LOUISIANA MEDICAID PROGRAM ISSUED: 09/28/15
REPLACED: 04/30/14

CHAPTER 30: PERSONAL CARE SERVICES

APPENDIX J: CLAIMS FILING PAGE(S) 14

CLAIMS FILING

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:

Molina Medicaid Solutions
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:

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

. Instructions for adjusting/voiding a claim and samples of adjusted CMS 1500
claim forms.
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CMS 1500 (02/12) Billing Instructions for Personal Care Services
Locator # Description Instructions Alerts
Medicare / Medicaid /
Tricare Champus / Required -- Enter an “X” in the box marked
1 Champva / Medicaid (Medicaid #)
Group Health Plan / '
Feca Blk Lung
Required — Enter the recipient’s 13-digit Medicaid
1.D. number exactly as it appears when checking
recipient eligibility through MEVS, eMEVS, or REVS.
la Insured’s I.D. Number NOTE: 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.
2 Patient's Name Requireq - Entgr the recipient’s last name, first
name, middle initial.
. Required — Enter the recipient’s date of birth using
Patient's Birth Date six digits (MM DD YY). If there is only one digit in
this field, precede that digit with a zero (for example,
3 0102 07).
Sex Enter an “X” in the appropriate box to show the sex
of the recipient.
4 Insured's Name Situat.ional - C-omplete' correctly if the recipient has
other insurance; otherwise, leave blank.
5 Patient's Address Optional — Print the recipient's permanent address.
6 Patient 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.
% Other Insured’s Policy or Leave Blank.
Group Number
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Locator # Description Instructions Alerts
9%b RESERVED FOR NUCC Leave Blank.
USE
9 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.
11a Insured’s Date of Birth Situational — Complete if appropriate or leave
blank.
Sex
OTHER CLAIM ID
110 (Designated by NUCC) Leave Blank.
11c Insurance Plan Name or | Situational — Complete if appropriate or leave
Program Name blank.
11d Is There Another Health | Situational — Complete if appropriate or leave
Benefit Plan? blank.
Patient's or Authorized T . ,
1 Person's Signature Elglrjlztmnal — Complete if appropriate or leave
(Release of Records) '
Patient's or Authorized T o . .
13 Person's Signature Situational — Obtain signature if appropriate or
leave blank.
(Payment)
Date of Current lliness / .
14 Injury / Pregnancy Optional.
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
Name of Referring .
17 Provider or Other Source Optional.
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Locator # Description Instructions Alerts
17a Unlabeled Optional.
17b NPI Optional.
Hospitalization Dates
18 Related to Current Optional.
Services
ADDITIONAL CLAIM
19 INFORMATION Leave Blank.
(Designated by NUCC)
20 Outside Lab? Optional.
The most specific
diagnosis codes must
be used. General
codes are not
acceptable.
ICD Indicator Required -- Enter the applicable ICD indicator o .
to identify which version of ICD coding is being ICD-9 diagnosis codes
. S must be used on
reported between the vertical, dotted lines in )
the upper right-hand portion of the field claims for dates of
Pperng P ' service prior to 10/1/15.
g :gg?ocg:w ICD-10 diagnosis
21 codes must be used on

Diagnosis or Nature
of lliness or Injury

Required -- Enter the most current ICD
diagnosis code.

NOTE: The ICD-9-CM "E" and "M" series
diagnosis codes are not part of the current
diagnosis file and should not be used when
completing claims to be submitted to Medicaid.

claims for dates of
service on or after
10/1/15.

Refer to the provider
notice concerning the
federally required
implementation of ICD-
10 coding which is
posted on the ICD-10
Tab at the top of the
Home page
(www.lamedicaid.com)
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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 Effective with date of
Code” portion of this field. processing 5/19/14,
Enter the internal control number from the paid Sg?xldti]res Cfgr?inetgr
claim line as it appears on the remittance g the proprietary
L L R . 213 Adjustment/Void
advice in the “Original Ref. No.” portion of this f b ired
field orms will be require
' to use the CMS 1500
. _ (02/12).
2 Resubmission Code Appropriate reason codes follow:
Adiustments To adjust or void more
—'_—. i than one claim line on
01 = Third Party Liability Recovery :
i . X a claim, a separate
02 = Provider Correction . ;
. form is required for
03 = Fiscal Agent Error each claim line since
90 = State Office Use Only — Recovery hline h
99 = Other eachline nas a
different internal
Voids control number.
10 = Claim Paid for Wrong Recipient
11 = Claim Paid for Wrong Provider
00 = Other
23 Prior Authorization (PA) | Required — Enter the 9-digit prior authorization
Number number for the 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 Required -- Entgr the appropriate place of service
code for the services rendered.
24C EMG Leave Blank.
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Locator # Description Instructions Alerts
Required -- Enter the procedure code(s) for
services rendered in the un-shaded area(s).
24D groce_d ures, Services, of Enter appropriate modifier with procedure code:
upplies
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.) in this
24E Diagnosis Pointer block.
More than one diagnosis/reference number may be
related to a single procedure code.
2F Amount Charged Reqmre@ -- Enter usual and customary charges for
the service rendered.
. Required -- Enter the number of units billed for the
24G Days or Units procedure code entered on the same line in 24D
. 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
241 | 1.D. Qual. Medicaid biling,
24J Rendering Provider I.D. # | Leave Blank
25 Federal Tax I.D. Number | Optional.
Situational — Enter the provider specific identifier
assigned to the recipient. 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? Opt|_ongl. Cla}|m filing acknowledges acceptance of
Medicaid assignment.
28 Total Charge Requqed — Enter the total of all charges listed on
the claim.
29 Amount Paid Leave Blank.
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Locator # Description Instructions Alerts
30 Reserved for NUCC Leave Blank.
use
Signature of Physician or | Optional — The practitioner or the practitioner’s
Supplier Including authorized representative’s original signature is
31 Degrees or Credentials no longer required.
Date Required -- Enter the date of the signature.
32 Service Facility Location | Situational — Complete as appropriate or leave
Information blank.
32a NPI Optional.
3%b Unlabeled Situational — Complete if appropriate or leave
blank.
33 Billing Provider Info & Required -- Enter the provider name, address
Phone # including zip code and telephone number.
33a NPI Optional.
Required — Enter the hilling provider's 7-digit
Medicaid ID number. The 7-digit Medicaid
33b Unlabeled Provider Number must
ID Qualifier - Optional. If possible, leave blank for appear on paper claims.
Louisiana Medicaid billing.

Sample forms are on the following pages.
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PCS — Example Claim Form with ICD-9 Diagnosis Code (Dates BEFORE 10/1/15)
ElGRE
Of
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212

== CARRIER —=

T MEDICARE  MEDICAID TRIGARE CHAMPVA, GROUP FECA OTHER | 1a. INSURED'S |.D. NUMBER (For Program in ltem 1}
" ot i . HEALTH PLAN BLKLUNG -
(Medicars #) Y (Medicaid #) (ID#/Do0#) (Member D#)  (ID¥) (10#) (%) 141234567891234
2 PATIENT'S NAME (Last Name, First Name, Midde Initial) 3 Pi\“l“"‘ll'N‘l' %EIRN\P‘:\TF BEX 4. INSURED'S NAME {Last Name, First Mame, Middle Inifal)
| |
REVERE, PAUL 01105} 556 mX F
5 PATIENT'S ADDRESS (No., Stresl) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No,, Strest
Self Spouse Child Other
TITY STATE |8. RESERVED FOR NUCC USE Ty TATE %
=
ZiP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Indude Area Code) g
( ) 8
( ) o
5. OTHER INSURED'S NAME (Last Name, Firsl Name, Wdde Intid) 0. 15 PATIENT'S CONDITION RELATED 10O 11, INSURED'S POLICY GROUP OR FECANUMBER H
]
a OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (Current or Previous) # INSURED'SDATE OF gIRTH SEX g
| |
YES NO ! M F &
b. RESERVED FOR NUCCUSE b. AUTO ACCIDENT? PLACE (State) b OTHER CLAM ID {Designated by NUCC) a
=
<<
¢ RESERVED FOR NUCC USE e Akl c. INSURANCE FLAN NAME OR PROGRAM NAME =
}
YES NO =
d. INSURANCE PLAN NAME OR PROGRAM NA VED F E THEBiR ANOTHER HEALTH BENEFIT PLAN? -
NO If yes, complele lema 9, 8a and 9d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or suppler for
to process this claim. | also request payment of govermment benefits either to myseif or to the party who accepts assignment senices described below.
below.
SIGNED DATE SIGNED
14. DATE OF CURRENT ILLNESS, INJURY, or Pl ANCY [LMF) |15.0THER DATE 16, DATES PATIENT UNABLE 'ORK IN CURRENT OCCUPATION L
MM DD Y | | | MM DD oYY MM DD | . oDy YY
| ! QuaL.l QUALI ! ! ! FROM ! ! 0 ‘
NAME OF FEFERRING PROVIDER OR OTHER SOURCE 15, HOSFITALIZATION DATES, RELATED TO CYRRENT SERVICE
: L T TR 0T WREENTSE R
71b.|NPI FROM ! I TO } !
_ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? 3 CHARGES
YES NO |
21, DIAGNOSIS OR NATURE OF ILLNESS OR NJURY  Relste A-L loservice ine below (29E) 1D ind. |G | zz.gggléswssmu ORIGINAL REF. NO.
51462 5. cl o |
E E &l M 23. PRIOR AUTHORIZATION NUMBER
| J ] K | L 987654321
24, A DATE(S) OF SERVICE B. C D PROCEDURES, SERVICES, OR SUPPLIES E F 1 =z
From To LacE O (Explain Unusual Circumstances) DIAGNOSIS REMDERMNG ]
MM DD YY MM DD ¥¥ |sewice| EMG | CPTHCPCS | MODIFIER POINTER $ CHARGES PROVIDER ID. # =
=
1 1 1 1 1 1 1 nn | an | Twe [T 54
04 101 14|04!01 !14|12 | | T1019 |UB! ! ! | A | 6000 | o
[
2|41 i o3 | o | z
0403 14|04{03{14]12| | mote Jusl | | | A | 96100 | &
3 g
i i i i i i i o
. I S N A B I S O B | L g
o
4 | | | | | | | 4
: [ T A N I T R | P S
Z
5 ! | | ! ! ! | -
=}
: I T A R I N A | P g
=
o I N I N N I B L &
25. FEDERAL TAX | D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28 TOTAL CHARGE 28 AMOUNT PAID | 30. BALANCE DUE
{For gowt. claims, sme badk) | | |
X ves NO % 186 |00 % ! $ !
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PHE (800 ) 222-3333
INCLUDING DEGREES OR CREDENTIALS
(I cerify that the statements on the rewerse AWVERY RELIABLE PCS AGENCY
apply 1o tis bill and are made a pan thereof ) 123 MAIN ST
ANY TOWN, LA 70000
sicuen IMA BILLER pate 4/4/14 | = b a 135792468 | b 1234567 s
NUCC Instruction Manual available at: www. nuce. org PLEASE PRINT OR TYPE APPROVED OMB-0838-1197 FORM CMS-1500 (02-12)
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PCS — Example Claim Form with ICD-10 Diagnosis Code
(Dates ON OR AFTER 10/1/15)

HEALTH INSURANCE CLAIM FORM

AP PROVE D BY NATIONAL UNIFORM CLAIM COMMITTEE NUCC) 0212

ape— CARRIER —=

1= " 1T
1. MEDICARE MEDICHD TRICARE CHAMPYS GROUP FECA QTHER [1a MSUREDS LD, MUMBER Far Pragram in Bem 1)
HEALTH PLAN BLELUNG B
Madcara 0] 3 [Madicaid 8) e Lee ] (Member ID8) {1} {1 (on 423456 T7RO1234
2 PATIENT 5 MAME (Last Hame. First ama. Miadie Inisal) SR R SER 4 WNEURED'S NAME (LasiNama. FirsiName, Midda intia)
| DO
REVERE, PAUL 01 | 85 M X F
5 PATIENT'S ADDRESS (Mo.. Strest) & PATIENT RELATIONSHIP TO INSURED 7. NSURED'S ADDRESS (No. Stmat)
Salf Spausa Child CRhar
Y STATE 3. RESERVED FOR NUOC USE CITY STATE %
=
AP CODE TELEPHONE (Induda Area Coda) IF CODE TELEPHONE (Include Amia Coda) E
) « ) &
z
T OTHER MEUREDS NAME [Last Hama, First Hama, Middia i) 10, 15 PATIENT S COMDITION RELATED TG 1. NSURED'S POLICY GROLP OR FECA MUMBER =
=1
w
a THER INSURED'S POL R GR P NUMBER EMPLO (3 {Cu tor P L a NSUREDS DATE OF BIRTH SEX =4
o R QUCY OR GROUP NU 3 EMPLOYMENT? {Current or Previous) IR | i =
YES NO | M ]
b RESERVED FOR NUCCUSE b AUTO ACCIDENT? PLACE {Stats) [B OTHER CLAIMID Designated by HUCT) a
=
=
& FESERVED FOR NUCC USE zQ - & NSURANCE PLAN NAME OR PROGRAM NAME ]
]
YES NO =
A INSURANCE PLAN NAME OR PROGRAM NAME 100 RESERVED FOR LOCAL USE d IS THERE ANOTHER HEALTH BENEFIT PLAN? =
fyas complete tems 9 9a and 9d
READ BAGHK OF FORM B 15 E O PERSON'S SIGNATURE | autharize
12 PATIENTS OR AUTHORIZED PERS ONTS SIGHA TORE: iza m v i an Maca s e areis b e Undersignad physidan o supplier far
0 process Tis claim. | 8l mouas payment of gavemment benadis eharta myself or to e party who acoRpes assignm ent sardoes dasibed baow
Lok
SIGNED DATE SIGNED
— —_—
14 B TE GF CURRENT RLNESS. INJURY, or PREGNANCY {LMF) |15 OTHER DATE 16 CATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
L 1 | | MM DO YY My DD i N | oD Al
| o] Qua : LT L
|
17. HAME OF REFERRING PF A OR OTHER SOUR: 7 HOSPITALIZATION DATES RELATED TO CURF SERVICES
[ G PRO! CRO SOURCE 17a 18 HOSPITAL IT I'\T??'{ ATED TQ mﬁ:lwz: 1If"_§;,
o, | NP FROM ! ! @ | !
18 ADDITIONAL CLAIM INFORMATION (Designaed Dy NUGC) 20. QUTSIDE LAG? § CHARGES
YES NO |
21 DIAGHOEIS DR NATURE OF ILLNESS OF MIJURY  Faae A-L 1o sarvcs Ine beow B42]  icoid [0 | 72 FESUBMESION CRIGIAL FEF. HO
414029 8 o ol
= | 7l H | 23 PRIOR AUTHORIZATION NUMBER
| 1 Ll Frior Auth#
24 A DATES|OF SERWCE B 4 SERVICES, OR SUPPLES F [} H J =
F CEC lain Unusual Croumstancas) Chae 2= o RENDERING =]
MM DD Y MM DD VY |sEmics| EMG CPTHCPCS | MOC#FIER § CHARGES I I PROVICER ID- # ':t
=
1 1 1 1 1 1 1 1 “wel [T &
10i08 15|10108 15|12 [ TIO19 |uBi | | A | 60{00 | 20 | |[NR] 8
5 s
10j09 15[10foef15[12] | Tos Jusf{ | | | A | 96i00 | 32 | [WF] g
3 g
| f | | | | |
i i i i i i i o
i I T T O [ | P | P [ [wer] =]
o
4 . . . [v3
l I S N O [ @ 1 1 I P | [wer %
5 | 1 | | | | | o
: [ I A N I N N I G 2
=
6 I 1 I I I I I o
| I N N O I S B L[ [wi]
25 FEDERAL TAX 1D NUMBER SSH BN 26 PATIENTS ACCOUNT MO, 27 ACCEFT ASSIGNMENT? | 28 TOTAL CHARGE 2 AMOUNTPAID |30 BALANCE DUE
(Far govt dalms_see back) |
1234 X s NO s 156]00 | s | |+  1s6i00
31. SIGHAT 2. SERVICE FACILITY LOCATION INFORMATION 33 BLUNG PROVICER INFO 8PH# (800 ) 222-3333
MCLUDING [ 5 LS
0 cantty mat e sia . AVERY RELIABLE PCS AGENCY
apply %o His bil and &ra ade & pan theraal} 123 MAIN ST
ANY TOWN, LA 70000
sianen Ima Biller oate LUW1E1E |a b a 123967654 |n 1239876 i
NUCC Instruction Manual available at: www.nucc.omg PLEASE PRINT OR TYPE APPROVED OMB-0838-1187 FORM CMS-1500 (02-12)
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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:

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

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/\VVoid section.
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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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PCS - Example Adjustment Form with ICD-9 Diagnosis Code (Dates BEFORE 10/1/15)

ElRE 1
=4
(]85> o
=4
HEALTH INSURANCE CLAIM FORM %
<<
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212 L
1. MEDICARE MEDICAID TRICARE CHAMP A E-Raggri LA E-EL\E‘T.WP OTHER | 1a. INSURED'S 1.D. NUMBER {For Programin ltem 1} I
(Medicare #) X (Medicaid #)  (ID&DoD#) (Mermber ID#)  {ID¥) (1D# (5% 1234567891234
2 PATIENT'S NAME (Last Name, First Name, Midde Initial) 3 Pﬁ‘lh"‘ll'N‘l' %SIRNP‘:\TF SEX 4. INSURED'S NAME {Last Name, First Name, Midd e Inifal)
|
REVERE, PAUL 01 105! 55 mX F
5. PATIENT'S ADDRESS (No., Stesl) 8. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (Mo, Strest
Self Spouse Child Other
Ty STATE [@. RESERVED FOR NUCC USE cY TATE g
=
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Indude Area i g
) 5
( ) S
5. OTHER INSURED'S NAME (Last Name, First Name, Mdde Intial) 10,18 PATIENT S CONDITION RELATED T0. 11. INSURED'S POLICY GROUP OR FECA NUMBER =
3
a. OTHER INBURED'S POLICY OR GROUPNUMBER a. EMPLOYMENT? (Current or Prewvious) a |N3'|“J'?"|'D SD%ATF l}l'Y?lRl'H SEX %
| |
YES NO I M F g
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (State) |b. OTHER CLAM ID (Designated by NUCC) =
=
. RESERVED FOR NUCC USE co [ &= c. INSURANCE PLAN NAME OR PROGRAM NAME =
w
YES NO =
d. INSURANCE PLAN NAME OR PROGRAM ERVED FOf " HE JOTHER HEALTH BENEFIT PLAN? &
Yw:g NO If yes, complele fems 9, 98 and Bd.
"
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 12. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary|  payment of medical benefits to the undersigned physician or supglier for
to process this claim. | also request payment of govermment benefits either to myself or to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED
T2 DATE OF CURRENT ILLNESS, INJURY. o PREGNANCY (LMP) |15 GTHER DATE 16 DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION l
MM DD VY | A | MM | DD | YY MM| DD, YY MM D oYY
| I QuUAL | QUAL| ! ! ! FROM ! ! o ! |
17. NAME OF REFERRING PROVIDER OR OTHER S0URCE 17a. 18 403=IWZATII§D\I DAT%%REJ\—EDTO CWE\ITD?E?'\JIC‘gé
- | ! | |
T1b. |NPI FROM I I TO I I
|12, ADDITIONAL CLAIM INFORMATION {Designated by NUCC) 20. OUTSIDE LAB? § CHARGES
YES NO |
21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY  Relste A-L 10 SEIVice iné DEOW (24E] G0 Ina| @ | ZZ. ggggswssr:m ORIGINAL REF. NO.
41462 | cl o] A 02 |4094198765401
E ] E | G| M| 23. PRIOR AUTHORZATION NUMBER
Il 4 | L 987654321
24, A DATE(S) OF SERVICE B. C D PROCEDURES, SERVICES, OR SUPPLIES E F J %
From To LACE O (Explain Unususl Circumstances) DIAGNOSIS REMDERING =
MM DD YY MM DD ¥y [sseicE| EMG | CPTIHCPCS | MODIFIER POINTER $ CHARGES PROVIDER ID. # =
L =
U4i03 14|04i03i14|12 | | T1019 |UB! i i | A | 84100 | o
s
=
2| [ S ) B B [ S S I | | | &
| | | | | | ! w
3 2
i i i i i | | e
. I S N R B | b | | ‘ [ 2
w
s | | | | | | | o
: [ N I [ T T | : | S
<
5 | | | | | | | =
o
: I T A I A [ R | : [ 2
-
6 I I I I I I i =
: [ T I [ || [ =
25 FEDERAL TAX | D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27, ACCEPT ASSIGNMENT? | 28, TOTAL CHARGE 28 AMOUNT PAID | 30. BALANCEDUE
{For gowt_clams. sme back) | | |
X vEs NO $ 84 | o0 | s ! 3 !
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33 BILLING PROVIDER INFO & PHE (800 ) 222-3333
INCLUDING DEGREES OR CREDENTIALS
{I cerify that the statements onthe reverse A VERY RELIABLE PCS AGENCY
apply 10 Tus bill and are made a pan (hereol ) 123 MAIN ST
ANY TOWN, LA 70000
sicuen IMA BILLER pate 4/9/14 |a b a 135792468 | b 1234567
NUCC Instruction Manual available at: www. nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM CMS-1500 (02-12)
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LOUISIANA MEDICAID PROGRAM ISSUED: 09/28/15
REPLACED: 04/30/14

CHAPTER 30: PERSONAL CARE SERVICES

APPENDIX J: CLAIMS FILING PAGE(S) 14

PCS - Example Adjustment Form with ICD-10 Diagnosis Code
(Dates ON OR AFTER 10/1/15)

ElgE [
[=4
= g
" [+
HEALTH INSURANCE CLAIM FORM E
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE UG 0212 L
Ch PICA
T munl}
1. MEDCARE MEDICAID TRICARE CHAMPYS, GROUP FECA OTHER 14 MSUREDS LD, MUMBER Far Pragram in Bam 1] y
HEALTH PLAN BLF LUNG B
Medcars 8} % (Medicaid o) (I Da0n) (Member (D] (D) (D) o 4234567801234
2. PATIENT'S NAME (Las! Mama, First Nama, Micdle Inial) S SR s SEX 4 INSURED'S MAME (LastMame, FrsiNama, Midda inkal
REVERE, PAUL 01 | 05 | 55 MO F
&5 PATIENT'S ADDRESS (Mo S rot) 6. FPATIENT RELATIONSHIP TO ISURED 7. NSUREDS ADDRESS (No.. Simel)
Saif Spousa Child Crhar
CITY STATE [3.RESERVED FOR NUCC USE Y STATE =
Q
=
AP CODE TEL Z—”HO'IZ—-;ﬂd\Iﬂn.QNHCOﬂm 2P CODE TELEPHONE [ nclude Ama Coda) E
() () &
rd
9 OTHER INSURED'S NAME {Last Hama_ First Nama. Middle inisal) 10 B5 PATIENT'S CONDNTION RELATED TO: 11. INSUREDS POLICY GROUP OR FECA NUMBER =
[=1
w
a. OTHER INSURED'S POUCY OR GROUP NUMBER a. EMPLOYMENT? {Current or Previous) a Hodas.laj':ﬂ'loirgrah 55X %
YES NO | M F =
b. RESERVED FOR NUCCUSE b AUTO ACCIDENT? PLACE (St | B OTHER CLAIMID Designated by NUCT) [=]
s
S
& RESERVED FOR NUCC USE o o & INSURANCE PLAN NAME OR PROGRAM NAME E
c =
w
YES NO =
4. INSURANCE PLAN NAME OR PROGRAM NAME 104 RESERVEED FOR LOCALUSE d 5 THERE ANOTHER HEALTH BENEFIT PLAN? E

fyes. complate llems 9, 83 and 8d
£ 0 PERSON'S SIGNATURE | authodze

READ BACK OF FORM B 'TF L

12 PATIENTS OR AUTHORIZED PERSONT SIGHA b Teise Y L mNE 80 e undersigned physician or supglier for
0 process Tis clam | @0 mauast paym e of gnnmmm benedss amario mysaf arto e party who 008 pis au.g-\ma-r ser\luus.hsd‘uw belw
st
SIGHED CATE SIGNED
14 A TE G CURRENT LLNESS, INJURY. o PREGNANCY (LMP) |15, CTHER DATE 16 DATES PATIENT UNABLE TO WORK N CLERENT OCCUPRTION
o Y | | . MM DD Y _ WA, DDy MM 0D
| ! QuaL QAL | ! FROM ! ! TO | I
17. NAME OF REFERRING PROIDER OR OTHER SOURCE 17a 18- HOSP T&h"lﬂ.:!":' EIME\?-'!E..-\TE: 1-:.-:ﬁ‘qslw:§;_;qlv-;vr§
ACAEG FROM | ! TO | |
18 ADDITIONAL CLAIM NFORMATION | Designasad by WUCC) 20 OUTSIDE LAST § CHARGES
YES NO | |
21 DAGNOSIS OR NATURE OF RLNESS OR WJURY — Relata A-L 1o senvica line below 24E)  icpind [0 | 12 PESUBMIESION ORIGINAL BEE NO.
s J029 & [ o AD3 | 5209198759800
£ F a H 23 PRIOR AUTHORIZATION NUMBER
| N K L Prior Auth#
24 A DATES) OF SERVICE ] = CPROCEDURES, SERVICES, OR SUPPLES F G [ H =
Fram Ta FLACECH {Explain Unusual Ciroumss 5) cg;a = =}
MM DD Y MM 0D YY |sEmace| EMG CPTHCIPCS | MODIFIER § CHARGES UMITS Fn | QUM "E
10{08 15|10 08 15|12 | | Tw1e |uB| VI | A | 60100 | 20 | [Pl 5
w
2 | | | | f f | =
I [ N S B [ S B O | L || [wA] B
3 z
: I S S B [ i i § | | L | | [we] 5
4 " . . 3
I N S T S I O S | P [ WP %
5 P P | 3!
! TR S I I I | L [ [wer] 3
-4
| 1 || I O I I I Y B
| | | I i i |
265 FEDERAL TAX LD NUMEBER S5M BN 25 PATIENTS ACCOUNT MO 27 ACCEPT ASSIGNMENT? | 24 TOTAL CHARGE 20 AMOUNT PAID |30, BALANGE DUE
(For govt. daime s ee back) |
1234 XYes  HO s 000 | s | |s  eojoo
31. SIGNATURE OF PHYSICIAN Of 32 SERVICE FACILITY LOCATION | NFORMATION 31 BLUNG PROVIDER INFO &PH# | 800 ) 222-3333
HOLUDING DEGREES OR CREDE
1l carify Mt ha statemants on e mw ANERY RELIABLE PCS AGENCY
apply to Hiz bil and are made a par theraal } 123 MAIN ST
ANY TOWMN, LA 70000
sienzn Ima Biller pare 1V18/18 | o b a 123067654 |n 1239876
NUGCGC Instruction Manual available at: www.nuce. o PLEASE PRINT OR TYPE APPROVED OMB-0838-1187 FORM CM3-1500 (02- 12)
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ISSUED:
REPLACED:

09/28/15
04/30/14

CHAPTER 30: PERSONAL CARE SERVICES

APPENDIX J: CLAIMS FILING

PAGE(S) 14

D g b WN -

Bl E]
5

HEALTH INSURANCE CLAIM FORM

Sample Claim Form

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212

—|_|_‘PICA PICA ’_rl—
1. MEDICARE MEDICAID TRICARE CHAMPYVA ﬁm PLAN EE?ALLNG OTHER | 1a. INSURED'S .D. NUMBER (For Program in lem 1)

[ | Moctcaret) | | octcaiaw; [ | aowmoos | | emberiowy [ | oW [ |eoe " Jaon
2 PATIENT'S NAME (Laxt Nama, First Name, Midd e Initial) a F'G'IJEI‘ITEEIFTI'H DATE B8EX 4. INSURED"S NAME (Last Nama, First Name, Middio Inltal)

T W e[

& PATIENTS ADDRESS [No., Strast}

§. PATIENT RELATHONSHIP TO INSURED

soi|_| Bpouse[ | cnia[ | Omer[ |

7. INBURED'S ADDRESS (No., Biraet)

cmyY

STATE

#. REBERVED FOR NUCC USE

cITY

STATE

ZiP CODE TELEPHONE (Inciude Arsa Coda)

E ]

ZIP CODE TELEFHONE (Inclie Arsa Code}

( )

8, OTHER INSURED'S NAME {Last Namse, First Nerne, Midda Inftial)

& OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCG USE

&. RESERVED FOR NUGC USE

10. IS PATIENTS CONDITION RELATED TO:

8. EMPLOYMENT? (Curmant or Previous)

ves [ |no
b. AUTO AGGIDENT? PLAGE (State)
[ves NO

c OTHER ACCIDENT?

[y [Tne

11. INSUREDY'S POLIGY GROUP GR FECA NUMBER

SEX

;1

. INSURED'S DATE OF BIRTH
. MM Dﬁ]D IF Yy

| N

b, E_lTIHEFI CLAIM |D (Designated by NLIGT)
|

£ INSURANCE PLAN NAME OR PROGRAM NAME

¢ INSURANCE PLAN NAME OR PROGRAM NAME

10d. GLAIM CODES (Designated by NUCT)

d. IS THERE ANGTHER HEALTH BENEFIT PLANT
DYES |:|ND ¥ yos, completa ltems B, Ba, and 8d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE. | suthorize the relecse of any medieal o cifiar informetion

13. INSURED'S OR AUTHORIZED PERSON'S BIGNATURE | authariza

»| < PATIENT AND INSURED INFORMATION — >~ CARAIER— )

TROSSIATY payment of madical banafta 1o the undersignad physlcan or supplier for
;phl"mﬁadlbn.lhmqunpymurlnfguwnmunlhl’l-ﬁhil_tmbmﬂnrhhpnyﬁhnm-ﬂgm—@ aarvices describad below. e B
SIGNED DATE SIGNED
14. DATE OF CURRENT ILLNESS, INIURY, o PREGNANCY (L) |16, OTHER DATE i, 18. DATESIP‘.’A‘IHIENTDgN.‘\H.EYT‘QWOHKIN CU?“?“EN‘T%%GI‘JPAH‘Q‘PJ
| | au aach | L o | 7
17, NAME OF REFERRING PROVIDER OF OTHER SOURCE 78] 13 HOSPITALIZATION DATES FIELATED TO CURRENT SERVICES
|
{ 17| NP FROM i i ™ i i
1. ADDITIONAL CLAIM INFORMATION (Dissignatad by NUICC) 20. OUTBIDE LAB? $ CHARGES
[ves [ oo | |
21. DIAGNOSIS OR NATURE OF ILLNESS OFL INJURY Fislate A-L to servica lina balow T 2. ISSI0N
BB 1epina | 4 e ORIGINAL REF. NO.
o B. e D. |
= g 2 0 | 23, PRIOR AUTHORIZATION NUMBER
L | el K | ey
24 A, DATE(S) OF SERVICE B. | C. | D. PROCEDURES, BERVICES, OR BUPPLIES E. F. a_ [H] I 2, F
Fiom To IPLACECF| (Explaln Unusual Clreumstantes) DIAGNOSIS e | ™ FENDERING =}
MM DD w¥¥ MM DD YY [SERWE| EMG | CPTHCPCS | MODIFIER POINTER 8 CHARGES UNTS | P | OuAL PROVIDER ID. # E
=
= | | Bl | T | &
| | | | NP1 e
=
| | ! ! | ‘ I | | ! o e | T
A 1 N B
I | I | | I | | e e e s £
I N N O N S N s
{ i | | P T ——
R O I L | [ S
| | | | | | T e S E
S A O | [ | [ g
| | | | | | | | e F 3
N O . M S O L | | [w "
26. FEDERAL TAX |D. NUMBER 88N EIN 28, PATIENT'S ACCOUNT NO. 27, AOCEFT ASSIGNMENT? | 28. TOTAL CHARGE 20 AMOUNT PAID | 30. Furvd for NUGG Use
] [ Jves NO $ | $ | |

21, SIGNATURE OF PHYSICGIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(1 certify that the statements on the reverse
apply 0 this bil and e made a part thersel.)

32, SEAVICE FACILITY LOCATION INFORMATION

33, BILLING PROVIDER INFO & PH # (

)

SIGNED DATE z
LSIGNED

b

NUCC Instruction Manual available at: WWW.NUCE. O]
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e
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