HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

—> | <— CARRIER -

PICA PICA
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (For Program in Item 1)
CHAMPUS HEALTH PLAN BLK LUNG
j Medicare m[] (Medicaid mD (Sponsor's SSN) D (Member ID#) D (SSN or ID) D (SSN) D (ID)
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PQ“ENT‘%[B)W’.TH D\(lﬁ(TE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initial) ‘
(] f[]
RTIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street) ‘
SEHD S:rouse[] ledD Other D |
STATE | 8. PATIENT STATUS CITY STATE
Single D Married |:] Other D
TELEPHONE (Include Area Code) ZIP CODE ; TELEPHONE (Include Area Code)
Full-Time Part-Time| | ( )
( ) Employed Student Student D ‘
9. OTHER INSURED ast Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11, INSURED'S POLICY GROUP OR FECA NUMBER
a. OTHER INSURED'S ROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURED'S DATE OF BIRTH SEX

]

Step 1: Complete the top portion of the CMS-1500 (Boxes 1 — 23)
according®o th aska Medicaid Claim form Instructions available
online at httg:/ .medicaidalaska.com/providers/Billingl.shtml

c. EMPLOYER'S

PATIENT AND INSURED INFORMATION

d. INSURANCE P T03. RESERVED FOR LOCAL USE T TS THERE ANO THER HEALTH BENEFTT PLAN
D YES D NO If yes, return to and complete item 9 a-d. 1
ST READ BACK OF FORM BEFORE @DMi G & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize ‘
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE I\@thort: release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
lo process this claim. | also request payment of government b ithy f or to the party who accepts assignment services described below.
below.
SIGNED = et 3 o =n AT TR DATE SIGNED +
14. DATE OF CURRENT ILLNESS (First symptom) OR 15. IF PATIENT HA E OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM | DD YY ‘ INJURY (Accident) OR GIVE FIRST D. oD YY MM |~ DD YY MM | DD YY
PREGNANCY(LMP) FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD YY MM DD Yy
17b.| NPI FROM TO
18. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[(Jves [no |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 to Item 24E by Line) 2. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO

L) TR LS ——— - 1] R ——— 1
IOR AUTHORIZATION NUMBER
2. | 4.
— -
24.A.  DATE(S) OF SERVICE B C. | D. PROCEDURES, SERVICES, OR SUPPLIES 7| J
From To IPLACE OF} (Explain Unusual Circumstances) o. | RENDERING
MM DD YY MM DD YY |SERVICE| EMG | CPT/HCPCS | MODIFIER QuAL. | PROVIDER ID. #

o

L
l ol | boo Yo Lol l

| | | § | ] | [
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? [28. TOTAL CHARGE 29. AMOUNT PAID BALANCE SLE |
ot govt. claims, see back
00 [Jves [ : ; |

31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION | 33. BILLING PROVIDER INFO & PH # ( )

INCLUDING DEGREES OR CREDENTIALS |

(I certify that the statements on the reverse |

apply 1o this bill and are made a part thereof.) .

a b. | a b.

SIGNED DATE |
NUCC Instruction Manual available at: www.nucc.ora APPROVFDN OMR-NA3R-NA9Q FORM CMS-1500 (NR/NK)
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http://www.medicaidalaska.com/providers/Billing1.shtml
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HEALTH INSURANCE CLAIM FORM o
<
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05 o
PICA picA [TV
[1. mEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (For Program in ltem 1) g
CHAMPUS HEALTH PLAN — BLKLUNG !
I:] Medicare #‘D (Medicaid mD (8ponsor's SSN) D (Member ID#) D (SSN or ID) D (SSN) D (ID)
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENTS BIRTH QATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initial) ‘
] - |
| SRETIENT'S ADDRESS (No,, Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Streel) ‘
Seul:] S:rcmseD cmmD :)mevD I
STATE | 8. PATIENT STATUS CITY STATE z
[}
Single D Married |:] Other D i
TELEPHONE (Include Area Code) ZIP CODE [ TELEPHONE (include Area Code g
[
Full-Time Pant-Time c
( ) Employed Student D Student D | ( ) o
AME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO! 11. INSURED'S POLICY GROUP OR FECA NUMBER z
| Q
| w
a. OTHER INSURED'S \LIC ROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURED'S DATE OF BIRTH SEX %
MM | DD |  YY
| | M F [72]
b [Jves [Ino = =] 2
e Vil g o dadiitie SEX b. AUTO ACCIDENT? PLACE (State) |b- EMPLOYER'S NAME OR SCHOOL NAME c
| 3 D ves [ Ino 2
c. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? ¢. INSURANGE PLAN NAME OR PROGRAM NAME ~
i
\ [(CJves  [Jno =
[6. INSURANCE PLAN NAME OR PROGRAM NA 10d. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN? =

[ \ D YES D NO If yes, retumn to and complete item 9 a-d

Step 2: When billing for ety administered drugs (J-codes) the claim must be

submitted with a From Date, {oWate, NDC immediately following the “N4”

Qualifier, Place of Service, Procedur e, NDC Unit of Measure, NDC Units

Administered, Diagnosis Pointer, $ nits, and Rendering Provider ID.
4} 17b. mpn L FROM TO

——
> | ——

L

18. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

D YES D NO ‘
22. MEDICAID RESUBMISSION
CODE

|
| 21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 to Item 24E by Line)

ORIGINAL REF. NO

L) D LIS - 1] R ——— |
IOR AUTHORIZATION NUMBER
4, |
-
4. A.  DATE(S) OF SERVICE 8 C. | D. PROCEDURES, SERVICES, OR SUPPLIES J x
| From To IPLACE OF} (Explain Unusual Circumstances) RENDERING (=}
MM DD YY MM DD YY |SERVICE| EMG | CPT/HCPCS | MODIFIER PROVIDER ID. # :
1 =
| [
l | ‘ S
'S
o z
| boo: b=l I i
u
-
3 o
| - | &
2
7]
4 o4
l Lol l »
=
| <
3 | - | o | 2
L 7]
>
6 ‘ z
l FOVE [T | =) | | || e o
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. AC'(;?(EPT aASS\GL\U»AENT” | 28. TOTAL CHARGE 29. AMOUNT PAID BALANCE E
00 [Jes [0 |s : !
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION | 33. BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)
b b
SIGNED DATE " # l ;
NUCC Instruction Manual available at: www.nucc.ora APPROVFDN OMR-NA3R-NA9Q FORM CMS-1500 (NR/NK)
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05
P!CA

PICA | |

1. MEDICARE MEDICAID TRICARE

CHAMPVA

G e
D Medicare »)D (Medicaid #) D omorsssN) D (Member ID#) D (SN o)

Fietune
(s8N D (ID)

OTHER

1a. INSURED'S 1.D. NUMBER (For Program in Item 1)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

3. PATIENT'S BIRTH DATE SE
MM | DD | YY
| M f[]

4. INSURED'S NAME (Last Name, First Name, Middle Initial)

IENT'S ADDRESS (No., Street)

6 PATIENT RELATIONSHIP TO INSURED

Se“l:] SpouseD ledD O(hch

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

STATE

8. PATIENT STATUS
Other L__]

TELEPHONE (Include Area Code)

g

singie [ ] wariea [ ]
Part-Time
Student D

Employed Student

cITy STATE

ZIP CODE TELEPHONE (Include Area Code)

g )

9. OTHER IN AM

ast Name, First Name, Middle Initial)

Full-Time
10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S fLIC ROUP NUMBER

a. EMPLOYMENT? (Current or Previous)
YES

b. OTHER INSURED'S DATE OF BIRTH, SEX
MM DD YY ‘ \

[no

b. AUTO ACCIDENT? PLACE (State)

E] YES fo ]

c. EMPLOYER'S NAME OR SCHOOL NAME

[
¢. OTHER ACCIDENT?

[(Jves [

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM | DD | Y

) -

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NA|

READ BACK OF FORM BEFORE
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE |
to process this claim. | also request payment of government b
below.

M
thort

SIGNED __

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[(Jves [no

If yes, return to and complete item 9 a-d.

& SIGNING THIS FORM.
release of any medical or other information necessary
it f or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

SIOMED - o

ILLNESS (First symptom) OR
INJURY (Accident) OR

14, DATE OF CURRENT:
MM DD Yy ‘
{ PREGNANCY(LMP)

IF PATIENT HA
GIVE FIRST D

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

16. DATES PATIENT BNABLE TO WORK IN CURRENT OCCUPATION
MM D Yy MM DD YY
FROM TO

19. RESERVED FOR LOCAL USE

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM~ DD YY MM |, DD Yy

FROM TO

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 to Item 24E by Ling)

20. OUTSIDE LAB?

[(Jves [no |

$ CHARGES

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

[l

L7 DU - Y] TR
IOR AUTHORIZATION NUMBER
2 | 4|
24. A DATE(S) OF SERVICE B, C. D. PROCEDURES, SERVICES, OR SUPPLIES G, H I J.
From To PLACE OF] (Explain Unusual Circumstances) il i [ RENDERING
MM DD YY MM DD YY |[SERVICE | EMG CPT/HCPCS | MODIFIER UNITS | Pian | QUAL PROVIDER ID. #
1| “N4”+ 11 Digit NDC # NDC Unit of Measure and Unlts
From JJ Code | | [wei| NPI#
. T | ™ i srepre g
3 i
l - | L | el
4 |
| L.l B | b || g
g | i ] 1 e ] || €
6 | 1 | vy N Sl i
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO 27 ACCEPT ASS\GNMENT7 28. TOTAL CHARGE 29. AMOUNT PAID

of gowt. claims, see bac!

YES NO

$ $

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

32. SERVICE FACILITY LOCATION INFORMATION

33. BILLING PROVIDER INFO & PH # (

SIGNED DATE 5

b.

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

PHYSICIAN OR SUPPLIER INFORMATION

a Lb.

NUCC Instruction Manual available at: www.nucc.ora
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(1500 )

HEALTH INSURANCE CLAIM FORM
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05 Ste[! 2 - Example

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA CTv—'F—‘F] 1a. INSURED'S I.D. NUMBER (For Program in Item 1
PN e ai U o A

Dy

> | <— CARRIER

IMPORTANT: The “N4” qualifier is immediately followed by the NDC number. Do not enter any
hyphens or spaces within the NDC number. The NDC number must be in the 11 digit (5-4-2) format;

Wvever, a leading zero is commonly missing from one of the 3 sections. Whichever section is missing a

t gflst have a leading zero added.

a@: a groduct with an NDC number of 01234-5678-9 on the package would have a leading zero
add Q

he “9” resulting in a NDC number of 01234-5678-09. This NDC number would be

submitte &234567809.

Example 2: oduct with an NDC number of 1234-0567-89 on the package would have a leading zer
added before the “1%Qggsulting in a NDC number of 01234-0567-89. This NDC number would be
submitted as N4012340567

(0]

[6. INSURANCE PN NAME OR PROGRAM NAN [70d. RESERVED FOR LOCAL USE i 1S THERE ANOTHER HEALTH BENEFIT PLAN

READ BACK OF FORM BEFORE
" b 1o .

PA

G & SIGNING THIS FORM.

uthorize

IMPORTANT: The
they should both be r tative of the actual dose of medication administered to the
patient. The NDC billing units
between products. If you are i’ Of \yhat the correct billing unit is for a medication,
please verify the correct billing M the Billing Unit Decision Tree (available

online at http://www.ncpdp.org/stan qtc.aspx) prior to submitting the claim.

% —
1. DIAGNOSIS (R NATURE OF ILLNESS OR INJURY (Relate Itemflil 1, 2, 3 or 4 to Item 24E by Line)

nits and J-Code units may not be the same number; however,

Oksed on the NCPDP billing unit standard and will vary

22. MEDICAID RESUBMIfISION
CODE ORIGINAL REF. NO

RI0R AUTHORIZATEIDN NUMBER

oy O
e (R
Fronm
A 4 MM

173
To
D YY

G N

PLACE OF
SERVICE

EMG CPY/HCPCS

QUA PROVIDER ID.

RENDERING

1| N401234567890  ML35 i
| 01012012 | 01012012 | 11| | J3490 | 1 1.00 we | 1234567890 |

PHYSICIAN OR SUPPLIER INFORMATIO:

B it inger el | -
3
|
A - ‘ ‘
B |
ENT - . | _
5 i ]
6 R | | | ,
25. FEDERAL TAX |.D. NUMBER SSN EIN ‘ 26. PATIENT'S ACCOUNT NO 7 E 28. TOTAL CHARGE ‘m AMOUNT PAID
IER | 32. SERVICE FACILITY LOCATION INFC 33. BILLING PROVIDER INFO & PH # ( )

SIGNED

a [ b
DATE ‘

NUCC Instruction Manual available at: www.nucc.ora APPROVFN OMR-NA3R-N399 FORM CMS-1500
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http://www.ncpdp.org/standards_quic.aspx

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

[+
-
[
o
<
(8]
|
PICA PICA [T T ]y
1. MEDICARE MEDICAID TRICARE CHAMPVA OTHER | 12. INSURED'S 1.D. NUMBER (For Program in ltem 1) L
GER pLAN Bictune
D Medicare #) ] (Medicaid #) O (Eponearsssn) [ vemverion) [isswerio) (S5N) D (ID)
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE SE 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
(] f[]
&IIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
Sel(D SpouseD ledD Omc».r[j
STATE | 8. PATIENT STATUS cITy STATE z
=}
Single D Married D Other D E
TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code) g
Full-Time Pant-Time ( ) o
( ) Employed Student Student [:] 8
9. OTHER INSURE@INAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO 11. INSURED'S POLICY GROUP OR FECA NUMBER z
]
a. OTHER INSURED'S RLIC ROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURED'S DATE OF BIRTH SEX [
MM | DD | Y : 2
[Jves [Ow i B |2
By ERECMIED LN (3 B Ty SEX b. AUTO ACCIDENT? PLACE (State) | b- EMPLOYER'S NAME OR SCHOOL NAME c
| ; O e, 2
c. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? ¢. INSURANGE PLAN NAME OR PROGRAM NAME E
[Jves  [Ow
d. INSURANCE PLAN NAME OR PROGRAM NAI 10d. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN? §
D YES D NO If yes, return to and complete item 9 a-d |
READ BACK OF FORM BEFORE (DM G & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE I\@thort: release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government b it f or to the party who accepts assignment services described below.
below.
SIGNED_____ DATE SIGNED £ P =
14. DATE OF CURRENT ILLNESS (First symptom) OR 15. IF PATIENT HA E OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION £
MM ) DD Yy INJURY (Accident) OR GIVE FIRST D| oo Yy Db
PREGNANCY(LMP) FROM T0 [ |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES |
E MM~ DD YY MM , DD Yy
17b.| NPI FROM TO
|
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES |
[(Jves [no ‘ ‘
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 to Item 24E by Line) 22. MEDICAID RESUBMISSION |
CODE ORIGINAL REF. NO

ki - ) IR TR | ‘
IOR AUTHORIZATION NUMBER
T e T I it 2

24. A DATE(S) OF SERVICE B. C D. PROCEDURES, SERVICES, OR SUPPLIES G, W ,H I J 2
From To PLACE OF] (Explain Unusual Circumstances) Con [Fary| 1 RENDERING (=}
MM DD YY MM DD YY |SERVICE | EMG CPT/HCPCS | MODIFIER UNITS | Pan | QUAL PROVIDER ID. # :
1 =
l S | | [ e S
O e e R e R e - i e Sl Z
- [+
X Step 3: Complete the bottom portion of the CMS-150 Xes 26 — 33) -
according to the Alaska Medicaid Claim form Instructions a 5
4 online at http://www.medicaidalaska.com/providers/Billi %
Z
3 | Ll 1 o o e | :
v =

6 M | oy 2 oy z

25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEVPTC EAESS\SSIMENT” 28. TOTAL CHARGE 29. AMOUNT PAID |

0] [ves | Jno s s 1

31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION ‘ 33. BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OR CREDENTIALS

(I certify that the statements on the reverse |
apply to this bill and are made a part thereof.)

SIGNED



http://www.medicaidalaska.com/providers/Billing1.shtml



