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CHAPTER 30: PERSONAL CARE SERVICES

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:

Gainwell 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.)

This appendix includes the following:

o 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 gﬁgﬁg 3:// Required -- Enjter 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 1.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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Locator . L. .
4 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 Situational — Complete if appropriate
6 Relationship to P Pprop
or leave blank.
Insured
7 Insured’s Address Situational — Complete if appropriate
or leave blank.
RESERVED FOR
8 NUCC USE Leave Blank.
Other Insured’s Situational — Complete if appropriate
9
Name or leave blank.
Other Insured’s
9a Policy or Group Leave Blank.
Number
RESERVED FOR
9b NUCC USE Leave Blank.
RESERVED FOR
9¢ NUCC USE Leave Blank.
Insurance Plan . . . .
9d Name or Program Situational — Complete if appropriate
or leave blank.
Name
Is Patient’s . . : .
10 Condition Related Situational — Complete if appropriate
or leave blank.
To:
Insured’s Policy . . . .
11 Group or FECA Situational — Complete if appropriate
or leave blank.
Number
Insured’s Date of
Birth Situational — Complete if appropriate
11a
or leave blank.
Sex
OTHER CLAIM
11b ID (Designated by | Leave Blank.
NUCC)
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Locator . e .
4 Description Instructions Alerts
Insurance Plan . . . .
e Name or Program Situational — Complete if appropriate
or leave blank.
Name
Is There Another . . . .
11d Health Benefit Situational — Complete if appropriate
or leave blank.
Plan?
Patient’s or
Author} Zed. Situational — Complete if appropriate
12 Person’s Signature
or leave blank.
(Release of
Records)
Patient’s or
Authorized Situational — Obtain signature if
13 , o .
Person’s Signature | appropriate or leave blank.
(Payment)
Date of Current
14 Illness / Injury / Optional.
Pregnancy
15 OTHER DATE Leave Blank.
Dates Patient
16 Unable to Work in Leave Blank.
Current
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
Name of Referring . . Any provider
. In the following circumstances, entered 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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Locator . e .
4 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 NPI 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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Locator e .
4 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. disonocs oo
0 ICD-10-CM gnosis codes
must be used.
21 General codes are

Diagnosis or
Nature
of Illness or Injury

Required -- Enter the most current
ICD diagnosis code.

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

not acceptable.
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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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Locator e .
4 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.
EPSDT Family ‘S‘lt},li}tlona! — Leave blank or enter a
24H Plan Y” if services were performed as a
result of an EPSDT referral.
Optional. If possible, leave blank for
241 L.D. Qual. Louisiana Medicaid billing.
Rendering
24J Provider LD. # Leave Blank.
Federal Tax 1.D. .
25 Number Optional.
Situational — Enter the provider
o specific identifier assigned to the
26 ;?ent 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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Locator e .
4 Description Instructions Alerts
and may be a maximum of 20
characters.
27 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.
Servu‘je Facility Situational — Complete as appropriate
32 Location
. or leave blank.
Information
32a NPI Optional.
32b 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 NPI number. appear on paper
claims.
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Locator . e .
4 Description Instructions Alerts
Required — Enter the billing provider’s The 7-disi
.. . -digit
7-digit Medicaid ID number. Medicaid Provider
33b Other ID # ID Qualifier - Optional. If possible, Number must

leave blank for Louisiana Medicaid alp pear on paper
billing. catms.

Sample PCS Claim Form — See below.
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—

O’)U‘l-b-@_l\)

HEALTH INSURANCE CLAIM FORM

Mail completed forms to:

Gainwell Technologies
P.O. Box 91020

CARRIER —)—

AFFROVED BY NATICNAL UNIFORM CLAIM COMMTTES (NUCC) 0242
TT7Pe Baton Rouge, LA 70821 e
|, WEDICAFE  MEDICAID TR CAFE CHALPA FEGE . GTHER| 12, NSURED'S .0, NUMBER o Feantam 0 e
X| eciziog) [ (owmcoi | o ime || (5%, ik “U[Jems | 1234567890123
2. PATIBNT'S NAME (Lawt Mame, First Name, Mdds Inifal) 8. T DBF H '." SEN 4 IHEUREDS HAME (Lasl Narmne | First pame, Mocls niial)
LOU JANNIE 11 | [)5 " [x
5 ATOFERS [, e P ATIENT FELATICNE DINGORED |7 TNEUREDS ARODFESS 00, STeen
1 234 ANYLANE I
Y i, BTATE
MYTOWN
AFCCOE TELERHOME ol e s Cocks ZIP CCOE TELEFHCE [Indude Ares Dock
70000 ( 225) 999-7777 |
3 CTHER INSURED 5 MAE (Lacl Hame, sl 1ens, NIie bl 10|15 PATIENT'S CONDITICN RELATED T0. 11 INSJRED'S FOLIGY GROUP OF FECA NUWBER
& OTHER INSURED'S POLICY OF GROUP NURBEF ENMPLOMMERT T (Current or Fravous) 4. INSURED'SDATE OF 3|:-|-_| SEX
MM B0
E
I RESERYED FOR MUCE L ; A
o FESERVED FR N OTHER ACCH 5 INSURANEE P_ed NAME CR PROGR A0 HAIE

o [NELRANCE FLAN HAME OF PROGR

AHHAME

JJ Lﬂl’\ C g gnaled Dy P

WITH AN ORDERINé;PR

EFORE COMPLETNG 4 SIGNR THISFOHH
mechoal of ofheEr |1 rm fich

READ EACI‘!
BRI

FMATURE |authorize e reiease of any
ovETImEn t EEn nmysel o o

SIGERED

4,13 THERE ANGTHER HEALTH BENEFIT FLAN?

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

DATE HGHETD
148 DATE OF CURAENT ILLIMESS MIURY, o PREGHANCY (LMP [ 15 OTHER DATE FATIENT LUMAELE TOWMORK INCURBENT OCCLIF —\|| Il
MM O] DD | T : MM | D M| DD bk (L T
CHIAL ! AL ! FROM To | |
37 HAWIE CF REFEFIAING PACHDER 0 CTHER SOURCE 174 1234567 18 HESFIT ALE ATICH DATES FELATED TOCLIFENT SERIICES
L R 2 2 pu R e A TP e 2 bl oo (R Il 0
DK JOHN DOE, MD 170 |tF | 1234567890 o |
LOCATICIAL CLAIM IMFCRRATION (Desip sted by MUCD $CHARCES
ra
1 DI AENCEIS OF HATURE OF ILLNESS COF IRJUFY FEleE A-L 1 S&uce line beow [24E) IR IR 22 RESUBMISSION
Diinel | | CODE ORIGINAL REF. MO
. G808 e c ol
L % o oy 23 PRICR ALTHORIZATIN HUMEER
i g 123456789
20 A DATES COF SERMICE E] £ VICES, CR SUFFLIES E. = 3_ | H 1
Frem ILACE mumstances) Dl AGMICSIS il WL RENCEFING
Wi b A WIDOIFIZR PONTER § CHamRES s | P | cusl FRCMOER ID. #
o3| o1 |19 |oa| o | m| 2| T1019 | EP | A 4800 | [ [we |
PO R NS (TS Aed Lok R |
| e | 19 | 03| @ | 9| 12 Ti01s | EP | A 45/00 | | =
" | | ; i e R e —
03 o519 |03 05| w12 Tio1g | EP | A 48,00 | | [
Y ; ' " . f FESR R e R
6 ite |03 o8| 18| 12| Tiote | EP ! A 2400 8 | [wm
I RN S TR S I S e A S SR T B N A A O S
[ : | [ L | | [w
| | e B R e
: L | [ N S I
FEDEAAL TAN | D, MNUNMBER =0 EIN 24, PATIENT'S ACCOLUNT NO 2 TOTAL CHARGE |22, apCUHT PaD Rewd o HUICC s
1234 165.00 !
' | | 1 | = | TP i A
BIGNATLRE OF PRSI0 AN OF SUPFLIEF 32 SERWICE FACILT T LOCATICON INFORMATICH 33. BLLING PRCYIDER INFO & PH# ‘500 1 233-3333
.III\ TN E] F _Irull..J.I—wl PCS AGENCY
700 MAINST
ANY TOWN, LA 70000
i = 1326547895 | 1987654

OR SUPPLIER INFORMATION

PHYSEICIAN

PLEASE PRINT OR TYPE

A wwa nuee

ction Manual availabla

APPROVEL CMB-USEE- 7197 FURM 1200 (L 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:

J 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/Void 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.

Page 13 of 15 Appendix H



LOUISIANA MEDICAID PROGRAM

ISSUED:
REPLACED:

03/22/21
08/23/19

CHAPTER 30: PERSONAL CARE SERVICES

APPENDIX J: CLAIMS RELATED INFORMATION

PAGE(S) 15

HEALTH INSURANCE CLAIM FORM

Mail completed forms to:

Gainwell Technologies
P.O. Box 91020

AFPPROVED BY HATICNAL LINIFORM CLAIM COMMTTES (NUCC) 0242 Baton Rouge’ LA 7082 1
TRICARE CHALEA g CTHER| 13 INSURED'S 1 0. 1HUMBES [FOl FYOQEAm 0 fEm 1)
[ 00 | freamber D8 | o |_| (0] 1234567890123
778 NAME [LestMane, First Name, dds il = 2 INEUREDS NAME st Name, First Mame, Midde infia)
LOU JANNIE %
: S ADDAE a0, e TINSURED NELURED'E ADDRESS (0., Sheet)
1234 ANYLANE |.nn_—| .;—..-..|' |
oIy CITY ETATE
MYTOWN
IPCODE TELEPHOME Qnilu de Area Cocia) ZIP CODE TELEFHOME [Indude .'-'|ea.'r.\:(la)
70000 (225) 9997777 S

3. OTHER INSURELD 3 MANE (Lasl Hame, Fist Nana, Micdle il

s OTHER INSURED'S POLICY TR GROUP NUMBEF &. EWMPLOYMENT? (Current or Prewous)

|+ FESERMED F

- AESERWEL FCR MUCL USE . OTHER ACCIDENT

d. INSURANCE FLAR HAME OR PROGRA

A HALE CCDES (Das anaed by

IIBEFOHECOI1P[E1’I~G I'~G 'I'HISFOH.I'I
= 28 NE o

el ITOrTEch fece

|I| gn’u EntE m‘f EME T

0,15 PATIENT'S CONDITIZN AELATED TC:

“SAM PLE EX-:

WITH AN_ORDERING PROVIDER

11 INSJRED'S FOLICT GACUP OR FECA HUMBSR

4. INSURED 'S DATE OF BIRTH SEX
MM | DD ¥

A

= INSURANUCE FLAN NAME CR PRUIGR 54 HARME
|5 THER E 4OTHER HEALTH BENEFIT PLAN?

I J—L il

=@, Qa3 anclOd

SSE Y e s s OF cugsiion

\T Pf Al orize

1o

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

QO s W

Bl ESIprment
SIGHED DATE
14 DATE OF CARF I[[I ILLMEBS INIURY o PREGHAMNCY MY [ 15 OFHER DATE _ MORE I CURBENT OCTUPATION
R 2 LS i [ i} o
A | [FuL} ! o !
T TIANE B TIETERTNG PROVIDER CF TS SEUREE F 123456? PR :..l.r' 1‘\,;"“""; =r\..l Nz
DK | JOHN DOE, MD 17| 191 | 1234567890 | i
ADDIT ICRIAL CLAIN IMFCRMATION (a3l aizd by HUCT) B CHARCES
e T AN A INOAY Feate A-Lin =a uce line beion_ (246 — i 0 i i R RN A BEF. MG
. G808 &1 ol ol ) Aoz 5'0?0123456002
E Eht _ il 23. PRICR ALTHORIZATION \I WEEFR
| | PR # IF APPLICAELE
24 A CF SERVI B & CF SUFFLIES E. F 3 H z
starces) | Dl AGrIcEIE SEC T D o]
WAk Tl &) EMO MODIFIER FPONTER § CHARGES UNITE P | QusL EE
| | =
w|o|w|n|n|se|e | A 42!.00 | 14 el &
| [’
: : b e U e e s
|| | | - E 1g
1 1 1 e o b s &
L : | 5] 1 &
w
| | | [ e et I~
k| : | - ] e o
| G M S A e ) S e L L A E— T A e e e b %
- - | | E ) e -
F
| | | | | T B I P e e e e
L : | L3 | i e
IEFAL TAX | O NUMBER 3= BN 26 PATIENT'S ACCOUNT NOY 281 AL CHARGE |24, AMOUNT PaID 20 Aewd for HLICC Lse
1234 42,00 | !
{ { a 1 . L 1
|32, SERVICE FACILITY LOCATICN INFORMATICN |33 BLLNGFROVIDER INFO & He [ 800 ) 233-3333
: PCS AGENCY '
.J.J\ 10 this 1 and are mace a par hamol ) 700 MAINST
IMMA BILLER ANY TOWN, LA 70000
|- Oe9i19 - 1326547895 |- 1987654
MNUICS Instruction Manual available ab wwaw nuee of PLEASE PRINT OR TYPE APPROVED CWD-UZSE- 1T FURM TZUD (-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
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