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CLAIMS RELATED INFORMATION

Hard copy billing of professional services are billed on the paper CMS-1500 (02/12) claim form
or billed 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:

Gainwell Technologies
P.O. Box 91020
Baton Rouge, LA 70821

Services may be billed using:

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

2. 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:

1. Instructions for completing the CMS-1500 claim form and samples of completed
CMS-1500 claim forms; and
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2.

Instructions for adjusting/voiding a claim and samples of adjusted CMS 1500 claim

forms.

CMS 1500 (02/12) INSTRUCTIONS FOR PROFESSIONAL SERVICES

Locator # Description Instructions Alerts
Medicare / Medicaid /
1 Tricare / Champva / Required -- Enter an “X” in the box marked Medicaid
Group Health Plan / (Medicaid #).
Feca Blk Lung
Required - Enter the beneficiary’s 13-digit Medicaid
|.D. number exactly as it appears when checking
beneficiary eligibility through MEVS, eMEVS, or
REVS.
fa | Insured's D Number | \otE. The heneficiaries’ 13-digit Medicaid ID
number must be used to bill claims. The card control
number (CCN) number from the plastic ID card is
NOT acceptable. The ID number must match the
beneficiary’s name in Block 2.
9 Patient's Name Requireq - Eptgr the beneficiary’s last name, first
name, middle initial.
Situational — Enter the beneficiary’s date of birth
Patient’s Birth Date using six digits (MM DD YY). If there is only one digit
in this field, precede that digit with a zero (for
3 example, 01 02 07).
Sex Enter an “X” in the appropriate box to show the sex of
the beneficiary.
4 Insured's Name Sltuatlongl - Comp.lete corr'ectly if the beneficiary
has other insurance; otherwise, leave blank.
5 Patient's Address Optional — Print the beneficiary’s permanent
address.
6 ratlent Relationship to Situational — Complete if appropriate or leave blank.
nsured
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Locator # Description Instructions Alerts
7 Insured’s Address Situational — Complete if appropriate or leave blank.
RESERVED FOR
8 NUCC USE Leave Blank.
9 Other Insured’s Name | Situational - Complete if appropriate or leave blank.
Situational - If beneficiary has no other insurance ONLY the 6-digit
coverage, leave blank. code should be
. o entered for
If there is other commercial insurance coverage, the | commercial and
Louisiana assigned 6-digit third party liability (TPL) Medicare HMO’s in
carrier code is required in this block. The carrier this field.
code is indicated on the Medicaid Eligibility
o Other Insured’s Policy | Verification (MEVS) response as the Network 30 EOT ﬁntir
a Provider Identification Number. ashes, hypnens,
or Group Number v tieat v or the word TPL in
Make sure the explanation of benefits (EOB) or EOBS | the field.
from other insurance(s) are attached to the claim.
NOTE: DO NOT
ENTER A 6-DIGIT
CODE FOR
TRADITIONAL
MEDICARE
RESERVED FOR
9b NUCC USE Leave Blank.
RESERVED FOR
9c NUCC USE Leave Blank.
9d Insurance Plan Name Situational — Complete if appropriate or leave blank.
or Program Name
s Patient's Condition I . .
10 Related To: Situational — Complete if appropriate or leave blank.
11 Insured's Policy Group Situational — Complete if appropriate or leave blank
or FECA Number '
Insured’s Date of Birth
11a Situational — Complete if appropriate or leave blank.
Sex
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Locator # Description Instructions Alerts
OTHER CLAIM ID
b1 Designated by Nucc) | eave Blank
11c Insurance Plan Name Situational — Complete if appropriate or leave blank.
or Program Name
Is There Another Health | «., .. . .
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)
Insured’s or Authorized I o . .
13 Person's Signature Situational — Obtain signature if appropriate or leave
blank.
(Payment)
14 Dgte of Current lliness/ Optional.
Injury / Pregnancy
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
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Locator # Description Instructions Alerts
Situational — Complete if applicable. For LA Medicaid
1. In the following circumstances, entering the “Other Source” is
name, National Provider Identifier (NPI) and defined as the
credentials of the appropriate physician or non- | ©rdering provider
physician practitioner and appropriate qualifier is or re_f:rrmg
required: If services are performed at the request provicer.
of an ordering or referring practitioner:
Enter the applicable qualifier to the left of
the vertical, dotted line to identify the
practitioner being reported is either
1. DK= Ordering Provider
2. or
3. DN= Referring Provider
2. Enter the name (First Name, Middle Initial, Last
Name) followed by the credential of the
physician or non-physician practitioner who
ordered or referred the service(s) or supply(ies)
Name of Referring on the claim.
17 Provider or Other
Source Examples of services requiring Ordering Provider
(DK qualifier)
1. Services performed by an independent
laboratory
2. Diagnostic testing
3. Services performed by a pediatric day health
care clinic
4. Services are for DME.
Examples of services requiring Referring Provider:
1. If the beneficiary is a lock-in beneficiary and has
been referred to the billing provider for services,
enter the lock-in physician’s name.
2. If the beneficiary was referred to the billing
provider for chiropractic services.
3. If ACA services are delivered by a PA or APRN,
the name of the supervising ACA certified
physician is required in this field.
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Locator # Description Instructions Alerts
Situational — Complete if applicable. “Enr::i::g;de ﬁsdigit
17a Other ID# Number here.
If 17 is completed, 17A is Required.
Situational — Complete if applicable. LZ;LZ:I iigit NP
17b NP . . . required when 17
If 17 is completed, 17B is Required. or 17A is complete
Hospitalization Dates
18 Related to Current Optional.
Services
ADDITIONAL CLAIM
19 INFORMATION Leave Blank.
(Designated by NUCC)
Outside Lab? .
20 $Charges Optional.
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-
: diagnosis codes
ICD Indicator 0 ICD-10-CM must be used.
21 Di is or Nat General codes are
1agnosis or hature Required -- Enter the most current ICD diagnosis not acceptable
of lliness or Injury
code.
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
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 To adjust or void
“Original Ref. No.” portion of this field. more than one
claim line on a
Resubmission Code Appropriate reason codes follow: claim, a separate
22 and/or Original form is required
9 . for each claim line
Reference Number Adjustments since each line
01 = Third Party Liability Recovery has a different
02 = Provider Correction internal control
03 = Fiscal Agent Error number.
90 = State Office Use Only — Recovery
99 = Other
Voids
10 = Claim Paid for Wrong Beneficiary
11 = Claim Paid for Wrong Provider
00 = Other
Situational — Complete if appropriate or leave blank.
23 Prior Authorization (PA)
Number If the services being billed must be prior authorized,
the PA number is required to be entered.
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Locator # Description Instructions Alerts
Situational - Applies to the detail lines for drugs and
biologicals only.
In addition to the procedure code, the National Drug | physicians and
Code (NDC) is required by the Deficit Reduction Act | other provider
of 2005 for physician-administered drugs and types who
shall be entered in the shaded section of 24A administer drugs
through 24G. and biologicals
must enter drug-
Claims for these drugs shall include the NDC related information
from the label of the product administered. in the SHADED
section of 24A-24G
To report additional information related to HCPCS of the appropriate
codes billed in 24D, physicians and other providers | detail lines only.
who administer drugs and biologicals must enter the This information
Supplemental Qualifier N4 followed by the 11.(."9“ NDC. Do not must be entered in
24 Information enter a space between the qualifier and the NDC. Do | . 44ition to the
not enter hyphens or spaces within the NDC. procedure code(s).
Providers should then leave one space and then
enter the appropriate Unit Qualifier (see below) and :ﬁgsggfer fo the
the actual units administered in NDC UNITS. information posted
Leave three spaces and then enter the brand name ?(?r I;r:fedac;::i:om
as the written description of the drug administered in concerning NDC
the remaining space. units versus
The following qualifiers shall be used when reporting :ﬁ::;cgfthngg and
NDC units: , ) numbers with less
1. F2=International Unit than 11 digits.
2. ML=Milliliter
3. GR=Gram
4. UN=Unit
Required -- Enter the date of service for each
procedure billed.
24A Date(s) of Service
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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Locator # Description Instructions Alerts
24C EMG Situational — Complete if appropriate or leave blank.
Required -- Enter the procedure code(s) for services
24D Procedures, Services, | rendered in the un-shaded area(s).
or Supplies If a modifier(s) is required, enter the appropriate
modifier in the correct field.
Required - Indicate the most appropriate diagnosis
for each procedure by entering the appropriate
24E Diagnosis Pointer reference letter (*A”, “B”, etc.) in this block.
More than one diagnosis/reference number may be
related to a single procedure code.
24F $Charges Reqwre@ -- Enter usual and customary charges for
the service rendered.
Please refer to the
NDC Q&A
information posted
. Required -- Enter the number of units billed for the on lamedicaid.com
24G | Days or Units procedure code entered on the same line in 24D for more details
concerning NDC
units versus
service units.
. Situational — Leave blank or enter a “Y” if services
24H EPSDT Family Plan were performed as a result of an EPSDT referral.
. Optional. If possible, leave blank for Louisiana
240 | D Qualifier Medicaid billng.
Both the 7-digit
Medicaid provider
Situational - If appropriate, entering the Rendering ?grg!{’?r and the
L . L . . -digit NPI
PI:O\éldgr S r7tl-d|g|tf|\t/Ihed|t;:|a|dkF"rowdef Nl(;mber in the numbers are
shaded portion of the block is required. i
24J | Rendering Provider ID# AP , > feqired "i‘}%d when
Entering the Rendering Provider's NPI in the non- entering a
shaded portion of the block is required if the shaded rergd?c:;’:g
portion is complete. provider.
Rendering
=Attending
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Locator # Description Instructions Alerts
25 Federal Tax IDNumber | Optional.
Situational — Enter the provider specific identifier
assigned to the beneficiary. This number will appear
26 Patient's Account No. on the Remittance Advice (RA). It may consist of
letters and/or numbers and may be a maximum of 20
characters.
97 Accept Assignment? Optlpngl. Claym filing acknowledges acceptance of
Medicaid assignment.
28 Total Charge Re_qmred — Enter the total of all charges listed on the
claim.
Situational — If TPL applies and block 9A is Do not report
completed, enter the amount paid by primary payor. | Medicare or
. . . ' Medicare
Enter ‘0’ if the third party did not pay. Re
) placement plan
29 Amount Paid . payments in this
If TPL does not apply to the claim, leave blank. field.
Do not report Medicare payments in this field.
30 Reserved for NUCC Leave Blank.
use
Signature of Physician Optlopal —-The pract|t|.onfar or the prgctltlonerls
. . authorized representative’s original signature is no
or Supplier Including lonaer reauired
31 Degrees or Credentials gerreq '
Date Required -- Enter the date of the signature.
32 Service Facility Situational — Complete as appropriate or leave
Location Information blank.
32a NPI Optional.
32b Other ID# Situational — Complete if appropriate or leave blank.
33 Billing Provider Info & Required -- Enter the provider name, address
Phone # including zip code and telephone number.
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Locator # Description Instructions Alerts
The 10-digit NPI
332 NP| Required - Enter the billing provider’s 10-digit NPI Number must
number. appear on paper
claims.
Required - Enter the billing provider's 7-digit The 7-digit
Medicaid ID number. Medicaid Provider
33b Other ID# Number must
ID Qualifier - Optional. If possible, leave blank for | @PPear on paper
Louisiana Medicaid billing. claims.

Sample forms are on the following pages
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SAMPLE PROFESSIONAL CLAIM FORM

EpEE Mail completed forms to: T
g&% DXC Technology &
= PO Box 91020
HEALTH INSURANCE CLAIM FORM %
AFPR OVED EY NATICHAL UNIFORM CLAIM COMM TTES (NUCC) 0242 Baton Rouge, LA 70821 [+
TTPeA CA i
1. NEDICHFE WEDICAID TRICARE [ 15 MSURED'S |D. NUMBER e E—
e |xi Mecicaaf? [ | MD&00) 1234567890123
T PATIENTS NAME [Last Mams, First Narma, Mods mitall B E = IHELREDE NAME (il Name, First Nlame, Wcds Fila
LOU JANNIE 06 11 | 81 v %
NT'S ADDRESS (i, Erenth 6. PRTIEM ELATICME INSUFRED 7 INBURED'S ADDRESS (Mo, Sheet)
1234 ANYLANE [ 5¢] spmso ‘_nn—| el ]
iy STATE | 8. RESERVED FOR NUCE USE o BGS z
MYTOWN LA =
DFCODE TELEPHONE (niude Aeq oo 2 WE TELEFHONE [ings e Area Cocka) g
70000 (225) 999-7777 C ) &
2 OTHERINSURED S NAVE (List Namw, Firsl Mama, Middle hida) | O ISEAZIENT S CONDITION BE] 4 11 MNSURED'S POLICY GROUP OR FECA NUNMBER %
SAMPLE .
|
ERINSURED S POUCY OF GAOLIP NUREEF i r{uag:< 'Ei*%"l’ﬂ SEX %
TPL CODE IF APPLICABLE . i W F @
la RESERVED FOR MUCC LSE EXA & T HER CLAIIID (Des gratea oy WUCs) a
MPLE % .
<. RESERVED FOR KUCC USE c. OTHER ACC) KIURANCE PLAN NAME OR PROGR AM HAME E
()
E
B Wﬂ’ H AN 0RBER“ING P ADER: .
s 9, 9, el 3
READ BACK OF FO! asronsconplsmc £ SIBNIKG THIS FORI. 12, INSURED'S OR AUTHCRZED FERSON'S SIBRATURE | aitiarias l
2 PA "5 OR AUTHORIZEL Caf oF Omer In 3 e 4 payeront of madical bonafs 0 The un cersigned Py den o oupsion fr
FECUEST (R YT HIII ¥ Itl\ & ] ’I I" 1 0D me II' 00 I party Whio A cey s voes deso ed belom
SIGMED DATE [Pl
-'-_"rlll"l Ili'l‘“l. in i’f ILLMNESS IMIUFRY, o PREGNANCY (UM | 15 OF HER DATE - - - 16 DATES !nl-\rl ‘I‘IL MAELE .:\J'-l HK ML I".I‘_Ir‘l,! L |='-‘ 'AII:_]’lI A
GRIAL ! CIIAL ! FRCA ] TO ;
7 MAME CF REFERMMNG PROVDER CF OTHER SOURCE 17a 1234567 & HOSH "‘l.\L‘I -II\'.IAI !-III..-\I y T 1\yI:I|;:rF” =
DK ' JOHN DOE, MD 7o et | 1234567890 FRCA v i
ADCATIOMAL CLARY I NFORIRATION (Deaiop atec by NUCT) 20 OUTRDE LAE™ $CHARCES
| | VES el
1 DI AGNOGIS CR NATURE OF ILLNESS CF NJUAY FEEE AL D eavceine teon 24E) i o1 = 33@__3\153 oM R
| %4 bioari= ORI GINAL AEF. 1O
. Jo29 . JO190 l
e e 2 23 PRICR AT HTRIZAT N HLWEER
i * L PA # IF APPLICABLE
20 A DATEM OF SEWICE 8 | ¢ 0 == cF SUFFLIES E = =) =z
Frem Ta fLACE E i msbaices) DIAGHOS S i o
WM DD MM DD YYJSERWGE | EMG WICOISIZR FONTESR § CHeRGES UN g g
e o 119 |o2! ot | 19| 11 AB 20000 | 1 &
s
2 | ' -
o |19 |o2] o |19 11 o7s0 | aw | AB 7500 | 1 5
3| 455150023930 ML2.0 DEXAMETHOSONE INJ, MG P O B T SR g
2 o je]|oiojn|n oo | i AB 1600 | 8 | [re | 123854087 B
1236548 bl
4 1 1 1 L R s R vk vl S =~
o j19 |o2 o1 1| 11| so0s1 | ! AB 4500 | 1 | [wm | 1238540875 S
=
5 1 ] IS S S [ T N N L [ O
L1 : | - | | [ -
T
9 : ; | | | G (B 1 ) AR -
25, ERAL TAX | O [MUNMBES 5 EIN PATIENT'S ACCOUNT N 27 ACCEFTASNONMENTT (23 TOTAL GHARGE 29, AMOUNT Fall Foswd fr M ™
' 1234 x|ves | n & 336.00 !
I | : i
] HAT | ACIAN CF SUFFLIEF 21 SERVICE FACIUTY LOCATION INSCRM ATI O 33 BLUNGFRCVMIDER INFOAPHE  ( 80O ‘i 233-3333
. 3 cn GreDENTIALS ALWAYS OPEN
apulyic b i A v @ | gt ) 700 MAINST
JANE DOE, MD ANY TOWN, LA 70000
SIGMED 2,’0?{159 E i | 1326547895 = 1987654
MUCC Indnuction Manual availabla al www. nucc of PLEASE PRINT OR TYPE APPROVED CUMB-USGE- 1197 FOURM 120012
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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 may be adjusted or voided. Denied claims must be corrected and resubmitted —
not adjusted or voided.

Only one claim line may 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:

1. 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; or

2. 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 Beneficiary/Patient Identification
Number. Claims paid to an incorrect provider number or for the wrong Medicaid beneficiary
cannot be adjusted. Those claims 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.

Sample forms are on the following pages.
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SAMPLE PROFESSIONAL CLAIM FORM ADJUSTMENT

O[5 0] Mail completed forms to:
%ﬁ Gainwell Technologies

HEALTH INSURANCE CLAIM FORIM PO Box 91020

AFFROVED BV NATICHAL LMIFCRM CLAIR COMM TTES (NUCC) 02H2 Baton Rouge, LA 70821

TP

1. NEDICARE WEDIC:AID TRICARE CHAIEE, R OTHER | 13 INSLRED'S | D. NUMBER e

y -E.a_‘L_-l PLAM

o i [ 5| ety [ rivepcs Hemie 10 | _| (108) 1234567890123
2. PATIENT'S NAME (Last Mame, First Nama, Mdde Inifal) 3. Pa TI HT S 3F H D&TE 4 INSURED'S NAME (st Mame, First Mame, Midde Inifal)
LOU JANNIE 06 11[81 [x
u ADDHESS (a0, Sresn 6B FUTIEN ELA I TUSHIF T IRSURED FOIMNEUREDS ADDEESS (M0, STaRh
1234ANYLANE :nr|x|-i.’ru.':n.| |.n r:_| |r'-'-|| |
CITY STATE .E.FEEEF WED FOR MUCT ISE CITY BTATE
MYTOWN LA
TR CODE TELEF HOME {nouce Arog Coca) 2P CCoE TELEFPHOMNE [Indude Area Cocla)
70000 { 225) 999-7777 { )
0. OTHER INSURED'S MLAME (Lact Mame, Firsl Mama, Moo hiix) [EEAE =SE| Ei l‘ JITIIﬁ_-’ EEE 11, INSJRED'S FOLICY GROUF OR FECA NUMEER
& CTHERIMSURED'S POLICY CF GROUP HUMEEF ulten L 4. INSURED S DATE CF BIFTH SEX
" TPL CODE IF APPLICABLE Moo P \- F
h RESERVED FIOR NUICC LISE E)E u M_PLE b -I\.; 1CLAIM D (Des onated Dy MIJC)
|
C. RESERVED FOR NUCC USE C. OTHER ACCID C. I\BELF!-’\' CEPLAM HAME OF PROGR AM HAME

nemEe\NITH AN 0R‘BER“I”N‘G

READ EACI( DF FOHI I BEFOHE COMPLETING & SIGNNG THIS FORM .

| €——— PATIENT AND INSURED INFORMATION 4)‘1—1— CARRIER —)—

12 PATIENT'S CUH AJTHORIZEL 1 AUNOrIZe ME Fel Ease of any m B0 Tl OF OMET I POHMANON NECEESE |
10 e ccass this aim ,..,...- ||.'|r|||'U\ ||r|||r|’| dler o ,,.u..r sty Whio BCCEpE I mEnt
kalow
SIGMED DATE EIGHED
14 DATE OF CUHRENT ILLNEBS INJURY, 0F PHEGHAMNCY (UMD (15, O HEH DATE 16 DATESPATIEMT UNABLE TO WWTHE IMC |'|| AT OCTUPATION
LA sl Sy TiT} Tirs ¥y AL nr W N oy
| CiILL | _ | _ |
AL | : FRON I T I
17 HAME OF REFERRING PROVDER OF COTHER SOURCE ',_,\I T 18 HOSPITALEZAT ION DATES RELATED TOCURRENT SERVICES
DK | JOHN DOE, MD 1234007 I e
. 17a| e | 1234567890 i ' !
AODIT ICRAL CLAIN PFOSMASTION (DEainp a1e by NOCC) 2. OUTSIDE LAB? $CHARCES
[ Jves ]
T DIAGHICENS CF HATUAE OF ILLFESS CF IMJUAY Felae &L 40 s uce ine b=ow (24E) end ) | 2= RESUEMISSION
g i CODE CRIGIH AL REF. WO

22. PRICR ALTHCORIZATION NUMEER

1
|
. 4029 < (Jo180 o _ am 9038012345602
[
|

= F. G 1
| ¥ L PA # IF APPLICAELE
29 A DATE(S CF SERMICE = c o FROC CEE, OF SUPPLIES E F B [LH] z
Ficy B} FLACE IIF mstances) Dl AGRICSIS -l =M BT >}
WM DD we WM DD e |sEeE| EMo MODIEIER FoMTER | #CHARGES uiitrs P aus R
I § E
el o [ Joz | oo | 19 | 1 AB 5000 1 | |wm g
'
2 | | 1 I T (R metetes B | -
L 1 [ N I B KT &
-
—_— . &
3 L : | e g
H H H 3
4 L 1 | | I B R s
1 I I ' =z
5 1 1 ! | 1 | [ (R et Bt | g
E : || || [w 2
>
,,,,,,,,,,,,,,,,,,, T
5 L | | | | | | [w &
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SAMPLE CLAIM FORM

ERE
ER
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCT) a2M2

1. MEDICARE MEDHGAID TRICARE CHAMPWA mm m OTHER | Ta. INSURED'S LD, NUMBER {For Progrsm in I 1)
(] [ ] [ [ oon [ Jeom [ |aow
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| | |
5. PATIENT'S ADDRESS (No., Btrest) 6. PATIENT RELATIONSHIF TO INSLIRED 7. INSURED'S ADDRESS (No., Buaet)
cmy STATE | 8. REBERVED FOR NUCC USE cTy - [eTATE ;
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[Jres  [nee : | I L N ] 2
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