CMS 1500 (8/05) Claim Form Instructions

Required (R) fields must be completed on all claims. Conditional (C) fields must
be completed if the information applies to the situation or the service provided.

NOTE: Claims with missing or invalid Required (R) field information will be
rejected or denied.

FIELD#

FIELD DESCRIPTION

INSTRUCTION OR COMMENTS

REQUIRED OR
CONDITIONAL

CMS 1500 Claim Form

- FICA, PICA |
| 1 —IT" |-‘_--.r4r° MEDICAID ER| 18 INSUREDS | D NUMEER o For Program in Hem -|—I_|—i
ANE d INSURED'S NAME [La2t Haza Firzi Mame, Middle nival) |
ENT'S ADDR 7 INSURED'S ADDRESS (Mo, Stres()
o s
‘ 3
ZIPC TELEPHONE (Include Ara Gode) ZIF CODE TELEFHCHNE (Include Arsa Code) E
() ’ ( S
Check only the type of health coverage
1 Insurance Program applicable to the claim. This field indicates the Not Required
Identification payer to whom the claim is being filed. Select q
"D", other.
The 10-digit Medicaid identification number on
la INSURED I.D. NUMBER the member's CENPATICO BEHAVIORAL R
HEALTH I1.D. card.
PATIENT'S NAME (Last Enter the patient's name as it appears on the
2 Name, First Name, Middle member's CENPATICO BEHAVIORAL R
Initial) HEALTH I.D. card. Do not use nicknames.
Enter the patient’s 8-digit date of
3 PATIENT'S BIRTH DATE / (MM|DDIYYYY) and mark the appropriate box R
SEX to indicate the patient’s sex/gender.
M =male F = female
Enter the patient's name as it appears on the R
4 INSURED’S NAME member's CENPATICO BEHAVIORAL
HEALTH I.D. card.




FIELD#

FIELD DESCRIPTION

INSTRUCTION OR COMMENTS

REQUIRED OR
CONDITIONAL

PATIENT'S ADDRESS
(Number, Street, City, State,
Zip code) Telephone
(include area code)

Enter the patient's complete address and
telephone number including area code on the
appropriate line.

> First line — Enter the street address. Do
not use commas, periods, or other
punctuation in the address (e.g., 123 N
Main Street 101 instead of 123 N. Main
Street, #101).

» Second line — In the designated block,
enter the city and state.

» Third line — Enter the zip code and phone
number. When entering a 9-digit zip code
(zip+4 code), include the hyphen. Do not
use a hyphen or space as a separator
within the telephone number (i.e.
(803)5551414). Note: Patient’s Telephone
does not exist in the electronic 837
Professional 4010A1.

PATIENT'S RELATION TO
INSURED

Always mark to indicate self.

INSURED'S ADDRESS
(Number, Street, City, State,
Zip code) Telephone
(include area code)

Enter the patient's complete address and
telephone number including area code on the
appropriate line.

» First line — Enter the street address. Do
not use commas, periods, or other
punctuation in the address (e.g., 123 N
Main Street 101 instead of 123 N. Main
Street, #101).

» Second line — In the designated block,
enter the city and state.

» Third line — Enter the zip code and phone
number. When entering a 9-digit zip code
(zip+4 code), include the hyphen. Do not
use a hyphen or space as a separator
within the telephone number (i.e.
(803)551414). Note: Patient’s Telephone
does not exist in the electronic 837
Professional 4010A1.

Not Required

PATIENT STATUS

Not Required




FIELD#

FIELD DESCRIPTION

INSTRUCTION OR COMMENTS

REQUIRED OR
CONDITIONAL

CMS 1500 Claim Form

9 OTHER INSURED'S NAME [Lazgmeme, Firt Mame, Middle inkial) 10 1S PATIENT'S GONDITION RELATED TO 11, INSURED'S POLICY GROUP OR FECA NUMEER i
o i ol o
a OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? {Current or Previous) & INSURED'S DATE OF BIRTH SEX 1
| 1 (e O ki =
b. BTHER INSURED'S DATE OF BIRT) SEX @ b. AUTO ACCIDENT? PLACE (Stae) | b ENPLOYER'S NAME OR SCHOOL NAME ®—a
L1 1 |1 ] [Jves [ Jey a
& EMPLOYER'S NAME OR SCHOOL NAME @ ¢ OTHER ACCIDENT ¢ INSURANCE PLAN NAME OR FROGHAM NAME @ %
O O dil:
d. INSURANCE PLAN NAME OF FROGRAM NAME @ 10d. RESERVED FOR LOCAL USE 4 18 THERE ANOTHER HEALTH BENEF(T PLAN? @ g
I:|'u-_' DII_' If yes, retum to and completa item 9 a-d
X __o _\RE&?B:\C_KOFFORM E_EFOle co[ﬂ!’l__ET!I'!C_-‘_GE.S_I!_ENiltliTl-!iS Foﬁ_l_l._ ) e 13 INSURED'S OR AUTHOF F l
12 PA OR HORIZED PERSON'S SIGNATURE | authorize the release of any medical or other inkimation necessary payment
t his claim. | also request payment of govermment benelils sither to myselt or 1o the party who accepls assignment sanioes described below
IGMEL DATE SIGNEL
, Refers to someone other than the patient.
OTHER INSURED'S NAME REQUIRED if patient is covered by another
9 (LAST NAME, FIRST NAME, insurance plan. Enter the complete name of C
MIDDLE INITIAL) the insured. NOTE: COB claims that require
attached EOBs must be submitted on paper.
*OTHER INSURED’S REQUIRED if # 9 is completed. Enter the
9a POLICY OR GROUP policy of group number of the other insurance C
NUMBER plan.
REQUIRED if # 9 is completed. Enter the 8-
OTHER INSURED’S BIRTH digit date of birth (MM|DD|YYYY) and mark the
9b DATE / SEX appropriate box to indicate sex/gender. C
M =male F = female
for the person listed in box 9.
EMPLOYER'S NAME OR Enter thg name of employer.or school f?r the
9 SCHOOL NAME person listed in box 9. Note: Emplpygrs c
Name or School Name does not exist in the
electronic 837 Professional 4010A1.
INSURANCE PLAN NAME REQUIRED if # 9 is completed. Enter the
a9d OR PROGRAM NAME other insured’s (name of person listed in box C
9) insurance plan or program name.
IS PTIENT'S CONDITION Enter a Yes or No for each categoryl/line (a, b,
10a, b, ¢ RELATED TO: and c). Do not enter a Yes and No in the R
same category/line.
10d RESERVED FOR LOCAL Not Required
USE
) REQUIRED when other insurance is available. c
11 INSURED'S POLICY Enter the policy, group, or FECA number of
GROUP OR FECA NUMBER | {he other insurance.
11a INSURED’S DATE OF Same as field 3. c
BIRTH / SEX
11b EMPLOYER’'S NAME OR REQUIRED if Employment is marked Yes in c
SCHOOL NAME box 10a.
11c INSURANCE PLAN NAME Enter name of the insurance Health Plan or C
OR PROGRAM NAME program.




FIELD# FIELD DESCRIPTION INSTRUCTION OR COMMENTS REQUIRED OR
CONDITIONAL
11d IS THERE ANOTHER Mark Yes or No. If Yes, complete # 9a-d and R
HEALTH BENEFIT PLAN #lic.
Enter “Signature on File”, “SOF”, or the actual
PATIENT'S OR legal tfig,naturle. Tlhe prgyidfer mustthave th?l
12 AUTHORIZED PERSON'S | MEMDErs or legal guardian s signature on file Required
SIGNATURE or obtain thelr Iega! signature in this box for the
release of information necessary to process
and/or adjudicate the claim.
PATIENT'S OR
13 AUTHORIZED PERSON'S Not Required.

SIGNATURE

CMS 1500 Claim Form

.@T:\

BLE TO'WCGK |M CURRE
Y MM

3 HELATED TO GURF

YL

OCOUPATION |
couraoN A
|
I

{ENT SERVIGES
1 W YY

DATE OF CURRENT:
ILLNESS (First symptom)

Enter the 6-digit (MM|DD|YY) or 8-digit
(MM|DDJYYYY) date reflecting the first date of
onset for the:

14 OR INJURY (ACCIDENT) > p il C
OR PREGNANCY (LMP) resent fiiness
> Injury
» LMP (last menstrual period) if pregnant
IF PATIENT HAS SAME OR
15 SIMILAR ILLNESS. GIVE Not Required
FIRST DATE
DATES PATIENT UNABLE Not Required
16 TO WORK IN CURRENT
OCCUPATION
NAME OF REFERRING Enter the name of the referring physician or
17 PHYSICIAN OR OTHER professional (First name, middle initial, last C
SOURCE name, and credentials).
17a ID NUMBER OF Required if 17 is completed. Use ZZ qualifier C
REFERRING PHYSICIAN for Taxonomy code.
17b NPl NUMBER OF Requ@red if 17 is cc_JmpIeted. If unable to obtain C
REFERRING PHYSICIAN referrlng NPI, servicing NPI may be used.
HOSPITALIZATION DATES
18 RELATED TO CURRENT Not Required
SERVICES
19 SEEERVED FOR LOCAL Not Required
20 OUTSIDE LAB / CHARGES Not Required




FIELD#

FIELD DESCRIPTION

INSTRUCTION OR COMMENTS

REQUIRED OR
CONDITIONAL

21

DIAGNOSIS OR NATURE
OF ILLNESS OR INJURY.
(RELATE ITEMS 1,2,3,0R 4
TO ITEM 24E BY LINE)

Enter the diagnosis or condition of the patient
using the appropriate release/update of ICD-9-
CM Volume 1 for the date of service.
Diagnosis codes submitted must be a valid
ICD-9 codes for the date of service and carried
out to its highest digit — 4" or5”. "E" codes are
NOT acceptable as a primary diagnosis.
NOTE: Claims missing or with invalid
diagnosis codes will be denied for payment.

22

MEDICAID RESUBMISSION
CODE / ORIGINAL REF.NO.

For re-submissions or adjustments, enter the
12-character DCN (Document Control
Number) of the original claim. A resubmitted
claim MUST be marked using large bold print
within the body of the claim form with
“RESUBMISSION” to avoid denials for
duplicate submission. NOTE: Re-submissions
may NOT currently be submitted via EDI.

23

PRIOR AUTHORIZATION
NUMBER

Enter the CENPATICO BEHAVIORAL
HEALTH authorization or referral number.
Refer to the CENPATICO BEHAVIORAL
HEALTH Provider Manual for information on
services requiring referral and/or prior
authorization.

Not Required

CMS 1500 Claim Form

REMDERING
PROVIDER ID. #

| i | | i)

I : ] } NPl

PHYSICIAN OR SUPPLIER INFORMATION

24A-]
General
Information

Box 24 contains 6 claim lines. Each claim line is split horizontally into shaded and un-
shaded areas. Within each un-shaded area of a claim line there are 10 individual fields
labeled A-J. Within each shaded area of a claim line there are 4 individual fields labeled
24A-24G, 24H, 24J and 24J. Fields 24A through 24G are a continuous field for the entry of

supplemental information.

Instructions are provided for shaded and un-shaded fields.

» The shaded area for a claim line is to accommodate the submission of supplemental
information, EPSDT qualifier, Provider Medicaid Number qualifier, and Provider

Medicaid Number.

accepts up to 61 characters.

for information on how to complete.
» The un-shaded area of a claim line is for the entry of claim line item detail.

Shaded boxes a-g is for line item supplemental information and is a continuous line that
Refer to the instructions listed below and in Appendix 4




FIELD#

FIELD DESCRIPTION

INSTRUCTION OR COMMENTS

REQUIRED OR
CONDITIONAL

24A-G
Shaded

SUPPLEMENTAL
INFORMATION

The shaded top portion of each service claim
line is used to report supplemental information
for:

> NDC

» Anesthesia Start/Stop time & duration

» Unspecified, miscellaneous, or unlisted
CPT and HCPC code descriptions.
» HIBCC or GTIN number/code.

For detailed instructions and qualifiers refer to
Appendix 4 of this manual.

24A
Un-shaded

DATE(S) OF SERVICE

Enter the date the service listed in 24D was
performed (MM|DDJYY). If there is only one
date enter that date in the “From” field. The
“To” field may be left blank or populated with
the “From” date. If identical services (identical
CPT/HCPC code(s)) were performed within a
date span, enter the date span in the “From”
and “To” fields. The count listed in field 24G
for the service must correspond with the date
span entered.

24B
Un-shaded

PLACE OF SERVICE

Enter the appropriate 2-digit CMS standard
place of service (POS) code. A list of current
POS codes may be found on the CMS website
or the following link:
http://www.cms.hhs.gov/PlaceofServiceCodes/
Downloads/placeofservice.pdf

24C
Un-shaded

EMG

Enter Y (Yes) or N (No) to indicate if the
service was an emergency.



http://www.cms.hhs.gov/PlaceofServiceCodes/Downloads/placeofservice.pdf
http://www.cms.hhs.gov/PlaceofServiceCodes/Downloads/placeofservice.pdf

FIELD#

FIELD DESCRIPTION

INSTRUCTION OR COMMENTS

REQUIRED OR
CONDITIONAL

24D
Un-shaded

PROCEDURES, SERVICES
OR SUPPLIES CPT/HCPCS
MODIFIER

Enter the 5-digit CPT or HCPC code and 2-
character modifier— - if applicable. Only one
CPT or HCPC and up to 4 modifiers may be
entered per claim line. Codes entered must be
valid for date of service. Missing or invalid
codes will be denied for payment.

Only the first modifier entered is used for
pricing the claim. Failure to use modifiers in
the correct position or combination with the
procedure code, or invalid use of modifiers, will
result in a rejected, denied, or incorrectly paid
claim.

The following national modifiers are
recognized as modifiers that will impact the
pricing of your claim.

24 | 26 | 50 |51 ] 52
53 | 54 | 55 | 62 | 66
76 | 78 | 79 [ 80| 81
82 | 99 | AA |AD| FP
LL [LT| NU |QK| QS
OX | QY| QZ |RR| RT
SB | TC | UE

24E
Un-shaded

DIAGNOSIS CODE

Enter the numeric single digit diagnosis pointer
(1,2,3,4) from field 21. List the primary
diagnosis for the service provided or
performed first followed by any additional or
related diagnosis listed in field 21 (using the
single digit diagnosis pointer, not the diagnosis
code.) Do not use commas between the
diagnosis pointer numbers. Diagnosis codes
must be valid ICD-9 codes for the date of
service or the claim will be rejected/denied.

24F
Un-shaded

CHARGES

Enter the charge amount for the claim line item
service billed. Dollar amounts to the left of the
vertical line should be right justified. Up to 8
characters are allowed (i.e. 199,999.99). Do
not enter a dollar sign ($). If the dollar amount
is a whole number (i.e. 10.00), enter 00 in the
area to the right of the vertical line.

24G
Un-shaded

DAYS OR UNITS

Enter quantity (days, visits, units). If only one
service provided, enter a numeric value of 1.

R

24H
Shaded

EPSDT (CHCUP) Family
Planning

Leave Blank

Not Required

24H
Un-shaded

EPSDT (CHCUP) Family
Planning

Enter the appropriate qualifier for EPSDT visit

C

241
Shaded

ID QUALIFIER

Use ZZ qualifier for Taxonomy

C




FIELD#

FIELD DESCRIPTION

INSTRUCTION OR COMMENTS

REQUIRED OR
CONDITIONAL

24Ja
Shaded

Non-NPI PROVIDER ID#

Enter as designated below the Medicaid ID

number or taxonomy code.

» Typical Providers:
Enter the Provider taxonomy code or
Medicaid Provider ID number that
corresponds to the qualifier entered in 241
shaded. Use ZZ qualifier for taxonomy
code.

> Atypical Providers:
Enter the 6-digit Medicaid Provider ID
number.

24Jb
Un-shaded

NPI PROVIDER ID

Typical Providers ONLY: Enter the 10-
character NPI ID of the provider who rendered
services. If the provider is billing as a member
of a group, the rendering individual provider’s
10-character NPI ID may be entered.

CMS 1500 Claim Form

25 FEDERAL TAX LD

NUMBER

2 PATIENT'S ACCK

00 s

20 AMOUNT PAID

SIGNED

apply 1o this bill 2nd are made a part thersol,)

N OA SUFPLIEA
REDENTIALS

32. SERVICGE FACILITY LOCA

ON INFORMATION % BILLING PROVIDER INFO & PH # (

20

25

FEDERAL TAX I.D.
NUMBER SSN/EIN

Enter the provider or supplier 9-digit Federal
Tax ID number and mark the box labeled EIN.

R

26

PATIENT'S ACCOUNT NO.

Enter the provider's billing account number.

Not Required

27

ACCEPT ASSIGNMENT?

Enter an X in the YES box. Submission of a
claim for reimbursement of services provided
to a Medicaid recipient using Medicaid funds
indicates the provider accepts Medicaid
assignment. Refer to the back of the CMS
1500 (12-90) form for the section pertaining to
Medicaid Payments.

28

TOTAL CHARGES

Enter the total charges for all claim line items
billed — claim lines 24F. Dollar amounts to the
left of the vertical line should be right justified.
Up to 8 characters are allowed (i.e.
199,999.99). Do not enter a dollar sign ($). If
the dollar amount is a whole number (i.e.
10.00), enter 00 in the area to the right of the
vertical line.




FIELD#

FIELD DESCRIPTION

INSTRUCTION OR COMMENTS

REQUIRED OR
CONDITIONAL

29

AMOUNT PAID

REQUIRED when another carrier is the
primary payer. Enter the payment received
from the primary payer prior to invoicing
CENPATICO BEHAVIORAL HEALTH
Medicaid programs are always the payers of
last resort.

Dollar amounts to the left of the vertical line
should be right justified. Up to 8 characters
are allowed (i.e. 199,999.99). Do not enter a
dollar sign ($). If the dollar amount is a whole
number (i.e. 10.00), enter 00 in the area to the
right of the vertical line.

30

BALANCE DUE

REQUIRED when #29 is completed.

Enter the balance due (total charges minus the
amount of payment received from the primary

payer).

Dollar amounts to the left of the vertical line
should be right justified. Up to 8 characters
are allowed (i.e. 199,999.99). Do not enter a
dollar sign ($). If the dollar amount is a whole
number (i.e. 10.00), enter 00 in the area to the
right of the vertical line.

31

SIGNATURE OF PHYSICIAN
OR SUPPLIER INCLUDING
DEGREES OR
CREDENTIALS

If there is a signature waiver on file, you may stamp,
print, or computer-generate the signature. Note:
does not exist in the electronic 837P.

Required

32

SERVICE FACILITY
LOCATION INFORMATION

REQUIRED if the location where services
were rendered is different from the billing
address listed in field 33.

Enter the name and physical location. (P.O.
Box #'s are not acceptable here.)

» First line — Enter the
business/facility/practice name.

» Second line— Enter the street address. Do
not use commas, periods, or other
punctuation in the address (e.g., 123 N
Main Street 101 instead of 123 N. Main
Street, #101).

» Third line — In the designated block, enter
the city and state.

» Fourth line — Enter the zip code and phone
number. When entering a 9-digit zip code
(zip+4 code), include the hyphen.




FIELD#

FIELD DESCRIPTION

INSTRUCTION OR COMMENTS

REQUIRED OR
CONDITIONAL

32a

NPI - SERVICES
RENDERED

Typical Providers ONLY: REQUIRED if the
location where services were rendered is
different from the billing address listed in
field 33.

Enter the 10-character NPI ID of the facility
where services were rendered.

32b

OTHER PROVIDER ID

REQUIRED if the location where services
were rendered is different from the billing
address listed in field 33.

>

>

Typical Providers

Enter the 2-character qualifier ZZ followed
by the taxonomy code (ho spaces).
Atypical Providers

Enter the 2-character qualifier 1D followed
by the 6-character Medicaid Provider ID
number (no spaces).

33

BILLING PROVIDER INFO &
PH #

Enter the billing provider's complete name,
address (include the zip + 4 code), and phone
number.

»

>

First line — Enter the
business/facility/practice name.

Second line— Enter the street address. Do
not use commas, periods, or other
punctuation in the address (e.g., 123 N
Main Street 101 instead of 123 N. Main
Street, #101).

Third line — In the designated block, enter
the city and state.

Fourth line — Enter the zip code and phone
number. When entering a 9-digit zip code
(zip+4 code), include the hyphen. Do not
use a hyphen or space as a separator
within the telephone number (i.e.
(803)551414).

33a

GROUP BILLING NPI

Typical Providers ONLY: REQUIRED if the
location where services were rendered is
different from the billing address listed in
field 33.

Enter the 10-character NPI ID.

33b

GROUP BILLING OTHER ID

Enter as designated below the Billing
Group Medicaid ID number or taxonomy
code.

>

>

Typical Providers:

Enter the Provider taxonomy code. Use
ZZ qualifier.

Atypical Providers:

Enter the 6-digit Medicaid Provider ID
number.




NOTE:

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATEONAL LIWIFORM CLAIM COMMITTEE 0405

Required fields denoted by an **R**

Conditional fields denoted by a **C**

[TTIFes FICA T
1. MEDICARE MEDICAID THICARE CHAMPYA FECA _ OTHER| 1a. INSLRED'S LD. NUMBER {For Frogram i 1m 1)
i ) CHAMP HEPLTH PLAN — ELKLLNG
Drrkau:am F |:| Meoicaid £ D (Eponaatt saN) |:| (et 08 |:| (BN or D) D (55N |:| iy R
2. PATIENT'S NAME [Lat Name, Fret Nams, MIgdis Infial) 3 PATIENT'S BIRTH DATE sEX 4. INSURED'S NAME (Last Hame, Firat Nams, Migdk nifial)
R L] r»* %ﬂ***@h*** o R
T [
5. PATIENTS ADDRE S5 (Mo, Sliest) 5 PATIENT RELATIONSHIF T INSURED 7. INSURED'S ADDRESS (NO., Siiee
R sar|j spouss|[Ehia]_ | atrer[_ ]
CITY STATE | 8. PATIENT STATLS cY STATE
*R*
R R Single |:| Married D Cther |:|
ZIF CODE TELEPHONE (Inchite Alea Gods) ZIF COOE TELEPHOHNE (Inchite Alea Gode)
*******R******* H ( - - { '}
( ) Emplayed Shident Shadent

& COTHER INSURED'S
C

MAME [Lazt Name, First Mams, Middis Initial

a. OTHER INSUREL"S POUCY OR GROUP MUMBER
C

SEX

CHT

b. OTHER IMNSURELD"S DATE OF BIRTH
MM DR h

-

MI_I

|
. EMPLOYER'S NAME OR SCHCOL NAME
C

N

1015

PATIENTS

CONDITESN RELATED TCx

11. INSLIREL'S POLICY GROLUP R FECA NLMEER

R

[res

b ALTO ACCIDENT?

DYE&

@, OTHER AGCIDENT?

DYE&

&, EMPLOYMENT? (Cument of Pravious)

[ne

FLACE (St

|:| NO |

[[Ime

LIRS % BIRTH SEX
*******WT*W*P**W**************
1

! ] L

b. EMPLOYER'S NAME OR SCHOOL MAME

C

/

2. INSURANCE PLAM NAME OR PROGRAM MAME

o C

d. INSLIRAMCE PLAN NAME OR PROGHAM MAME
C

0. RESERVED R-MAL USE

d. 15 THERE AMOTHER HE

I:l‘r’ES D O

| TH BEMEFIT PLAN? ] =

i yes, rahun to and complats lem £ a-d.

PATIENT AND INSURED INFORMATION ———— - | «— CARRIER—>»

READ BACK OF FORM BEFORE COMPLETIMG & SIGMING THIS FORM.

12, PATIEMT'S ©R ALITHORIZED PERSONS SIGHATURE. | aulhofizs e rakase of any medical or alher Infmation necsssary
i process Ihis claim. | akso requesl paymant of govsmment baneflls elhar o myesti of 1o the party who accepls asskgnment

Dakow.

DATE

N 13, IMSUREL'S OR AUTHORIZED PERSON'S SIGNATURE | authofizs
y s o thes undersigned phivsidan or supplisr for

sanices descibad Dalow.

SIENED

14. DATE OF CURRENT: ILLHE S {First symphom) OR 15.1F PATIENT HAS HAD SAME OF SIMILAR ILLNESS. 16, DATES EXTIENT UINABLE T WORK IN GUBEENT QrCUPATION
MR okl INJURY {Accident) OR GIVEARSTDATE MM | DDy MM DD r MM oDD, oYY
! ! PRESNANCY(LMP) ! | FROM | o |
b e el 0/ IDER OR OTHER SOLIRCE 17a. 18, HOSPTALIZATION DATES RELATED TO' CURRENT SERVICES
MM BD Y i ¥y
170 | NP FROM TO 1 !

18. RESERVED FOR LOWCAL LEE

|
20, CLTSIDE LAET FCHARGES

DTE& DND | |

FRRA*
1.

*RCH*
2

21. DIAGMNCSES OR MATURE OF ILLMESS OR INJURY (Relabs lems 1, 2, 2 of 4 bo llem 24E by Lre)

a -

[

—

22. MEDICAID RESUEMISSICH
GE RIGIMAL REE. NO,

C

22, PRICR ALTHORIZATION MUMBER

DATE(S) OF SERVICE

0. PROCEDURES, SERVICES, CH

SIEMED DATE

24 A B. C. SLIPPLIES E. F. G, H. I .
Fram To FLACECF {Explain Unusual Clreumstances) DIAGNOSIS nars Egg; . RENDERING
(2L oo Ak MM DD W |SERKCE | EMG CPT'HCPCE | MODIFIER POINTER ¥ CHARGES UNTS | Aan | QuUsL. FROVIDER ID. £
© *R* FHFIIEQIFEREFK
1 i ****’1*****’1R***"|*****’1 | *R* |*R* | FIKR Ik | | | I | FRRA* | *****R**:** | *R* (F r EF; - T;;;*?«F*_R?d?*i*_*a? -
1 1
2 | | | e
I N N I | I I
3 1 1 1 1 | F——q-————===—————---
N I O I [ I | I
4 ! 1 1 I I Fo—qmmmmmmm -
I N S [ | A I
5 I I | Fo—qg—mm
A T N S I | I I T
I I Fo—qg—mm
61 1 1 1] | L | [
25, FEDERAL TAX I.D. MUMEBER =5 EIN b5, PATIENT'S ACCOLINT MO, -‘\&I‘;\Eﬂﬁﬁsdﬁt\NENT‘? 2. TOTAL CHARGE 29, AMOUNT PAID 20, BALANCE DUE
R [ rD YES ., *R* & *****R***Ik* s*****c****f— & ****C**{c*
— SRR h ke e 2. SEAVICE FACILITY LOGATION ey "y 22 BILLUMNG PFKI'JIDEFI INFO & PH & { }
INCLUDING DEGREES OR CREDENTIALS
(| canny hat e sEtements on he reverss
apply o this Bl and ars made a part thersat.) C R
R p\_‘****c***** *kk h******c********* M****R***** ||]

FORMATION

IN

LER

PHYSICIAN OR SUPP

I - -
MUCEC Instruction Manual available at: www.nuce.org
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