LOUISIANA MEDICAID PROGRAM ISSUED: 11/01/10
REPLACED: 10/01/97
CHAPTER 30: PERSONAL CARE SERVICES
APPENDIX J: CLAIMS FILING PAGE(S) 14
CMS 1500 (08/05) Billing Instructions for Personal Care Services
Locator # Description Instructions Alerts
Medicare / Medicaid /
Tricare Champus / Required -- Enter an “X” in the box marked Medicaid
1 Champva / (Medicaid #)
Group Health Plan / '
Feca Blk Lung
Required — Enter the recipient’s 13 digit Medicaid ID
number exactly as it appears when checking recipient
eligibility through MEVS, eMEVS, or REVS.
la | Insured's |.D. Number | \re. The recipients' 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’s name in Block 2.
9 Patient's Name quulrgq - Enter the recipient’s last name, first name,
middle initial.
Patient’s Birth Date Required — Enter the recipient’s date of birth using six (6)
digits (MM DD YY). If there is only one digit in this field,
3 precede that digit with a zero (for example, 01 02 07).
Sex Enter an “X” in the appropriate box to show the sex of the
recipient.
, Situational — Complete correctly if the recipient has other
4 Insured’s Name . ) .
insurance; otherwise, leave blank.
5 Patient’s Address Optional — Print the recipient’s permanent address.
6 r;astllﬁgé Relationship to Situational — Complete if appropriate or leave blank.
7 Insured’s Address Situational — Complete if appropriate or leave blank.
8 Patient Status Optional.
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 coverage, the state assigned 6-digit TPL
9a Other Insured’s Policy or | carrier code is required in this block (the carrier code list
Group Number can be found at www.lamedicaid.com under the
Forms/Files link).
Make sure the EOB or EOBs from other insurance(s) are
attached to the claim.
Other Insured’s Date of
9h Birth Situational — Complete if appropriate or leave blank.
Sex
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Locator # Description Instructions Alerts
Employer's Name or o s . .
9% School Name Situational — Complete if appropriate or leave blank.
9d Insurance Plan Name or Situational — Complete if appropriate or leave blank.
Program Name
Is Patient’s Condition o : .
10 Related To: Situational — Complete if appropriate or leave blank.
Insured’s Policy Group or | ., .. . ,
11 FECA Number Situational — Complete if appropriate or leave blank.
Insured’s Date of Birth
11a Situational — Complete if appropriate or leave blank.
Sex
Employer's Name or . . .
11b School Name Situational — Complete if appropriate or leave blank.
Insurance Plan Name or I . .
11¢c Program Name Situational — Complete if appropriate or leave blank.
Is There Another Health o . .
11d Benefit Plan? Situational — Complete if appropriate or leave blank.
Patient’s or Authorized
12 Person’s Signature Situational — Complete if appropriate or leave blank.
(Release of Records)
Patient’s or Authorized
13 Person’s Signature Situational — Obtain signature if appropriate or leave blank.
(Payment)
14 Dgte of Current lliness / Optional.
Injury / Pregnancy
If Patient Has Had Same
15 or Similar lliness Give Optional.
First Date
Dates Patient Unable to
16 Work in Current Optional.
Occupation
Name of Referring I
17 Provider or Other Source Situational
17a Unlabelled Optional.
17b NPI Optional.
Hospitalization Dates
18 Related to Current Optional.
Services
19 Reserved for Local Use | Reserved for future use. Do not use. Usage .to be
determined.
20 Outside Lab? Optional.
Diagnosis or Nature of Required -- Enter the most current ICD-9 numeric T'he mo§t specific
21 diagnosis codes

lllness or Injury

diagnosis code and, if desired, narrative description.

must be used.
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Locator # Description Instructions Alerts
Medicaid Resubmission :
22 Code Optional.
23 Prior Authorization Required — Enter the prior authorization number for the
Number authorized services.
24 Supplemental Situational
Information
Required -- Enter the date of service for each procedure.
24A | Date(s) of Service Either six-digit (MM DD YY) or eight-digit (MM DD YYYY)
format is acceptable.
24B Place of Service Requwgd -- Enter the appropriate place of service code for
the services rendered.
24C EMG Optional
Procedures, Services, or | Required -- Enter the procedure code(s) for services
Supplies rendered in the un-shaded area(s).
24D Enter appropriate modifier with procedure code:
UB =LT-PCS
EP = EPSDT-PCS
Required - Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference
24E Diagnosis Pointer number (*1”, 2", etc.) in this block.
More than one diagnosis/reference number may be related
to a single procedure code.
24F $Charges Reqylred -- Enter usual and customary charges for the
service rendered.
. Required -- Enter the number of units billed for the
246 Days or Units procedure code entered on the same line in 24D
. Situational — Leave blank or enter a “Y” if services were
24H EPSDT Family Plan performed as a result of an EPSDT referral.
24 1D. Qual. E)ilpl)itnlgnal. If possible, leave blank for Louisiana Medicaid
24) Rendering Provider I.D. # | Leave Blank
25 Federal Tax I.D. Number | Optional.
Situational — Enter the provider specific identifier assigned
I to the recipient. This number will appear on the Remittance
2 Patient's Account No. Advice (RA). It may consist of letters and/or numbers and
may be a maximum of 20 characters.
97 Accept Assignment? Optlpngl. Cla.um filing acknowledges acceptance of
Medicaid assignment.
28 Total Charge Required — Enter the total of all charges listed on the claim.
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Locator # Description Instructions Alerts
Situational - If TPL applies and block 9A is completed,
enter the amount paid by the primary payor.
29 Amount Paid Enter ‘0" if the third party did not pay.
If TPL does not apply to the claim, leave blank.
Situational — Enter the amount due after third party
30 Balance Due payment has been subtracted from the billed charges if
payment has been made by a third party insurer.
Signature of Physician or | Required -- The claim form MUST be signed. The
Supplier Including practitioner or the practitioner’s authorized representative
Degrees or Credentials must sign the form. Signature stamps or computer-
generated signatures are acceptable, but must be initialed
3 by the practitioner or authorized representative. If this
signature does not have original initials, the claim will be
returned unprocessed.
Date Required -- Enter the date of the signature.
32 Service Facnlty Location Situational — Complete as appropriate or leave blank.
Information
32a NPI Optional.
32b Unlabelled Situational
33 Billing Provider Info & Required -- Enter the provider name, address including zip
Ph # code and telephone number.
33a NPI Optional — Enter the billing provider's NPl number.
33b Unlabelled Required — Enter the billing provider's 7-digit Medicaid |D

number.
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LT-PCS — Example Claim Form

(1500 |
HEALTH INSURANCE CLAIM FORM

AFPROVED BY HATIONAL UNFORM CLAR COMMTTEE Q805
Ficsa, "

1

E GCARRIER

1. MEDIGARE WEDICAID CHAMPUS, Iz L¥‘ N 3 OTHER | 1. INBURED'2 | 0. HUMBER | For Program in lam 1]
5 ILTH =LA th.l.lll )
[ eoscare K] it e [ weeeos [ Jesores [ e [ | 6632147896325
2 PATIEMT'S MAME {Lazi Narme, Firzi Name, Midde ntisl) P-‘-TI \T' EIATH DATE SEX 4. INEJREL'E MAME [Lasi Narme, Firal Name, Midde i) |
Revere, Paul 01 (i% 55 F| |
S PATIEMT'S ADDRESS (Mo, Streal) & PAT |Frrl RE nTlout--uP TS Ha'HFR 7 IHSUREL'S ADDRESS (Mo, Stwat)
seilD spousa_Jania[_] amer[]
CITY STATE |2 PATIEWT STATUE CITY STATE =
o
Lirge l:‘ Marmad D Z)her:I B
AP CODE FHOMNE (Inciuda Sraa Cods) ZIP CCDE TELEFHONE {inchide Ama Code) g
Full-Tims T, [
() Emptoye [ ] sugerr [] swee D ( ) bl
9, OTHER INSURED'S NAME [Last Narmes, First Narmes, Middle [ritial 10, 1SFATIENTS CORDITION RE T 14, INSURED'S POLICY GROUP CR FECA NUMEER =
a
& OTHER INSURED'S PGLIZY GR GROUP NUMSER A EMPLOYMENTS {Cumrant ar Pravicus) . IHEL HEI: 3 1-\T OF EIE{T- SEX 5
I ¥
I I M F o
- Dle [T | o o 2
[ (l:"rF:fr I JTFD ;T.--\T.— BIRTH SEX b AUTOACCIDENT FLAGE iStatey | B EMPLOYERENAME OR S0HOOL MAME g
F R
L 0 O o z
MPLOVER'S N.rq.-.'L OR SCHOCL HAME o IMSURAMCE PLAN MAME OF PROGREM HAME E
w
Ove =
d INSURANGE FLAN HAME OR PROGRAM HAME id. RESERVED FCR LOGAL USE d. 13 THERE ANOTHER HEALTH BEMEFIT PLAN? E
D VES |:| HC I ye, retum 0 and complets ilem 9a-d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORRM 13, INSURED'S CF AUTH 0 PEFRSCH MATURE | sulhorze
12 PATIENT'S R AUTHL PERSONG SKENATURE | autbcriz o ralanse of any medioal or athar informafon neces PaFmENt of Madiea Denetts b e undersigned ITVEICEN or SDEler or
napriocess this claim. | also recuest payment of pouemiment hengtts eilher o myseT of 1o fie party who 2coepls ssgnment servivas desenbed bakw
=
SGMED DATE EG MELD Y
14, DATE OF URAREMT: ILLNESS [First symphom] OR 15. “ATIENT HAS HAD:. 5-\.!“—_ QF S MIL,-I? ILLNESS | 16 DATES PI‘TI' B TDJH'l' E Tu WCRE IH CURRENT uCu_,uF.a I m J\
My 00 i INJU R [Aasicer) OF GME FIRST DATE M (o | MMy DO
! PRESHANCLMFI FRow | ! o !

|

i ! P

18, HGS TF-LIJ\.T )‘J BhTES FELATED TO CUPHEHTE_E|F!'J'I3ES___
(! o
|
I

i I
17. HAME OF AEFERRING PROVIDER OR GTHER SOURCE

FROM I : ™o |
18 RESERVED FOR LOCAL USE 20.CUTSIDE LABY FCHARGES
D VES |:| O |
21, DINGHOSIS CR BATURE OF ILLNESS R INJURY (Relale llems 1.2, 3 or 4w lem 24E by Lire) ! 28 MECAGAID AESUBMISSIGN
462 Y CODE | ZAIGINAL REF. M
) Z3. PRIOR AUTHORIZATION MUMEBER
2| 4

24, A, P'\TFmHJI'\.»I'FrJ |.I' B. C D. PROCEDURE: SI‘TH'\'ICITS_'.‘H EUPPLIES E. F (=] LH I d
Fram FLACE O] {Explain Uniistial Gicumstansss) DUGENOSIS L ﬁﬁ‘ I AENDERRS
MM DD Y MH D- ¥y [EFVKE| EMEG | CPTHGROE | WODIFIER POINTER 3 GHARGES URTS | Fan | GQUAL FROVIDER ID. &
Tlo1 10 10 [01 10 10 [12| | T1019 | UB [1 42000 | 12| [
01/11 10 (0111 10 12| | T101¢ | UB! [ 1 168100 | 48| [

S N I I A S S S N N N Y

K 1 T 1 ' 1
P N || I I
1 L 1 L 1

1 | I 1 I 1 1 e B
P N | | Pl | [
1 1 1 1 ] 1 1 I - —. ————————————————
b N I | I Pl [ [
26 FEDERAL TAX 1 D. NUMBER 5N EIN 28 PATIENT'S AGCOUNT NO 27 Wq%“l:sslf‘hmq‘l{ T7 |22 TOTAL CHARGE 29 AMOUNT PAID |\bﬂ BALAMNCE DUE
- | -

[N [Ju s 21000 * ¢ 210/00

SIGHATURE OF PHYSICHWN OR SUPFLIER &2 SERVWICE FACIUTY LOCATICH INFSRMATION kL

INCLUDING DESREES CF CREDENTIALS ALH\I}\‘ o t; I“I aﬁé I-Fe‘P% S Age necy

{1 cerity ihat e statemenis on the reverss

apply 1o this bil and are mads & pan tereal ] 123 Maln St

Ima Biller 2110 Any Town, LA 700000
pate 8 b 1326547895 |* 1234567 |

NUGC Instruction Manual available st Wi nuce. org APPROYED OMB-08238-009% FORM CMS-1800 (08/08)

PHYSICIAN OR SUPPLIER INFORMATION

Lo I B - I

)
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EPSDT-PCS — Example Claim Form

(1500 |
HEALTH INSURANCE CLAIM FORM

AFPROVED BY HATIONAL UNFORMGLAR COMMTTEE Q808

‘.
g
Ecgnmm

ey
1. MEDICARE MEDICAID TRIGAF CHAMFYA GROUP EG-‘- OTHER | 12 INBURELYE | [ NUMBER {Far Pregrermin lam 1)
CHAMFLS HEALTH FLAn 1Y :
MJ[]ﬂmmﬂﬁ[]’ ] []mh (e | 6632147896459
2 PATIENT'S MAME {Laal Harne, Firsi Name, Midde iniizl) Pﬂ TI \T SI:- 1ATH I:--! TE 3EX 4. INZUREL'S MAME (Lasi Hame, Firal Name, Midde i) |
Revere, Pauline 010505 <] r[X
£ PATIENT'S ADDRESS (Mo, Straal & PATI |Fr|TF.r ATIOllk-uP TorIMSURED T INSUREDYS ADDRESS (Mo, Stmat)
se:ID ngseD i .:l:‘ c:nerl:l
Gy STATE | 2. PATIENT STATUS oy STRTE =
o]
Sirgls D Marmiad ':I onarD E
TFGODE TELEFHGNE (earda Araz Code) IIF COOE TELEPHONE {Inchice Ama CGode] g
Fudl-Time Parl-Tirey i
) Employud Siudani D D ( ) E
9 OTHER INSURED'S HAME |Last Name, First Hame, Middie Initial] 10 IS FATIEMNTS CONDITION T 1. INSURED'E POLICY GROUP &R FEGA NUME =
]
a OTHER INSURED'S POLICY OR BROUP RUMSER 3. EMPLOYRM ENT? {CGumani or Pravious) a, INSUREL'S DATE CF BIRTH SEX | g
MM CD | Y
" ; M F w0
B Ol e L O 0 2
b OTHER ey REL SaTED SEX b AUTO ACGIDENT PLAGE (Staly | b EMPLOYER'S NAME OR SCHOOL NAME g
1 |
F HG
7 Kl O O 2
& EMPLOYER'S H.fu'.'_ DA SCHOCL HAME o OTHER ACGIDENTS o IMSURANCE FLAN KAME OR FROGRAM NAME E
w
D YES I Ir.-) =
o INSURANGE FLAN NAME OR PROGRAM HAME 0. RESERYED FOA LOCAL USE .15 THERE ANCTHER HEALTH BEMEFIT PLANT E

D |:| HC I yeg, retiim 4o and completa ilem 9 a-d

JREL'S OH AUTH ) PERSONS SKNATURE | sulhonze
pamant of madical Denedts t e undersignad physcan or sUppler for
servicas dosenbed bakw

FEAD BACK OF FORM BEFOAE COMPLETING B SIGNING THIS FORRL
2 PATIENT'E CF ALTH I PERECHS SKEMATURE | auborize fw ralease of ary medioal or athar infarmation neoes
0 POz M AT, | a0 FENUSE paYMent of Qe Denshts eilher 1o mysal of 1 e party whi Soels SEens

=
SEHED SKGHED Y
14. DATE OF CURRERT ILLNESS [First symptomi] R S SAME G SIMILAR ILL DATES BATIEN B;m\.‘..: TO WORK I CURRENT OCOURPATION A
My 00 ¥ IMJU R [acicend] OR Ay Do T i ) Y MM DDy T
| PREGHANCTILWF| | PR ! | T |

1 I
17. HAME OF REFERRING PROVIDER OR CTHER SOURCE 13 HCSE TﬁLIJ\.T }‘l BhTES FELATED T CUPHEHTE—EF‘JI"EQ

Frou I l = I l

19. RESERVED FOR LOCAL USE SUTSIDE L4E? §CHARGES
D VES |:| WO |

21, DIAGMCEIE SR HATURE OF ILLHESE R INJURY (Relale lems 1.2, 3 or 4w lem 24E Dy Lir] 1 22 MECACGAID AESUBMISSION

GODE CAIGINAL REF. NO:

+ 127650 sl Y
Z3. PRIOR AUTHOR ZATION MUMBER

2

: , 837986629

2y DWTE(E) OF SERVICE

B B | ¢ | D FROCEDURES, SERWICES, OR SUFFLIES E 1
Fram Ta FLACE OF plain Linuzse Gincumeten =) DIAGHDSIE AEMDERTG
MM []x] ¥y MM [xi] T | SERUCE | EMG "P"'H( PO 1 DIFIER POINTER 3 CHARGES FROVIDER 1D, &
V01110010 0110 11012 | T1009 [EFl | | |1 4500 10 [w '
01{1110 (o111 (10| 12| [ Ti019 [EP. | = |1 17000 sol [w T

N A N S I A S S 1 I
N R A A e | | Pl L [w]
N A A [ | P | fw]

| | | | | | ! | [w]
] MPI
i I | I | | | H | ! |

-

PHYSICIAN OR SUPPLIER INFORMATION

(o) BN ) NN S T\

2. FEDERAL TAX | 0. NUMEEFR: 550 EIN 26, PATIENT'S ACGOUNT HO PTASSIHMENT? |28 TOTAL CHARGE 29 AMOUNT FAID | 30 BRLANGE DUE
) . | "

00 no ¢ 21500 ¢ ¢ 21500

1. SIGHATURE OF FHYSICIAN OR SUPFLIER %2 SERUIGE FACILITY LOCATICH INFCRMATION 8. BILLING FROVIDER INFD & Fr g F( }\
UDING DEGREES Rt CREDENTIALS i
oty It b aeornta on i rvees. AVery Reliable PCS Agency
33;.1.:!0 Ivtulausuamajegrsn‘rereun 123 Main St

Ima Biller 2Mno _Any Town, LA 700000
SIGRED DATE . B 11326647895 1234567
RUGCT Instriction hManual available at: wae nucs. org APPROVED OMB-0938-0999 FORM CMS-1800 (0B8]
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Adjustments and Voids
Completing the 213 Adjustment/Void Form

The 213 adjustment/void form is used to adjust or void incorrect payments on the CMS-1500.
These forms may be obtained from Molina Medicaid Solutions by calling Provider Relations at
(800) 473-2783 or at www.lamedicaid.com using the Forms/Files/User Guides link. Instructions
and an example of a completed 213 adjustment form are shown on the following pages.

If a claim has been paid using the 837P claim transaction, an adjustment or void may be
submitted electronically or by using the Molina 213 adjustment/void form.

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

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

Only the paid claim's most recently approved control number can be adjusted or voided. For
example:

1. Aclaim is approved on the remittance advice dated 07/17/2010, ICN 0266156789000.

2. The claim is adjusted on the remittance advice dated 12/11/2010, ICN 0035126742100.

3. If the claim requires further adjustment or needs to be voided, the most recently approved
control number (0035126742100) and RA date (12/11/2010) must be used.

Claims paid to an incorrect provider number or for the wrong Medicaid recipient cannot be
adjusted. They must be voided and corrected claims submitted.

To file an adjustment, the provider should complete the adjustment as it appears on the original
claim form, changing the item that was in error to show the way the claim should have been
billed. The approved adjustment will replace the approved original and will be listed under the
"adjustment” column on the RA. The original payment will be taken back on the same RA in the
"previously paid" column. An example of an adjustment appears within this document.

To file a void, the provider must enter all the information from the original claim exactly as it
appeared on the original claim. When the void claim is approved, it will be listed under the
"void" column of the RA and a corrected claim may be submitted (if applicable).

Page 8 of 14 Appendix J


http://www.lamedicaid.com/

LOUISIANA MEDICAID PROGRAM ISSUED: 11/01/10
REPLACED: 10/01/97

CHAPTER 30: PERSONAL CARE SERVICES

APPENDIX J: CLAIMS FILING PAGE(S) 14

Filing Adjustments for a Medicare/Medicaid Claim

When a provider has filed a claim with Medicare, Medicare reimburses the claim, and the claim
becomes a “crossover” to Medicaid for consideration of payment of the Medicare deductible
and/or co-insurance/co-payment.

If, at a later date, it is determined that Medicare has overpaid or underpaid, the provider should
re-bill Medicare for a corrected payment. These claims may “crossover” from Medicare to
Medicaid, but cannot be automatically processed by Medicaid (as the electronic crossover claim
appears to be a duplicate claim, and therefore must be denied by Medicaid).

In order for the provider to receive an adjustment, it is necessary for the provider to file a hard
copy adjustment claim (Molina Form 213) with Medicaid. These should be sent with a copy of
the most recent Medicare explanation of benefits and the original explanation of benefits
attached to:

Molina Medicaid Solutions
Attention: Crossover Adjustments
P.O. Box 91023
Baton Rouge, LA 70821

In addition, the provider should write “2X7” at the top of the adjustment/void form to indicate
the adjustment is for a Medicare/Medicaid claim.
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Instructions for Completing the 213 Adjustment/Void Form
1. REQUIRED ADJ/VOID — Check the appropriate block
2. REQUIRED Patient’s Name

a.  Adjust — Print the name exactly as it appears on the original claim if not adjusting
this information.

b.  Void — Print the name exactly as it appears on the original claim.
3. Patient’s Date of Birth

a.  Adjust — Print the date exactly as it appears on the original claim if not adjusting
this information.

b.  Void - Print the name exactly as it appears on the original claim.
4. REQUIRED Medicaid ID Number — Enter the 13 digit recipient ID number
5. Patient’s Address and Telephone Number

a.  Adjust — Print the address exactly as it appears on the original claim.

b.  Void — Print the address exactly as it appears on the original claim.
6. Patient’s Sex

a.  Adjust — Print this information exactly as it appears on the original claim if not
adjusting this information.

b.  Void - Print this information exactly as it appears on the original claim.

7. Insured’s Name — Leave blank
8. Patient’s Relationship to Insured — Leave blank
9. Insured’s Group No. — Complete if appropriate or leave blank

10. Other Health Insurance Coverage — Complete with 6-digit TPL carrier code if appropriate
or leave blank
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11.

12.

13.

14.

15.

16.

17.

18.

18a.

19.

20.

21.

22.

23.

24,

25.

Was Condition Related to — Leave blank

Insured’s Address — Leave blank

Date of — Leave blank

Date First Consulted You for This Condition — Leave blank

Has Patient Ever had Same or Similar Symptoms — Leave blank

Date Patient Able to Return to Work—Leave blank

Dates of Total Disability-Dates of Partial Disability — Leave blank

Name of Referring Physician or Other Source — Leave blank

Referring ID Number —Leave blank.

For Services Related to Hospitalization Give Hospitalization Dates — Leave blank

Name and Address of Facility Where Services Rendered (if other than home or office) —
Leave blank

Was Laboratory Work Performed Outside of Office — Leave blank
REQUIRED Diagnosis of Nature of IlIness

a.  Adjust — Print the information exactly as it appears on the original claim if not
adjusting the information.

b.  Void - Print the information exactly as it appears on the original claim.
Attending Number — Leave this space blank

Prior Authorization # - Enter the PA number.

REQUIRED A through F

a.  Adjust — Print the information exactly as it appears on the original claim if not
adjusting the information.

b.  Void — Print the information exactly as it appears on the original claim.
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26. REQUIRED Control Number — Print the correct Control Number as shown on the
remittance advice

27. REQUIRED Date of remittance advice that Listed Claim was Paid — Enter MM DD YY
from RA form

28. REQUIRED Reasons for Adjustment — Check the appropriate box if applicable, and
write a brief narrative that describes why this adjustment is necessary.

29. REQUIRED Reasons for Void — Check the appropriate box if applicable, and write a
brief narrative that describes why this void is necessary.

30. REQUIRED Signature of Physician or Supplier — All Adjustment/VVoid forms must be
signed.

31. REQUIRED Physician’s or Supplier’s Name, Address, Zip Code and Telephone
Number — Enter the requested information appropriately plus the seven digit Medicaid
provider number and provider NP1 number.

32.  Patient’s Account Number — Enter the patient’s provider-assigned account number.

REQUIRED items must be completed or form will be returned.
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LT-PCS — Example Adjustment Form

WAL TC: STATE OF LOUISIANA
MOLINE, DEPARTMENT OF HEALTH AND HOSPITALS
P.C. BOX 91022 EBUREAW OF HEALTH SERVICE FINANCING
BATON ADUGE, LA 0821 MEZICAL ASSISTANCE PROGHAM
(3000 TR-3TES PROYIDER BILLING FOR
G24-5040 1IN BATON ROLUGE) HEALTH IMSURANCE CLAIM FORM
FOR DFFICE USE ORLY
1] A waln

PATIENT AND NS URED (SUBSCRIBER) INFORMATICH
IFATIZHT'S NAME (LAET NAME, FIRST NAME, MIDDLE IMITIAL]

Adalam, Mary

ATIENT & ADDFE 52 \FTREET, 7Y, £TATE, 2P GODE]

MEDICAID T NUMBEF

1234567891234

PATIENTE CATE G EFTH
061171955

IPATENT S SEX

MALE| | X |FEMuE

BATIER 5 AR LA AMEH T INSURED AP M0, (R GROUF NAME]
SELF  BPCUSE  CHILD oTHER TER SN S EEOMP 1 L

TELEFHUHE MU
T FRALTH [R5 PG GV EFIaE - ENTEF AME 0F PLLCTAGLORS N0
Pk RANE ANE AOOFESS MKD POUICY A WEDIZAL AGSETANGE NUWIER.

|MSURED'S ACCRZSS [STREET, GITY, SLATE, ZP COOE)

PHYSICIAN OR SUPFLIER INFORMATION

S— _ i ,
ILLMESS [FIFST SYMET0M] £ CATEFIRST ComalTE0 Yol FOR JE 45 PATIENT EVER HAD SRME OR 3IMILAR ST T0MS
I JUR'Y 4CZIENT) OR THIS CCNDITION

Re ! ES NO
PF:MJN:‘.\' {LMF) Y
K] CATES OF [CIAL SABILITY DATES OF PARTIAL CISABILITY

THROL GH FROM | THROUGH
H FOR SEFVIGLS FLLATLD 10 AOSMTALIZATION CIVE HOSATALGATION CATES

ADMITTED

: O oriearon o, 987654321
=N DATELS! OF SEVIGE Lo |F e
Fiom = ar o nivs | Epsor
o] i) ¥ " 2] s | PROCEOMRE g Wéc_-:"?" m-\;aml wits_| Pt TFLE
1 I | | I
| 04' 16 10‘ 04'16 '10 12 | T1019 uB 1 65,000 3 ‘

| I HL THE IS FOR CHANCING OR VOIDIND A PA'D [TEM. (THE DTk LT LA R Tr LR ue
CORJECT CONTROL NUMBER AR SHOWM ON THE
0076156789501 FEMTTANCE KOVICE IS ALWAYS REOL RED.) 05/01110 i

BILLED WRONG CPT CODE

THIRD BARTY LIABILITY RECOVERY SERR 1 ‘
PROVIJER CORRECTICHS |
FISCAL AGENT ERFOR l
STATE QFFICE UBE ONLY - RECOVERY .
OTHER - PLEASE EXPLAIN .. |

B EER

EIAEASONS FOF VO 0

10 CLAIM FAID FOR WROKE RECIPIENT
T ClAM PARR TO WRONG PROVIDER,
59 OTHER - PLEASE EXPLAIN

LRI THAT THE STATEMENTS ON-THE REVERSE
¥ TO THIS BILL AND ARE MADE A PART HEREOF)
Angel Giggles
Ima Biller 610142010 123 Smiley St.
VOUR PATIENT S ACCOUNT NUNBER Sunny, LA 70000
Provider# 1234567 1234567891
haling - 213
FISCAL AGENT COPY
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EPSDT-PCS — Example Adjustment Form

MAILTO: STATE OF LOUISIANA
MOLINA DEPARTMENT OF HEALTH AND HOSPITALS
P.0. BOX 91022 BUREAU OF HEALTH SERVICE FINANCING
BATON ROUGE, LA 70821 MEDICAL ASSISTANCE PROGRAM
(800) 4732783 PROVIDER BILLING FOR
9245040 (IN BATON ROUGE) HEALTH INSURANCE CLAIM FORM
FOR OFFICE USE ONLY
ADJ. VOID

PATIENT AND INSURED (SUBSCRIBER) INFORMATION
PATIENT'S NAME (LAST NAME, FIRST NAME, MIDDLE INITIAL) PATIENT'S DATE OF BIRTH

dalam, Mattie . 06/11/2005

PATIENT'S ADDRESS (STREET, CITY, STATE, ZIP CODE) PATIENT'S SEX

EN MEDICAID ID NUMBER

1234567891225

I INSURED'S NAME

[N PATIENT'S RELATIONSHIP TO INSURED EX INSURED'S GROUP NO. (OR GROUP NAME)
SELF S|

POUSE CHILD OTHER

TELEPHONE NO.
R[] OTHER HEALTH INSURANCE COVERAGE - ENTER NAME OF POLICYHOLDER
PLAN NAME AND ADDRESS AND POLICY OR MEDICAL ASSISTANCE NUMBER

Rl WAS CONDITION RELATED TO: [FJ INSURED'S ADDRESS (STREET, CITY, STATE, ZIP CODE)

A. PATIENT'S EMPLOYMENT
YES NO

B. AN AUTO ACCIDENT
YES NO

PHYSICIAN OR SUPPLIER INFORMATION
ILLNESS (FIHST SVMP‘]‘OM) OR ?agg&%l;ﬁguSULTED YOU FOR HAS PATIENT EVER HAD SAME OR SIMILAR SYMPTOMS?
YES NO

INJURY (ACCIDENT) Ol
DATES OF PARTIAL DISABILITY

PREGNANCY (LMP)
ikd DATES OF TOTAL DISABILITY

AIDATE PATIENT ABLE TO
RETURN TO WORK

THROUGH
[E] FOR SERVICES RELATED TO HOSPITALIZATION GIVE HOSPITALIZATION DATES

THROUGH

DISCHARGED

01 THIRD PARTY LIABILITY RECOVERY

02 PROVIDER CORRECTIONS

03 FISCALAGENT ERROR

90 STATE OFFICE USE ONLY - RECOVERY
99 OTHER - PLEASE EXPLAIN

1462 \ 4
2
3 AUTorization vo. 123456789
B A DATE(S) OF SERVICE B ouace F
From To OF ") DAYS EPSOT
00 Yy MM DD YY seReE PROCEDURE DIACGONE‘ES.s CHAEB&? Ugl.;s F;E‘A“P.‘v TPLS
1 | | |
04' 16! 10! 04' 16! 10 12 [T1019 EP 1
ROL NUMBER THIS IS FOR CHANGING OR VOIDING A PAID ITEM. (THE
CORRECT CONTROL NUMBER AS SHOWN ON THE
0076156789501 REMITTANCE ADVICE IS ALWAYS REQUIRED.) 05/01/10
[EIREASONS FOR ADJUSTMENT
BILLED WRONG CPT CODE

ETREASONS FOR VOID

10 CLAIM PAID FOR WRONG RECIPIENT
11 CLAIM PAID TO WRONG PROVIDER
99 OTHER - PLEASE EXPLAIN

B STGRATURE OF PHYSIGIAN O SUPFUIER — I PRYSICIAN OR SUPPLIER'S PROVIDER NUMBER, NAME, ADDRESS, ZIP CODE AND TELEPFONE

(I CERTIFY TATEM N THE R +

APPLY TO THS BILL AND AR MADE A PAHT HEMEOF) Angel Giggles

123 Smiley Street

Ima Biller 06/01/2010 Sunny, LA 70000

EIVOUR PATIENT'S ACCOUNT NUMBER Provider# 1234567 1234567891
Molina- 213
FISCAL AGENT COPY st
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