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REPLACED: 10/01/15
CHAPTER 43: SUPPORTS WAIVER
APPENDIX E — CLAIMS FILING PAGE(S) 15
CLAIMS FILING

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:

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

Services may be billed using:

o 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).
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This appendix includes the following:
J Instructions for completing the CMS 1500 claim form and a sample of a completed
CMS-1500 claim form; and
o Instructions for adjusting/voiding a claim and a sample of an adjusted CMS 1500

claim form.

CMS 1500 (02/12) INSTRUCTIONS FOR SUPPORTS WAIVER SERVICES

Locator # Description Instructions Alerts
!\r/lr(iag;:rg r:aMmedL::a/ld / You must write “WAIVER”
P Required -- Enter an “X” in the box marked at the top center of the
1 Champva / - .y . - .
Medicaid (Medicaid #). Louisiana Medicaid claim
Group Health Plan/ f
orm.
Feca Blk Lung
Required — Enter the beneficiary’s 13-digit
Medicaid ID number exactly as it appears when
checking beneficiary eligibility through MEVS,
eMEVS, or REVS.
fa | Insured's IDNumber | \oyrE. The 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
beneficiary’s name in Block 2.
9 Patient's Name Requweq - Ent(_a( the beneficiary’s last name, first
name, middle initial.
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Locator # Description Instructions Alerts
N 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, 0102 07).
Sex Enter an “X" in the appropriate box to show the
sex of the beneficiary.
, Situational — Complete correctly if the beneficiary
4 Insured’'s Name . ) :
has other insurance; otherwise, leave blank.
5 Patient's Address Optional - Print the beneficiary’s permanent
address.
6 Patient’s Relationship to | Situational — Complete if appropriate or leave
Insured blank.
7 Insured’s Address Situational — Complete if appropriate or leave
blank.
8 RESERVED FOR NUCC
USE
9 Other Insured's Name Situational — Complete if appropriate or leave
blank.
Situational - If beneficiary has no other
coverage, leave blank.
If there is other commercial insurance coverage, .
the state assigned 6-digit TPL carrier code is gr:\loLqu d“;i z-:tlgrlctag(i):ihis
Other Insured’s Policy or | required in this block. The carrier code is .
9a L CL L L field. DO NOT enter
Group Number indicated on the Medicaid Eligibility verification dashes. hvohens. or the
(MEVS) response as the Network Provider word TF,’L!?E the fiel d
Identification Number. ’
Make sure the EOB or EOBs from other
insurance(s) are attached to the claim.
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Locator # Description Instructions Alerts
9b RESERVED FOR NUCC Leave Blank.
USE
9c RESERVED FOR NUCC Leave Blank.
USE
9d Insurance Plan Name or | Situational - Complete if appropriate or leave
Program Name blank.
10 Is Patient’s Condition Situational — Complete if appropriate or leave
Related To: blank.
1 Insured’s Policy Group or | Situational — Complete if appropriate or leave
FECA Number blank.
1a Insured's Date of Birth Situational — Complete if appropriate or leave
blank.
Sex
OTHER CLAIM ID
Mb | (Designated by NUCC) | Leave Blank.
1 Insurance Plan Name or | Situational — Complete if appropriate or leave
c
Program Name blank.
Is There Another Health | Situational — Complete if appropriate or leave
11d .
Benefit Plan? blank.
Patient’s or Authorized T . .
12 Person's Signature sllat]ru]lztlonal - Complete if appropriate or leave
(Release of Records) '
Insured’s or Authorized T L . .
13 Person's Signature Situational — Obtain signature if appropriate or
leave blank.
(Payment)
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Locator # Description Instructions Alerts
14 Dgte of Current lliness / Optional.
Injury / Pregnancy
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
Name of Referring e . .
17 Provider or Other Source Situational — Complete if applicable.
17a Unlabeled Situational — Complete if applicable.
17b NPI Situational — Complete if applicable.
Hospitalization Dates
18 Related to Current Optional.
Services
ADDITIONAL CLAIM
19 INFORMATION Leave Blank.
(Designated by NUCC)
20 Outside Lab? Optional.
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Locator # Description Instructions Alerts
ICD Indicator
The most specific diagnosis
codes must be used. General
codes are not acceptable.
. . ¢ Required — Enter the applicable ICD indicator to ICD'f: 'agnods'S cof?s
:ﬂ|agn03|s| or Nature o identify which version of ICD coding is being mustbe used on claims
NEss or Injury reported between the vertical, dotted lines in the | for dates of service prior
upper right-hand portion of the field. to 10/1/15.
9 ICD-9-CM
0 ICD-10-CM ICD-10 diagnosis codes
’1 must be used on claims
Required — Enter the most current ICD diagnosis | for dates of service on or
code. after 10/1/15.
NOTE: The ICD-9-CM "E" and "M" series Refer to the provider
diagnosis codes are not part of the current notice concerning the
diagnosis file and should not be used when federally required
completing claims to be submitted to Medicaid. implementation of ICD-10
coding which is posted on
the ICD-10 Tab at the top
of the Home page
(www.lamedicaid.com).
Situational. If filing an adjustment or void, enter Effective with date of
an “A” for an adjustment or a “V” for a void as processing 5/19/14,
appropriate AND one of the appropriate reason providers currently using
codes for the adjustment or void in the “Code” the proprietary 213
portion of this field. Adjustment/Void forms will
be required to use the CMS
. Enter the internal control number from the paid 1500 (02/12).
22 Resubmission Code - . . .
claim line as it appears on the remittance advice
in the “Original Ref. No.” portion of this field. To adjust or void more than
one claim line on a claim, a
Appropriate reason codes follow: separate form is required
for each claim line since
Adjustments each line has a different
01 = Third Party Liability Recovery internal control number.
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Locator # Description Instructions Alerts
02 = Provider Correction
03 = Fiscal Agent Error
90 = State Office Use Only — Recovery
99 = Other
Voids
10 = Claim Paid for Wrong Beneficiary
11 = Claim Paid for Wrong Provider
00 = Other
Prior Authorization Required — Enter the 9-Digit PA number in this
23 .
Number field.
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.
248 Place of Service Required -- Entgr the appropriate place of service
code for the services rendered.
24C EMG Leave Blank.
Required -- Enter the procedure code(s) for
Procedures, Services, or | services rendered in the un-shaded area(s).
24D . o : . .
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 reference letter (“A”, “B”, etc.) in this
24E Diagnosis Pointer block.
More than one diagnosis/reference number may
be related to a single procedure code.
24F Amount Charged Required - Enter usual and customary charges
for the service rendered.
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Locator # Description Instructions Alerts

Required -- Enter the number of units billed for

24G Days or Units the procedure code entered on the same line in
24D
Situational — Leave blank or enter a “Y” if

24H EPSDT Family Plan services were performed as a result of an EPSDT
referral.

241 D Qual. Optional. If possible, leave blank for Louisiana

Medicaid billing.

Situational - If appropriate, entering the In instances where the

Rendering Provider’s 7-digit Medicaid Provider billing provider is required
24) Rendering Provider ID# Numper in the shaded portion of the block is to link gttendlng prowders

required. of services, entering the

Entering the Rendering Provider's NPl in the non- | attending provider Medicaid

shaded portion of the block is optional. ID number is required.

25 Federal Tax ID Number | Optional.

Situational — Enter the provider specific identifier
assigned to the beneficiary. This number will

26 Patient’s Account No. appear on the Remittance Advice (RA). It may
consist of letters and/or numbers and may be a
maximum of 20 characters.

Optional. Claim filing acknowledges acceptance

i ?
21 Accept Assignment’ of Medicaid assignment.

Required — Enter the total of all charges listed on

28 Total Charge ihe claim.

Situational — If TPL applies and block 9A is completed,
enter the amount paid by the primary payor (including any

29 Amount Paid contracted adjustments). Enter ‘0’ if the third party did not

pay.
If TPL does not apply to the claim, leave blank.
30 SEEERVED FORNUCC Leave Blank.
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Locator # Description Instructions Alerts
Signature of Physician or | Optional -- The practitioner or the practitioner’s authorized
Supplier Including representative’s original signature is no longer required.
3 Degrees or Credentials
Date Required -- Enter the date of the signature.
32 ISerwce Facnlty Location Situational — Complete as appropriate or leave blank.
nformation
32a NPI Optional.
32b Unlabeled Situational — Complete if appropriate or leave blank.
Billing Provider Info & Required -- Enter the provider name, address including zip
33
Phone # code and telephone number.
33a NPI Optional.
Required — Enter the billing provider's 7-digit Medicaid 1D The 7-digit
number. Medicaid Provider
33b Umlabeled Number must
ID Qualifier - Optional. If possible, leave blank for appear on paper
Louisiana Medicaid billing. claims.

REMINDER: MAKE SURE “WAIVER” IS WRITTEN IN BOLD, LEGIBLE
LETTERS AT THE TOP CENTER OF THE CLAIM FORM

Sample forms are on the following pages
SAMPLE WAIVER CLAIM FORM WITH ICD-10 DIAGNOSIS CODE

(DATES BEFORE 10/01/15)
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SAMPLE WAIVER CLAIM FORM WITH ICD-10 DIAGNOSIS CODE
(DATES ON OR AFTER 10/01/15)

EgsiE i
(-1
[=1e%> g
-1
HEALTH INSURANCE CLAIM FORM z
APPROVED BY NATIONAL UNSFCORM CLAM COMMITTEE 8NUCC) 0212 L
1 wmmnl!
1. ME RE MEDCAID TRICARE CHAMPYA Gf?x:lﬂ i —:%1\. 7. QOTHER [1a WSUREDS |D. MUMBER FarProgram in Bem 1]
Maclewe0) X (Madiaid ) {ID0DaD0) (MemberiD®l  gow) (o8 0N | 9BTE543210123
2 PATIENT S NAME (Last Name_First Mame Middie inisa) L. SEX 4 INSUREDS NAME (Lasi Nama. First Nama. Middle intial)
JAYCO, TRAVIS 07 |31 ]| 72 mx ¢
5 _PATIENT S ADDRESS (Mo Swest) 6. PATIENT RELATIONSHIF TO INSURED 7. INSUREDS ADDRESS (No.. Stmef)

150 Child Cahar

CImY STATE [ RES OR NUCC USE cITY STATE

BPCODE TELEPHONE (induda Araa Coda) 2P CODE ‘ TELEPHONE (ncluda Ama Cada)

( ) ( )

8 OTHER INSUREDS NAME (Last Nama_ First Nama. Middla inisal} 10 15 PATEENT'S CONDITION RELATED TO 11. WSURED'S POLICY GROUP OR FE

ANUMBER

2. OTHER INSURED'S POUCY OR GROUP NUMBER a. EMPLOYMENTT {Current o Previous] - I TR COF R T SEX

: % i
TPL Code if applicable YES MO | " F
b. RESERVED FOR HUCCUSE b. ALTO ACCIDENTT PLACE (Stass) | B OTHER CLWMID [Desigraned by HUCC)

PATIENT AND INSURED INFORMATION

& RESERVED FOR NUCC USE &A‘MEE E 0 ' I @&Qﬂﬂ PROGRAM HAME
YES MO
3 NSURANCE PLAN NAME OF PROGRAM HAME 104 RESERVED FOR LOCAL USE d IS THERE ANOTHER HEAL TH BENEFIT PLAN?

NO Ifyes_ compiats ilems 9. 93 and 9d
READ BACK OF FORM BEFORE COMPLETING & SIGHING THIS FORM 12 X ERSON'S SIGNATURE | autadon
12 PATIENTS OR AUTHORIZED PERSONS SIGNATURE | authorize the rdeass of any madical or other nformation necassary
0 process THs claim | a0 MOue R PaYMent of gowemment benedts sTerio Mmysef orto e party Who ACORPS asSignMent

e
DATE

SURY . or PREGNANCY (LMP] |15 OTHER DATE S s 16 DATES PATIENT UNABLE TO WORK N CURRENT
T f U TRl g MM OO VY B

uAL Qe | | ! FROM ! TO

|
17 FAME OF REFERAMG PROVIDER OF OTHER SOURCE i7a 18 HOSPITAUIZATION DATES RELATED TOC
H l;.. | A e LR T
Tib | 4P | FROM i ! T

18 ADDITI ONAL CLAM INFORMATION (Designated by NUCCT

23 PRIOR AUTHDRIZATION NUMBER

Prior Auth #
s =
. _m =]
5C Fan | SR | =
1 —— s
10{08 15|10 {0815 |12 | | T - V| 90i00 | 30 | [mE(] el
%l10j00 15|10 joeis[12] | S O [ 75i00 | 25 | [WAr] &
=]
3 " " " 0 " " 0 =N
= S T I I L i i 1 I o LR 5
4 ¥ 0 : =3
! N ) I | O | I | | [ ne] %
oo I [k ] I A I I | | [~ 2
£

| EEIETR
28 TOTAL CHARGE 20, AMOUNT PAID 30 BALANCE DUE
s 165[00 | s | |» 165/00
32 BLLNG PROVIDER (WO &FHAE | 225 ) 555-4957
HERE FOR YOU WANER

200 MAIN ST

ANY TOWN, LA 70000
senen Ima Biller oere 1W1S/15 | a |'= a 123967654 |I= 1239876 &
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0838-1187 FORM CMS-1500 (02-12)

Claims Filing Page 10 of 15 Appendix E



LOUISIANA MEDICAID PROGRAM ISSUED: 09/10/21
REPLACED: 10/01/15

CHAPTER 43: SUPPORTS WAIVER
APPENDIX E — CLAIMS FILING PAGE(S) 15

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 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 veid 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;
or

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 Beneficiary/Patient Identification
Number. Claims paid to an incorrect provider number or for the wrong Medicaid 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/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 WAIVER CLAIM FORM ADJUSTMENT WITH ICD-10 DIAGNOSIS CODE

(DATES ON OR AFTER 10/01/15)

ElgE i
o
[=]1%%> o
&
HEALTH INSURANCE CLAIM FORM =
APPROVED BY HATIONAL UNIFORM CLAIM COMMITTE JCC) 022 o
et |
1. MECICARE WMEDICAID TRCARE CHAMPYA, FECA o 1a. MSU D NUMBER FarPragram in em 1)
HBLAN BLK LUNG
Macicara 8) ¢ (Medicaid @) {ID DD} {Msmbsr ID#) =] = B8TES543210123
2 PATIENT S NAME (Last Name,_ First Mame. Middie nisa] '“I‘:“" e *'l*r—r TE SER A INSURED'S NAME (Last Name. Frst Name. Midda ntial
JAYCO, TRAVIS o7 | 31 | 72 m X F
5. PATIENT S ADDRESS {Mo_ Swoat) 6. PATIENT RELATIONSHIP TO INSURED 7. NSURED'S ADDRE SE (No.. St
St Spouse Child Crhar
Ty STATE |5 RESERVED FOR NUDC USE TITY STRTE =
=
AP CODE TELEPHONE (induda Araa Cada) 2% CODE TELEPHONE (I ndude Ama Coda) g
{ { ) &
z
T OTHER FSUREDS NAME (Last Name T T3 15 PATIENT & CONDITION RELATED TO1 71 NSUREDS POLICT GROUP OF FECA NUMBER =
=1
2. OTHER NSURED S POLICY OR GROUP NUMBER a. EMPLOYMENT? {Current or Previous) & WEUTEDS DATE OF BRTH SEX. 4
2 % il
TPL Code if applicable ! vl F @
b. RESE RVED FOR NUCCUSE b. ALTO ACCIDENT? PLACE (Stase) | B OTHER CLAIMID [Designmed by NUGCC) E
=
& RESERVED FOR NUCC USE & INSURANCE PLAN NAME DR PROGRAM NAME —
o}
g
@ INSURANCE PLAN MAME O PROGHRAM MAME d £ ANOTHER HEAL TH BENEFIT PLANT a

Ifyes. complate (tems 9. 98 and Sd

READ BACK OF FORM §
12 PATIENTS OR AUTHORIZED PERSONS 516/ '
%0 process TS claim | 250 M aue R paymant af gosammant b

D PERSON'S SIGNATURE | authorza
sz 0 e undarsign el physician or suppiier far

Saon
SIGNED CATE
,
14 GQT' JI-".-"._:‘;T LLNESS, ‘JTi-'-!Y o PREGNANCY (LMP) IE-:IT'-I-_-". _-.-’\T-_I M , oo Lo ‘AJ;‘H ]
e AL | b

17, HAME OF REFERRING PROVIDER OR OTHER SOURCE |

b |-;u |
19 ADOTIONAL CLAM INFORMATION (Designated by NUCC)
21 DAGNCSIS OR NATURE OF BLNESS OR INJURY Ralama A-L 10 servca lina balow 245 O 0 |

ORIGINAL RE NOD
AD2 | 5299198798700
23 PRIOR AUTHORIZA TION NUMBER
Prior Auth #

ek

E [} =
ihs | e RENDERING 2
5 WRGES N PROVICER ED. ¥ E
! 10{08 15|10 {08 | 15| 12 | | S5125 |UN | T T A S| 90{00 | 30 e
e
o I S ) MO I I P O I Al | [we] &
3 =
= S N ) I I T S I I R I - s
4 | 0 o . o
! T | | | i [ | P | [ we | %
| I A I [ % & G | | | | [we ] 2
e
6 1 1 1 1 1 =
i [ | I i i | [ L2
25 FEDERAL TAXLD NUMBER 55N BN 29 PATIENTS ACCOUNT NO 28 TOTAL CHARGE 29 AMOUNT PAID 30 BALANCE DUE
1234 s 90100 | & | s 90! 00
A2 SERVICE FACILITY LOTATION | NFORMATION 33 BLUNG PROVIDER INFO &PH# (225 ) 5585-4957
HERE FOR YOU WAINER
200 MAIN ST
ANY TOWM, LA 70000
sicuen Ima Biller pate 1WLS/1S |a [0 s 123967654 |o 1239876 &
NUCC Instruction Manual available at: www.nucc .org PLEASE PRINT OR TYPE APPROVED OMB-0838-1197 FORM CMS-1500 (02-12)
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(= T %) N < I\

ElERE
5
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) G242

—|_HPICA

PIGA [T

1. MEDICARE METHCAID THICARE

CramPvA RN pLan

[ | oMecicares) | | octcaiass || powmoow || emberoi || 0bH

DE'E?WD;E

1a. INSURED'S 1.D. NUMBER

{For Program in lsm 1)

2 PATIENT'S NAME (Layt Npmg, First Nams, Midde Initial)

3. PATIENT'S BIRTH DATE
MM | DD

8EX

4. INGURED'S NAME (Last Namg, First Nama, Midds Initial)

L W]

F[ ]

5. PATIENT'S ADDRESS (No., Strest)

6. PATIENT RELATIONSHIP TO INSLIRED

saf| | spose| |crm| | omer| |

7. INSURED'S ADDRESS (No., Birast)

[ Jres

b. RESERVED FOR NUGG USE

b. AUTO AGGIDENT?

[ |ves

. RESERVED FUR NUGC USE

& OTHER ACGIDENT?

[ ne

PLACE (Stats)
. |

cmy STATE | &. REBERVED FOR NUCC USE ciTY STATE
ZIP CODE TELEPHONE (include Area Code} ZIP CODE TELEPHONE {Inciude Area Code)
B, OTHER INSURED'S NAME {Lagt Eﬁl‘m. H?ﬁt Name, Midde Inttial) 10. IS PATIENT'S CONDITION AELATED TO: 11. INSURELYS POLICY GROUP OR F(ECANUM)IEH
a. OTHER INSUREDY'S POLIGY OR GROUP NUMBER a. EMPLOYMENT? (Gumant ar Previoua) . INSUR‘ERF DADTE?F BIW X

|

N FL

b. DTIHER CLAIM ID (Designated by NUCT)

|

2. INSURANCE PLAN NAME OR PROGRAM NAME

e [Two

ol INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES {Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
¥ yos, complets hema 0, 9, and 4.

[ves [ w

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIE FORM.
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize the relesse of ay medicsl or oifier iformetion necassary
{0 procass this claim. | siso requsst payment of govemment bsnafits sihsr to mysalf o io the party who secspts sssigrment

|13 INGUREDYS OR AUTHORIZED PERGON'S BIGNATURE [ authorze
peymant of madical bansfita to the undersignad physician or supplier for
sarvices describad balow.

»| < PATIENT AND INSURED INFORMATION — |~ CARRIER — >

-
BIGNED DATE. BIGNED
14. DATE OF CURRENT ILLNESS, IRIURY, o PREGNANCY (LMF) [15. OTHER DATE - R i 18. DATER PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
| | auaL S | | oM | | [
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 178 18. Hospnﬁznnsg DATESYI;EI.ATEJ T cL‘mENT gnmch%v
| | | |
| 17b-| NPI FROM | | O ! |
18. ADDITIDNAL CLAIM INFORMATION (Dissignated by NUIGC) 20. OUTSIDE LABT 4§ CHARGES
[lvea oo | |
21. DIAGNOSIS OFL NATURE OF ILLNESS OF INJURY Rslate A-L to sarvica Ine baeiow T 1 .
B4 iepind - B2 FRRyMEan ORIGINAL REF. NO.
| B X A D. | ‘
25. PRIOR AUTHORIZATION NUMBER
EL F. ; al WL
I : a] K 5
24 A, DATE(S) GF SERVICE B. | C. | D. PROCEDURES, BERVICER, OR SUPPLES E, F. Q_ [ H] I J. z
From To PLACEOF| [Explain Unusual Clroumstances; DIAGNOSIS O Ry D RENDERING =]
MM DD m¥¥ MM DD YY |SERWE| EMG | CPTHCPCS | MODIFIER POINTER 8§ CHARGES uNTS | Pan | OuAL PROVIDER ID. # E
=
4 | | | | | T R e | ©=
[ = | : | e 8
H4
| | | | [ | | | T e s o
A | L [ [ [w F
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