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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 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:

DXC Technology
P.O. Box 91020
Baton Rouge, LA 70821

Services may be billed using:

J The rendering provider’s individual provider number asthe billing provider number
for independently practicing providers; or

o The group provider number as the billing provider number and the individual
rendering provider number asthe 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
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Instructions for adjusting/voiding aclaim 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 M edicaid
Group Health Plan / (Medicaid #).
Feca Blk Lung
Required - Enter the recipients 13-digit M edicaid
.D. number exactly as it appears when checking
recipient eligibility through MEVS,eMEVS, or REVS.
la Insured’s ID Number NOTE: The recipients’ 13-digit M edicaid ID number
must be used t bill claims. The CCN number from
the plastc ID cardis NOT acceptable. The ID number
must match the recipients name in Block 2.
5 Paients Name Requweq —Er_1t¢_r the recipient's last name, first
name, middle initial.
Situational — Enter the recipients date of birth using
Patents Birth Date six digits (MM DD YY). If there is only one digit in this
field, precede that digit with a zero (for example, 01
3 02 07).
Sex Enter an “X"in the appropriate box to show the sex of
the recipient
: Situational — Complete correcty if the recipient has
4 Insured’s Name . _ .
other insurance; otherwise, leave blank.
5 Patients Address Optional - Print the recipients permanent address.
6 Patient Relatonship. 1o Situational — Complete if appropriate or leave blank.
Insured
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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 recipient has no other insurance ONLY the 6-digit
coverage, leave blank. code shouldbe
. - entered for
If there is other commercial insurance coverage, he | commercial and
Louisiana assigned 6-digit TPL carrier code is Medicare HMO's in
required in this block. The carrier code is indicated thisfield.
on the Medicaid Eligibilty Verificaon (MEVS)
Other Insured's Policy | response as the Network Provider Identfication DONQT enter
% Number dashes, hyphens,
or Group Number ' ortheword TPL in
Make sure the EOB or EOBs from other insurance(s) | the field.
are attached to the claim.
NOTE: DONOT
ENTERA6-DIGIT
CODEFOR
TRADITIONAL
MEDICARE
RESERVED FOR
9b NUCC USE Leave Blank.
RESERVED FOR
9c NUCC USE Leave Blank.
od Insurance Plan Name Situational — Complete if appropriate or leave blank.
or Program Name
10 Eelia?gsnt’TsO:Condmon 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
1la Situational — Complete if appropriate or leave blank.
Sex
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Locator # Description Instructions Alerts
OTHER CLAIM ID
11b (Designated by NUCC) Leave Blank.
11c Insurance Plan Name Situational — Complete if appropriate or leave blank.
or Program Name
Is There Another Health N . ,
11d Beneft Plan? Situational — Complete if appropriate or leave blank.
Patents or Authorized
12 Person’s Signature Situational — Complete if appropriate or leave blank.
(Release of Records)
Insured’s or Authorized L I . .
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 Workin Current Optional.
Occupation
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Locator #

Description

Instructions

Alerts

17

Name of Referring
Provider or Other
Source

Situational — Complete if applicable.

In the following circumstances, entering the
name, NPl and credentials of the appropriate
physician or non-physician practtoner and
appropriate qualifier is required: If services are
performed at the request of an ordering or
referring practitoner:

Enter the applicable qualiier o the left of
the vertcal, doted line to identfy the
practtioner being reported is either
0 DK=Ordering Provider
or
0 DN= Referring Provider

Enter the name (First Name, Middle Initial, Last
Name) followed by the credential of the
physician or non-physician practtioner who
ordered or referred the service(s) or supply(ies)
on the claim.

Examples of services requiring Ordering Provider
(DK qualifier)

Services performed by an independent
laboratory

Diagnostic testing

Services performed by a pediatric day health
care clinic

Services are for DME.

Examples of services requiring Referring Provider:

If the recipient is a lock-in recipient and has been
referred to the biling provider for services, enter
the lock-in physician’s name.

If the recipient was referred to the biling provider
for chiropractc services.

If ACA services are delivered by a PA or APRN,
the name of the supervising ACA certified
physician is required in this field.

For LAMedicaid
“Other Source”is
definedasthe
ordering provider
orreferring
provider.
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Locator # Description Instructions Alerts
Situational — Complete if applicable. ,\E/lr;tdelg:g |7[')d it
17a Other ID# Number here.
If 17 is completed, 17A is Required.
Situational — Complete if applicable. m?nl&?iigit NP
17b NPI# , , . required when17
If 17 is completed, 17B is Required. or 17Ais 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
identfy which version of ICD coding is being reported
between the vertical, dotied lines in the upper right
hand portion of the field. The most specific
. diagnosis codes
ICD Indicator 0 ICD-10-CM must be used.
21 Diagnosis or Natr General codes are
ofa}ﬁngsssso(r) InjL?ry € Required -- Enter the mostcurrent ICD diagnosis notacceptable
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 fling 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
claimlineona
Resubmission Code Appropriate reason codes follow: claim, aseparate
o formisrequired
22 and/or Original f o
. oreach claimline
Reference Number Adjustments since each line
01 =Third Party Liabilty Recovery has a different
02 =Provider Correction internal control
03 =Fiscal Agent Error number.
90 = State Ofice Use Only — Recovery
99 =Other
Voids
10 = Claim Paid for Wrong Recipient
11 = Claim Paid for Wrong Provider
00 = Other
Situational — Complete if appropriate or leave blank.
2 Prior Authorization (PA) _ o . _
Number If the services being billed mustbe prior authorized,
the PA number is required to be entered.
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Locator # Description Instructions Alerts
Situational - Applies 1o the detail lines for drugs and
biologicals only.
In addition to the procedure code, the National Drug s
Code(NDC) s required by the Decit Reducion Act. | 6oy ourier
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. inthe SHADED
section of 24A-24G
To report addional information related to HCPCS of the appropriate
codes billed in 24D, physicians and other providers | detaillinesonly.
who administer drugs and biologicals must enter the . _
Supplement Qualifier N4 followed by the 11 digit NDC. Donot | TNiS ng)formano(r;_
24 tppremen enter a space between the qualifier and the NDC. Do must be enteredin
Information hvoh ihin e NDC additiontothe
not enter hyphens or spaces within the . procedure code(s).
Providers should then leave one space and then Pl fertoth
enter the appropriate Unit Qualifier (see below) and caseretertothe
the actual units administered in NDC UNITS NDC Q&A
uai u ' information posted
Leave three spaces and then enter the brand name ?O”rlr?]rgreedé?t‘g?igom
as the writeen description of the drug administered in concerningNDC
the remaining space. UnNits versus
i i i service units and
',I\'lrtl)ecfodlgivt\sn.ng qualifiers shall be used when reporting entry of NDC
o , , numbers with less
o F2—Int(e_rpauonal Unit than 11 digits.
o ML=Millliter
e GR=Gram
e 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
oD 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 mostappropriate diagnosis
for each procedure by entering the appropriate
24E Diagnosis Pointer reference letier (*A”,“B”, etc.) in this block.
Morethan one diagnosis/reference number may be
related to a single procedure code.
2UE $Charges Requwe_d -- Enter usual and customary charges for
the service rendered.
Please referto 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 formore details
concerningNDC
unitsversus
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
241 | 1D Qualier Medicaid biling,
Both the 7-digit
Medicaid provider
Situational — If appropriate, entering the Rendering ?g_ggﬁizg?the
Pr:ogidder’s 7ﬁ-digit fl\t/rl]edg:laidklérovider. N(ljjm ber in the numbers are
shaded portion of the block is required. i
24] Rendering Provider ID# _ P . _ a _ [equired when
Entering the Rendering Provider's NPI in the non- enteringa
shaded portion of the block is required if the shaded re”d%mg
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 1o the recipient This number will appear on
26 Patients Account No. the Remitiance Advice (RA). It may consist of letiers
and/or numbers and may be a maximum of 20
characters.
57 Accept Assignment? Optlpngil. Clqlm fling acknowledges acceptance of
M edicaid assignment
28 Total Charge Requwed - Enter the total of all charges listed on the
claim.
Situational — If TPL applies and block 9A is 30(;‘_“ report
completed, enter the amount paid by primary payor. Mz d:ggior
_ Enter ‘0’ if the third party did not pay. Replacement 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
. . Optional - The practiioner or the practtioner’s
Signature of Physpan authorized representative’s original signature is no
or Supplier Including lonaer required
3l Degrees or Credentials ger required.
Date Required -- Enter the date of the signature.
3 Service Facility Situational — Complete as appropriate or leave
Location Information blank.
32a NPI# Optional.
32b Other ID# Situational — Complete if appropriate or leave blank.
3 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
Required — Enter the biling provider’s 10-digit NPI Number must
33a NP number. agp;gafrorr?li)sz;per
claims.
Required — Enter the biling provider’s 7-digit The 7-digit
Medicaid ID number. Medicaid Provider
33b | Oter ID# Number must
ID Qualifier - Optional. If possible, leave blank for | 2PPearonpaper
Louisiana Medicaid biling. claims.

Sample forms are on the following pages
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SAMPLE PROFESSIONAL CLAIM FORM

HEALTH INSURANCE CLAIM FORI

Mail completed forms to:
DXC Technology

PO Box 91020

Baton Rouge, LA 70821

AFFRCVED EY NATICKAL UNIFORN CLaI COMM TTES (WUCC) D282
TTPeA A T T
1. NEDICAFE MEDCAID TRISARE CHAPYA EOP ) CTHER | 1. INSURES |, NUMBER ot FYogeam I hem 1)
hicsinn) [ recteaon [ imwoes oo 00 [ ] (58 e | 1234567890123
2 PATIET S NAVE Lt M., First Nms, M dde inifal] S PATIENTRBIFTH GATE e = NEUREDS HAME st Narme, Firat rame, Koo hiia
LOU JANNIE 06 11 i 8l %
S ATORERS G, EResh E FATIENT FELATICHEHIP T0 1N S0FED RN AODDRESS 00, STam
1234 ANYLANE :nrlx‘l ;.'ru.':n.‘ ‘ on n_| I r'-'|| ]
Iy STATE | £ FESERVED FOE NUSC USE cmy STATE
MYTOWN ‘LA
F COOE TELER HME Qi Ares Coos 25 CO0E TELEFHINE [nou5e Area Coda)
70000 (225) 999-7777 ( )

9. OTHERINSURED'S MAVE (Last Narm, Firsl Narma, Midde Rl

SAMPLE
“EXAMPLE

c. OTHER

HERINSURED 'S POUCY OF OROURF N UREEF
TPL CQODE IF APPLICABLE

b RESERVED FOR MUCCT USE

c. RESERVED FOR KUCC USE

e ANTH AN OR‘BERiN‘G PROVIDER. ...

1 INSURED'S POLICT GROUP OR FECA NUMBER

b OTHER CLAIMID) (Desigrated oy NUCE

= WSURANCE FLAN NAME OR PROGE AM HAME

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

@ b~ W N

READ BJ\CKOFFORHSEFOHECOI'IP[ET’-GXSB\ICITHISFOR” 12 INSURED S OR AUTHCREED PERSON'S SIGHATURE | aulhoriza
12 PATIEMTS OF AUTHORIZEL ANOFTR TE o oA EraCal OF OMEr AT A0 TECeme e
10 process s Calm | S50 reues! Ry Irlll U T lﬂ\ ENECLS el D mgs ” ¥ 0 he E Ty WhoacCapt assgnment
LEiom
SIGMEC DATE SIGMED
4 DATE OF CURRENT ILLNESS IMIURY, or PREGNANCY (UM} | 15 OF B8 DATE 16 DA F IT LMABLE TOWCHK N |-:|1‘I|!1-> *ATICM
A o Wy Adhd e n Y (X - e
AL ! o ! FACL ‘ T :
ngvﬂl‘}a’\*“‘ 56‘2 'NI;B I ¥ HER S30URCE 7 1234557 & HOEF! :.‘l',‘l.. AT DAT I|I ATED TOC l 'll: !! .'!-'i CES
- 0| | 1234567890 FRcl v i
I ADDATIONAL CLARY I MFCRRATION (Dearp e by MUICC) 20 JTHOE LAE FCHARCES
[ (== s
21 DIAGMNOSIS TR MATURSOF LLMESS OF INJURY Fear &L D sauce ing ecn 24E] ¥ I (1] ; 22 RESUBMISSION
Dind. | ¥ | oanE CRIGINAL REF. NO
. 4029 = (J0190 c ol — | i
E P = i1 23 PRIOR ALUTHORIZATION NUMBER
A h e PA # IF APPLICABLE
24 A DATES OF S59MICE =] c. 0. FRC LE_“\.F SERVICEs OR SUPFLIES E. F <) H =
Freim Ta 1A . DI AGNOS!3| o5 [ramy] P o
WA ¥ " [ ) ' [SERGE | EMO FONTER § CHASGES ulls | Pa'| cusy EC E
. 1238548 3
2! o 19|02l oo le]| 1 AR 20000 | 1 | |[we | 122854087 g
1236548 =
) RV N SIS 1o = o ST |
2| o |19 |oz| o || 1t o7e0 | aw | AB 7500 | 1 | [wm | 123654087 &
N455150023930 ML2.0 DEXAMETHOSONE INJ, MG nees— I L | 10 z
2 ojw o oin|n oo | i AB 1600 | 8 | [in 123884087 g
1236548 2
1 1 1 T e e
o j19 |oz| o0 || 1| s90s1 | | AB 4500 | 1 | [wm | 1238549875 S
=
? ' ———— r— —{ —— S e . £ <
o= Q
| 1 ] | | | | | [ [ 2
3
o ;! - - Y A e— :
EOIE HAL TAX | O, IUVEER 30 EIN 20, PATIENTS ACCOUNT KD 27 ACCEFT ASSCHVENT? |28 TCITAL GHAROE 28, AMOUNT Pl Fsvd for M e
1234 xXves | |nc s 336.00 - ;
! | IR 13 i
7 FIENATURE COF FRYSICIAN OF SUPFLIEF 37, SERVICE FACILTY LOCATION INFCRMATICN 3 BLUNGFROVMIDER INFOS PR ( 800 ) 233-3333
NELLDING DEQREES CF CAED ENTIAL
e e 25k ALWAYS OPEN
AP 1C i 1) @ ane ma0s & gat! hanga! 700 MAINST
JANE DOE, MD ANY TOWN, LA 70000
SIGHED 2"0?!159 P = 1326547895 - 1987654
MNUCT Ingtricion Manual ilabls al www nuec of PLEASE PRINT OA TYPE APPRAUVED UMB-US30- 119/ FORM ToUU (U212}
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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 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.

. 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.
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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/VVoid 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

(el
S

HEALTH INSURANCE CLAIM FORM

Mail completed forms to:
DXC Technology

PO Box 91020

Baton Rouge, LA 70821

AFFROVED B NATICNAL UNIFORM CLAIM COMMTTES (NUCE) 0242
MEDICAID TRICARE CHAIP A oL E ER |13 INBURED'S | D). NUMBER [For Programin: Hern 1)
| osencom rioe [ | R 1234567890123
2 PATIENT'S NAME (L oL N, T acls Int 0] S P EEETH DEE 3 TNEUREDS NAME fsl e, Five! Fame, Mome i)
LOU JANNIE 06 11 | 81 e [%
ADDHESS U0, Sresn ATIE! IE 7 INEURED'S ADDRESS (N0, Stest)
1 234 ANY LANE
v STATE | & FESERVED FOR NUCC UISE o ETATE
MYTOWN LA
TIFCOOE [TELER HoNE gnou i Ares Coc) ZIF CODE TELEFHONE [Indude Area Cocka)
70000 ( 225) 999-7777 .
3 OTHERINEURED S HANE (Lact Hamne, Frsl [ama, Mickle kil 10, 15 PAZIENTS CLDIT Ipf—EEE 11 INSURES'E FOLICY GRAUP OR FECA NUMESF
= OTHERINSURED'S POLICY CF GROUF NUMESS SAM L MEURED S DATE OF BRTH o=
"TPL CODE IF APPLICABLE R " F
b RESERVED FOR NUCE LSE .

“EX "MPLE

| c. OTHER acciDsy

= RESERVEL FOR WUCC USE

e WHTH AN ORBER“lNG

READ
1 ATHORIZEL
daim | Asnrepes

NATURIE | ALMONZE e ref
bl govesnment benefils diher o er‘

HER CLAIN 1D {Des gratedt by MUC)

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

SIEMED DATE
14 \Jl-\-'l OF CLIHAE I\vI‘“ LNEBS IMJURY, oF PHEGHAMNCY (UMD |15 UNHEH DATE _ | CURBENT f_l, LIPATICN
it T o AL | nke | 18] i) b
17 HAME OF REFERRING PRCM \'l.:I\: OF OTHER SOURCE 2] | 123456? |..:|.I
DK | JOHN DOE, MD so|rei| 1234567890
SO0 ICRAL CLAIN | MFCOERSTION (DeSip 2160 By NCD
| | =] ]
1 DIAGNCEIE OF HATURE OF ILLNESS CF INJURY Felale AL G e uceline bebw [24E] 0 ind i ol 22 ?EE,L EMISEI 0N R
i
. 14029 £ 40190 il A0z 9038012345602
g I_ il 23, PRICR ATHORIZATICN NUMEER
i i PR # IF APPLICAELE |
29 A DATED CF 55 |L; =, CF SUFFLIES E F = H z
From nstances) Dl AGRICSIS -l sk T =]
MM DD Wi DB W WOOIFIER FOIMTER § CHARGEES unirs || cusl E
U — i 4 E
el o L1 oz | o | 1 ! AB 5000 1 | |wum g
® "
o ; R STV S S " W) F-T2F: - e~ SRt =
_ 17 31 | O 1 | —_— T |&
et |
’ IS, R e e il il g
3 - : - 1 Im g
! | | -
g g e s e s e st s [~
G | 1 [ 5
z
<
5 — gt ey e et 555 =<
E L 1 b 4 | | | [ [ [ 8
,,,,,,,,,,,,,,,,,,, E
" |1 [ £
23 TOTAL CHARGE (23 80. Rswd.for HUCC Use
: 50.00 i
= HLUNEFROMODSRINFOLFHE | 800 | 233-3333
s ALWAYS OPEN
00110 INis B AicE e face & gl haran) 700 MAIN ST
JANE DOE, MD ANY TOWN, LA 70000
SIGHED 2!2%{_159 - = 1326547895 = 1987654
MUCE Ingruction Manual avalable sl www nuee ori PLEASE PRINT OR TYPE APFROVEL UMB-UREE-TTE/ FORM T2UL (U T2)
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SAMPLE CLAIM FORM

ElEFE 4
i
HEALTH INSURANCE CLAIM FORM
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 022
[P Lo T i
1. MEDICGARE MEDIGAID TRICARE CHAMPYA EFGfipg O™ Ta. INSURED'S LD. NURMBER {For Program in I 1)
[ 1 ] [:lﬁhﬁm]:lm Dm [ Joon
2 PATIENT'S NAME [Lest Nasng, First Name, Middo Inhial) 3. PATIENT'S IRTH QATE BEX |4 INGURED'S NAME (Last Nama, First Mame, Middlo inial)
wl F[ o "
5 PATIENTS ADDRESS (No_, Birest) €. PMTI\EI.AWW‘WIWH J 7. INSURED'S ADDREBS (No., Street)
cmy STATE | &. REBERVED FOR NUCC USE Ty o [sTATED g
ZIP CODE TELEPHOME (Include Area Code) 2IP CODE -
& OTHER INSURED'S NAME (Last Nema, First Name, Midde Infial) 10. IS PATIENT'S CONDITION RELATED TO: 1. mwammmm B
= OTHER INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENT? [Cumrant o Previous) - mwmwuw m =
[ Jves Dm ik gh®h) " ] E
b. RESERVED FOR NUCT USE b. AUTO ACCIDENTY .-- M.wmnm ’
[ @y ) g
©. RESERVED FOR NUCC USE . OTHER ACCIBENT? A ammmmmm
gin e = :
o INSURANCE PLAN NAME OF PROGRAM NAME 10d. CLAIM © wm | |15 THERE ANOTHER HEALTH BENEFIT PLANT =
' [ Jves |:|m I poe, complets hems 9, Ba, and 94
RAEAD BACK OF FORM BEFORE maﬂ- m 13. INBURETYS OR: RSON'S BIGNATURE | sushorizn
umﬂmusndwmmrMImmd ird-‘mm ’ mdmuhhwwmﬂumh
. \ f \ ‘[
16. DATEE m‘l‘m‘r&nﬂ.ﬁwmw cwurc%:mnrw Y
mmwmwmwmwmmm
nmmf lm
1| % . . . e e
- - | | I I - | . e E
2| . — . Pl
- T T d 1 | | | | I || [w
. O G (- | O | D
| I 1 | e Tt
. S B S . | - -— Ll | [ §
T ] S et
- O . L L | [w g
| | | | | | e e
. el T @ & 4 1 1 | __ i+ 1 _[ [& :
25 TAX LD. | .

L. L
1. SIGNATURE OF PHYSIGIAN OR SUFPLIER | 32. SERAVIGE FAGILITY LOGATION INFORMATION 3. BILLING PROVIDER INFO & PH ¢ ( )
INCLUDING DEGREES OR CREDENTIALS

{1 cartity that the stalsmants on the reverse
apply 10 this bil and ans mads & part theesol.)
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