does
IS required: not require an
* EPSDT - PCS Services ordering provider
always require an ordering but if no one is
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LOC: tor Description Instructions Alerts
provider listed on the claim,
it must be valid.
Situational Complete if applicable. Enter the 7- digit
17a Other ID # Enter the 7-digit Medicaid ID number | Medicaid ID
of the ordering provider. Number here.
Situational — Complete if applicable. The 10-digit NPI
17b NPI# Enter the NPl number of the ordering Number is
provider. required.
Hospitalization
18 Dates Related to Optional.
Current Services
Additional Claim
Information
19 (Designated by Leave Blank.
NUCC)
Outside Lab?
20 $Charges Leave Blank.
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LOC: tor Description Instructions Alerts
ICD Indicator
Required -- Enter the applicable ICD
indicator to identify which version of
ICD coding is being reported between
the vertical, dotted lines in the upper The most specific
right-hand portion of the field. di >LSP
0 ICD-10-CM iagnosis codes
must be used.
21 Diagnosis or Required -- Enter the most current Sgtngg;!, C’E)adbelse are
Nature ICD diagnosis code. P '

of lliness or Injury

NOTE: ICD-10 external cause of
injury diagnosis codes V, W, X and Y
will be accepted as non-primary
diagnosis codes
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Locator
#

Description

Instructions

Alerts

22

Resubmission
Code and/or
Original Reference
Number

Situational — If filing 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 adjustment or void in the “Code”
portion of this field.

Enter the internal control number from
the paid claim line as it appears on the
remittance advice in the “Original Ref.
No.” portion of this field.

Appropriate reason 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/Beneficiary

11 = Claim Paid for Wrong Provider
00 = Other

To adjust or void
more than one
claim line on a
claim, a separate
form is required
for each claim line
since each line has
a different internal
control number.

23

Prior
Authorization
(PA) Number

Required — Enter the 9-digit prior
authorization number for the authorized
services.

24

Supplemental
Information

Situational.

24A

Date(s) of Service

Required -- Enter the date of service
for each procedure.

Either six-digit (MM DD YY) or eight-
digit (MM DD YYYY) format is
acceptable.

24B

Place of Service

Required -- Enter the appropriate place
of service code for the services
rendered.
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LOC: tor Description Instructions Alerts
24C EMG Leave Blank.
Required -- Enter the procedure
code(s) for services rendered in the un-
shaded area(s).
Procedures,
24D Services, or Enter appropriate modifier with
Supplies procedure code:
UB = LT-PCS
EP = EPSDT-PCS
Required — Indicate the most
appropriate diagnosis for each
procedure by entering the appropriate
reference number letter (“A”, “B”, etc.)
24E Diagnosis Pointer | in this block.
More than one diagnosis/reference
number may be related to a single
procedure code.
Required -- Enter usual and customary
24F $Charges charges for the service rendered.
Required -- Enter the number of units
24G Days or Units billed for the procedure code entered
on the same line in 24D.
. Situational — Leave blank or enter a
24H EE?]DT Family “Y if services were performed as a
result of an EPSDT referral.
Optional. If possible, leave blank for
2411 1.D. Qual. Louisiana Medicaid billing.
Rendering
24J Provider | D. # Leave Blank.
Federal Tax I.D. .
25 Number Optional.
Situational — Enter the provider
S, specific identifier assigned to the
26 Ea:)tlent s Account recipient/beneficiary. This number will
' appear on the Remittance Advice (RA).
It may consist of letters and/or numbers
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LOC: tor Description Instructions Alerts
and may be a maximum of 20
characters.
97 Accept Optional. Claim filing acknowledges
Assignment? acceptance of Medicaid assignment.
Required — Enter the total of all
28 Total Charge charges listed on the claim.
29 Amount Paid Leave Blank.
Reserved for
30 NUCC use Leave Blank.
Signature of Optional — For the PCS CMS 1500,
Practitioner or the practitioner or the practitioner’s
Supplier Including | authorized representative’s original
31 Degrees or signature is no longer required.
Credentials
Required -- Enter the date of the
Date signature.
Service Facility . . .
39 Location Situational — Complete as appropriate
: or leave blank.
Information
32a NPI Optional.
3% Unlabeled Situational — Complete if appropriate
or leave blank.
Billing Provider Required -- Enter the provider name,
33 Info & address including zip code and
Phone # telephone number.
The 10-digit NPI
33a NPI Required — Enter the billing provider’s | Number must
10-digit NP1 number. appear on paper
claims.
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LOC: tor Description Instructions Alerts

Required — Enter the billing provider’s

7-digit Medicaid 1D number. The 7-digit

Medicaid Provider
Number must
appear on paper
claims.

33b Other ID # ID Qualifier - Optional. If possible,

leave blank for Louisiana Medicaid
billing.

Sample PCS Claim Form — See below.

Page 10 of 15 Appendix H



LOUISIANA MEDICAID PROGRAM

ISSUED:
REPLACED:

08/23/19
05/16/19

CHAPTER 30: PERSONAL CARE SERVICES

APPENDIX J: CLAIMS RELATED INFORMATION

PAGE(S) 15

—

=
ER
HEALTH INSURANCE CLAIM FORM

AFFROVEDEY NATICHAL UNIFOSM CLAIM COMMTTES (NUCC

Mail completed forms to:
DXC Technology

P.0. Box 91020

Baton Rouge, LA 70821

CARRIER —)—

[TTIFe T
|. WEDICARE MEDIZAIC = TRICAFE i CHALPA .iL-l".Jl‘ LN I CITHER| 14, INSURED'S LD, NUMBER Sop Frogram In e T
e 1 [ 3] e ADEDC) | twamier 0 [ ] r15) i “[ies | 1234567890123
2F SNT'S NAME t Mam amg, hidds Inifal) 8. Fi:"IT,I_ -S'EB RTH SEX 4 INELUREDE e, Wl Iniial)
LOU, JANNIE flos v rlx
8 PATIENT'S ADDREBS (uo_, Sresn) 6 PATIE FHELATICRSHIP TOINSURED NEUREL'S ADDRESS (140, STaen
1234 ANYLANE "”‘|X| Spuse ‘ oh ¢—| : ;.—.-|| |
oy STATE | 8. RESERYED FOR NUCC LUSE ~emy BTATE
MYTOWN LA
ARPCCODE TELEFHONE nude Area Coca)
70000 (225) 999-7777

9 OTHER INSUREL B MANE (Lagl Mame, FTsl ana, NIl nild)

o

BPATIENT'S CONDITICN RELATED TC

1INEURED S

FOLICY OF GROUFE KURMEEF EMPLOYMENTT (Cunrent o

“SAM PLE?:

. RESERWYED FOR NUCC USE CTHER ACCIH

Fravmus)

: OF PROGRAM NAME | 100 LA CODES cDos graled by HUCET

WITH AN ORDERING PRO!

BEX
=

o INSURANCE Pl NAME R PROGR 4 HAME

0,15 THERE ANDTHE R HEALTH BENEFIT FLAN?

s 9, 93, and Bd

AT

T
Slan or e il o

| <————— PATIENT AND INSURED INFORMATION —————————

O’)U‘l-b-wll\)

DATE
JRHEENT ILLMESSE MIURY, o PREGHANCY (LMP [ 15 OTHER DATE 16 HAELE f];' HE INCUF |\ | AT TP ATION
TY i MM | o ki 0 [} Ty
(eI} ! o | | TO | |
17 NAME OF REFERAING PROVDER CF CTHER SOURL 72| [ 1234567 S RELATED O CLAFPENT SEFICER
: e oy i 1 |
DK | JOHN DOE, MD 70| e | 1234567890 oo |
18 ADCITIOMAL CLAIM INFORARMATION (Desiop sted by MICT) § it
BT DIAGRICEIS OF HATURE OF ILLNESS OF IRIUAY FeEE &L esrace | ine teon 246 RN EIERD
Diinel | | = ORIGINAL REF. MO
. G808 & C ol
e g o oy 23 FRICA ALTHOFIZATICN HUWEER
: g 123456789
DATES) CF SEMIC D. FAO SE, OR SUPFLIES 3 = 1 v
Frem netances) Dl AaroE [+
W DD e 5o o WIDDIFIER FONTER E
o3| ot |1e|oa| ot || 2| | A 15
[y
; =
Bacca|19|03 [E|1‘3 12 | A e
=
\ | | | &
03| o5 |19 |03 05 1| 2 A I
@
Y ; ' " e
6 ite |03 o8| 18| 12| A c
=
<
] : - || 5
I I I I 7]
I
| | | e B i Bt
: | I _§ || N I I o
= IEFAL TAN | 01 DUIME 350 EIN 28 PATIENT'S & L ] 2 TOTAL CHAFGE MCUMT P&l 30 Rswd.h LIC
1234 | s 165.00 Il
| SUFFLIES |32 SERVICE FACILITY LOCATION INFCRMATIC |32 BLUNGFROVIDER INFO & FHE ‘ 800 233-3333
PCS AGENCY
700 MAINST
ANY TOWN, LA 70000
i = 1326547895 |» 1987654
ICC Instruction Manual available 8 www nuce.oin PLEASE PRINT OR TYPE APPROVED CMB-USEE-TT97 FLRM 500 (LD T2)
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Adjustments and Voids

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

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

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

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

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

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

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

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.

o If the claim has been successfully voided previously, the claim must be resubmitted
as an original claim. The ICN of the voided claim is no longer active in claims
history.

If a paid claim must be adjusted, almost all data can be corrected through an adjustment with the
exception of the Provider Identification Number and the Recipient/Beneficiary/Patient
Identification Number. Claims paid to an incorrect provider number or for the wrong
Medicaid recipient/beneficiary 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/VVoid will generate Credit and Debit Entries which appear in the Remittance
Summary on the last page of the Remittance Advice.

Sample PCS Claim Form Adjustment Form — See below.
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=4

ElprE]
S
HEALTH INSURANCE CLAIM FORM

&FFROVED £V NATICHAL

LNIF SR CLAIM COMM TTES (NUCC) 024

Mail completed forms to:
DXC Technology

P.O. Box 91020

Baton Rouge, LA 70821

PICA T

CHALFA,
."fmr\r»:-.'.ﬂ£| |r f|

COTHER

g |_| [ing)

13, INBURED'S L. MNUMBER

1234567890123

(For Frogram in nem 1)

I\-’\‘—'_M Mamg, First Hama, Midde Inital]

'S

4 INEUREDS NAME _gst Narne, First rlame, hidcs nifa)

70000 {225) 999-7777

3. OTHER INSURELD 3 MANE (Lasl Hame, Fist Nana, Micdle il 0,15 PATIENT'S CONDITIZN AELATED TC:

5 OTHER INSURED CLICY TR GROUP W UMBEF & EMPLOYMENT? (Cument or Prewous)
=7 ,.Ea)(}ﬁ
c. RESERYED FLR NUGCC USE .

d. INSURANCE FLAR HAME OR PROGRAM HAME A1 CCOES (Des gnated by ML

WITH AN ORDERING PR

READ EACK UF FORI I EIEFOHE COMPLE
MNITHORIZEL Al
i | A0 EoEs Yy

TACN TECEESH Y
csipment

Jn’u Enfe

SIGHED DATE

LOU JANNIE

B E 5 ADDRE Jun, Shresn 7 INSLIAED'E ADDFESS (uo., Skert
1234 ANYLANE

o T [sTa=
MYTOWN

ARCODE TELEPHOME Qnilu de Area Cocia) ;I"'_"'JCL TELEFPHONE dude .ﬂIEE..f.\:(Ia)

11 INSJRED'S FOLICT GACUP OR FECA HUMBSR

SEX

4. INSURED 'S DATE OF BIRTH
MM | DD ¥

= INSURANUCE FLAN NAME CR PRUIGR 54 HARME

5 THERE ANOTHER HEALTH BENEFIT PLANT

ijEB

iyes, complats ilem: @, 93 and 8d

= | mithoriza
0 s Gan O cupdiian for

MIURY, or FREGHAMNCY (M)

16, O HER DATE
[FRE]

14 DATE OF CURF I”'IHIJ\ BR
bt J

|
17 HAME CF REFERRING PROW \|| =5

: STHES SOURCE
DK | JOHN DOE, MD

1234567
1234567890

170 M I

| <———— PATIENT AND INSURED INFORMATION —————»~|<€—CARRIER—)

MORE IN CURRENT OCCUIPATION
¥ nirs oo vy

3 AELAT ED TOCURFIENT SERVICES
; Vi [ ]
FROI T |
1

ADDIT ICRIAL CLAIN | MFCRIMATION (D23l a1z by HOCS)

§CHARCES

QO s W

350 EIN 26: PATIEMT'S ACCOUNT NOU

27 ACTEFT
':-J-ilu

| |X]vE
SERWICE FACILTY LOCATION INFORMATION

1234

E

IMMA BILLER
03/29/19

SIGHED LaTe b

2 O AGNCETE OF HATURECF ILLNESS CH INUAY Feate AL o s uce |ne beow [24E —— o]
(i E CRIEINA FEF. MO
. G808 &9 ol A0z 9070123456002
£ et , il 23 FRICA ALTHORIZETI 0N NUWEER
| Ll PR # IF APPLICAELE
24 A E F 3 1 z
|DlAGHCEIS f-ﬂ‘-‘ TPEE D 5]
Wi FONTER § CHAZGES unis P | olsl L::
—— -4 E
0 A 42100 | e 2
| [’
- : S E— :
£ | I | E =N i
| | | ; A R = e o i é
H | H | | ! | HEl B
n
! ! | [ T S fuo)
| | ! | | ] I | 1R o
I i i i
| 4
I ] T N S S SR B | -—
- - | | E ) i E
F
| | | 1 | | L L
- : [ = | [

28 TOTAL CHARGE | AT PaID
42,00 |
|3 slnerRoVD= FD e (800 ) 233-3333
PCS AGENCY
700 MAINST
ANY TOWN, LA 70000

| 1326547895 |- 1987654

30. Revd. for NUCC Lise

—
NLUCS Ingtruction Manual available ab www nuee orn PLEASE PRINT OR TYPE

APPHROVED OMB-USSB-TT97 FURM 150U (U T2)
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(Bl
B
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212

4
u
T
3
[TT]PeA PICA ﬂ—ri
1. MEDICARE  MEDICAID TRICARE GEONE OTHEA| 18, INSUREDYS 1.D. NUMBER {For Fragram in liem 1)
DMDMJDM DMD‘JDM D Dmm
2 PATIENT'S NAME (Last Nams, First Name, Midlo Intia) 8. PATIENT BIRTH QATE BEX 4. INBURED'S NAME (Last Name, First Name, Middl Inltal)
] W] [
5. PATIENT'S ADDRESS (No,, Strest} 6. PATIENT RELATIONSHIP TO INGURED 7. INBURED'S ADDRESS (No., Strsel)
Sof|_| Spouse | Caii[ | Other| |
oY STATE | 8. REBERVED FOR NUCC USE oY STATE z
E
ZIP CODE TELEBHONE (Include Amsa Cosla) ZIP CODE TELEPHDME {includa Area Code) ;
9, OTHER INSUREDTS NAME {Last Name, Firet Name, Middl Inftal) 10,18 PATIENT'S CONDITION RELATED TO: | 11, INSUREDYS POLIGY GROUP OR FECA NUMBER T2
o
= - ™
& OTHER INSURELY'S POLIGY R GROUP NUMBER 2. EMPLOYMENT? (Cumant ar Pravious) . INSURED'S DATE OF BIRTH : =3 L
[Jves [ [n | M| ] 2
b. RESERVED FOR NUCGT USE b. ALUTO AGGIDENT? PLAGE (State) b. DTHER CLAIM 1D (Designstad by NUCC) é
[ves SEINY, | <
. RESERVED FOR NUGC USE & OTHER ACGIDENT? « INSURANCE PLAN NAME OR PROGRAM NAME E
[ e [Te =
. INSURANGE PLAN NAME OF PROGRAM NAME 10d. CLAIM CODEB (Designated by NUCT) d. 15 THERE ANOTHER HEALTH BENEFIT PLANT -
DYES DI‘D  yos, complata ltems 9, Ba, and 8d.
READ BACK OF FORM BEFORE COMPLETING & SKINING THIS FORM. 3. INSURED'S OR AUTHORIZED PEREON'S BIGNATURE | auinorizs
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE. | uhartzn the rolesse of ay medkcal o olier iformation nacsssary. | payment o medical bansfta to the undereigned phyalcian or suppler for
tu process this daim. | alse sitfar o mypet or o the party who necapls smignment sorvices described below.
ok,
GIGNED DATE ' SIGNED
4. DATE OF CURRENT ILLNESS, INIURY, o PREGNANCY (LWF) |15, OTHER DATE " 18, DATEB PATIENT UNABLE TO WORK IN CURRENT CCCUPATION A
| . |
! au ), | || FROM | | ™ i
17. NAME OF REFERRING PROVIDER OF OTHER SOURGE 17 18. HOBPITALIZATION DATER AFLATED TO CURRENT SERVICES
|
| 17 NP FROM : -
19 ADDITIONAL CLAIM INFORMATION (Desigrated by NUCT) 20, OUTBIDE LABT $ CHARGES
[ Jves [no | ‘
21, DIAGNOSIS O NATURE OF ILLNESS O INURY Risiats A-L & sarvica Iina below I i
p g B8 icomd y i CRIGINAL REF. NO.
| Bl | | D. |
23, PRIOR ALTHORIZATION NUMBER
| FL  — Wl
L | 4 K L
24.A.  DATE(S) OF SEAVICE B | C | D. PRDCEDURES, BERVICER, OR BUPPLEES E 3 a_ [H] ) =
To PLACE OF [Expialn Unusual Circumstances) DIAGNOSIS DS | > RENDERING o
MM DD =¥¥ MM DD Yy |G| EMO | CPTHCPCS | MODIFIER POINTER | S cHARGES LNTS | P | CUAL PROVIDER ID. # B
=
1 | | | . — ) £
| | | . NP o
]
20 L | EEE | | G =
. . § Ll | [m £
s |
3 | L | . | ! T — &
| I | i I | ‘ | I ! | | | | NPI =
@
| | T
- Y B 8
I O O S 2
e e S T
| | | | | |
L T - o | £
25. FEDERAL TAX |D. NUMBER SENEN |28 PATENTSBACCOUNTNO. |27 gGCEFT Ngam 28, TOTAL CHARGE 25 AMOUNT PAID | 30, Rawvdfor NUCC Use
LI [ e d | |s .‘ i
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