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INTRODUCTION

1. Introduction

The Fallon Health Provider Manual billing section provides you with an overview of our
billing requirements. It includes detailed information on our policies and procedures,
allowing you to be more efficient in your billing practices.

This manual will be updated as new or revised procedures are established or policies are
changed. It is our goal that this manual will make the process of filing claims as easy and
trouble-free as possible.

This manual also refers to commonly used codes supplied by the American Medical
Associ ati ono6s MNMeaoedusal Termiholo@/CPT)eamdthe Centers for
Medicare and Medicaid Services Common Procedure Coding System (HCPCS). If you
have any comments or suggestions, please contact Provider Relations at 1-866-ASK-FCHP
(1-866-275-3247), prompt 4.

Fallon Health is a customer driven organization that is dedicated to the prompt and
accurate claims payment of our providersoé
regulatory and contractual requirements.
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FALLON HEALTH® COMMITMENT TO QUALITY

2. Fall on Heal ttb@ualitxc ommi t ment

A. Claims department quality audits

Fallon Health is committed to giving our customers quality service. To ensure claims
processing quality, our Claims Department audits claims every month, verifying the
accuracy of claims entry and adjudication. The data from these audits is used for additional
training and for updating our procedures.

B. Claim code auditing

In order to keep pace with ever changing medical technology and coding complexities,

FALLON has enhanced its claim checkingcap abi | i t i es. FALLONOGs audi
exists to evalwuate billing and coding accuracy
program is guided by the coding criteria and protocols established by various industry

sources including the Centers for Medicare and Medicaid Services (CMS), the CPT

Manual published by the American Medical Association (AMA) and specialty society

guidelines.

FALLON continually evaluates, edits and modifies the auditing program to accommodate
FALLON payment methodology.

FALLON implements bi-annual version upgrades to the auditing software. These
upgrades typically occur in March and November.

The following list represents an example of the different edits and their definitions.

Age conflicts
Identifies billed procedure codes that are inconsistent with the age of the member.

Assistant surgeon edits
Determines if an assistant surgeon is clinically necessary for the billed procedure.

Cosmetic surgery edits
Identifies procedures that FALLON considers to be cosmetic and suspends the claim
for additional review.

Evaluation and management services not paid separately edits

Identifies the separate reporting of E&M services when a substantial diagnostic or
therapeutic procedure is performed. FALLON does not reimburse for E&M services
performed on the same day as a procedure unless a significant, separately, identifiable
service is documented in the medical record.

Experimental procedures
Identifies codes that are considered experimental and determined not to be reimbursable
by FALLON .
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FALLON HEALTH&® COMMITMENT TO QUALITY

Gender conflicts
|l denti fies billed procedures that are inconsis

Incidental procedure auditing
Identifies procedures that Fallon consider to be clinically integral to the primary procedure
and not allowable for separate reimbursement.

Intensity of service auditing
Compares the ICD-9-CM diagnosis to the intensity of the billed office visit. Recommends
the appropriate E&M code and is stated on your Remittance Advice Summary (RAS).

Modifier auditing
Compares the CPT/ HCPCS procedure with the billed modifier for clinical appropriateness.

Mutually exclusive auditing

Identifies two or more procedures that produce the same clinical result, but are performed
by different methods or are procedures that usually are not performed together during the
same patient encounter and therefore not allowable for separate reimbursement.

Pre-Operative and Post-Operative edits

Identifies E&M services that are reported with surgical procedures during the associated

pre/ post operative periods. The pre and post
National Physician Fee Schedule. If submitting modifier 24, medical notes are required.

Unbundling auditing

Identifies billing scenarios where two or more procedures are listed separately when a
more accurate comprehensive procedure code exists. The correct codes for the clinical
scenario will be allowed and/or automatically added to the claim.

Unlisted procedure edits
Identifies procedure codes defined by CPT as unlisted services. Unlisted procedure codes
should never be used when a more descriptive procedure code is available.
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CLAIMS GUIDELINES

3. Claims guidelines

A. Submitting a claim
Claims should be submitted to FALLON in one of the following formats:

A Electronic file
A CMS 1500 claim form
A UB-04

Each of these formats is described in detail in #4 below.
Paper claims should be submitted by mail to:

Fallon Health

Claims Department
P.O. Box 211308
Eagan, MN 55121-2908

Paper claims that are not deliverable to a P.O. Box:

Fallon Health Claims

Smart Data Solutions

2401 Pilot Knob Road, Suite 140
Mendota Heights, MN 55120

Note that FALLON reserves the right to refuse hand written claims that are incomplete
or illegible. Claim forms should be typed or computer generated to insure appropriate
processing. For behavioral health, chiropractic, non-emergency dental, and pharmacy
claims, see 3-G.

B. Referrals and prior authorizations

A referral is a primary care provider (PCP) directed recommendation for a member to see a
specialist or travel to a facility that typically falls outside the scope of practice of that
provider. The PCP can usually refer a member directly to an in-network specialist without
plan approval. In most cases, the member will be referred to a specialist located at, or
affiliated with, the hospital or practice group where the PCP normally practices. The PCP
may also make arrangements for an ongoing referral to an in-network specialist.

Prior authorization

If the member and the PCP determine that the type of specialist required is not available
within the network, the PCP must receive plan prior authorization from the plan before
care is arranged.
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CLAIMS GUIDELINES

To ensure reimbursement to specialists and facilities:

A The PCP submits a claim to FALLON for services rendered by entering the PCP
name and NPl number in Box 31 and 33.

A The specialist submits a claim to FALLON wi
NP I number) from the membe atrsshdalClbeentefede f ol |
on the CMS 1500 or equivalent as evidence:

o0 Box17ienter referring provider/ PCPO6sS name

o Box1l7bienter referring provider/ PCP&s NPI [
A For FALLON direct claims submitters

0 Loop 2310A Segment NM1 i enter the referringpr ovi der / PCP&s name

0 Loop 2310A Segment REF with the G2 qualifier T enter referring
pr ovi de FalloA @Rdorsaumber

A FALLONG6s contracted claims clearinghouses h
referring providerodés FALLON vendor number .

A Failuretoi ncl ude complete referral information (
NPI number) on the claims will result in a denial.

A Submit request for prior authorization forms on a timely basis. Please submit via fax
at 1-508-368-9700.

Fallon Health will not honor retro plan prior authorizations.

Please note that for services that require authorization, all contracted providers are
responsible for ensuring that the appropriate authorization is in place prior to
services being rendered. If medically necessary services are rendered to an eligible
plan member and there is no prior authorization, the provider will not be reimbursed
for related charges and the member may not be billed.

A Follow all referral policies and procedures for Coordination of Benefits (COB),
Mot or Vehicle Accident (MVA) or workersd co
please see 51 Coordination of Benefits.

Member sd6 coverage for services is subject to t
contract policies and exclusions.
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CLAIMS GUIDELINES

C. Filing limits

Claims must be received within 120 days of the date of service. If your contract with
FALLON specifies a different time limit, that limit may apply. Non-contracted providers
must submit claims within 1 year from date of service.

Exceptions are as follows:

I f é You shoul d &

You believed FALLON was the Submit a paper claim to FALLON along with
secondary insurer, but we were the other insurerods H
actually the primary insurer. (EOB). You must submit within 120 days of

the date on the other
contract with FALLON specifies a different
time limit, that limit may apply.

The claim is related to a motor Submit claims to FALLON after the personal
vehicle accident. injury protection(PIP)is denied and include
copy of PIP letter.

The claim is r el at|SubmitclaimstoFALLON with a copy of the
Compensation. workerso illness/inju
denial.

Written documentation of initial submission of claims filed beyond your filing limit must be
provided.

See 9-C for appeals of filing limit issues.

Note: FALLON members cannot be billed for claims denied due to late submission.

D. Late charges
Late charges will be accepted electronically for Institutional claims provided the claim
contains a Bill Type.

Inpatient:

Any charge not included on the original inpatient room and board claim should have a bill
indicator type of 115 entered in box 4 on the UB-04 form. In addition, the words "late charge"
should be typed or written on the claim and should be clearly visible. Only the late charge
should be on the claim form. Late charges will be added to the original inpatient claim. For EDI
providers, Bill Type should be submitted in Loop 2300 CLM05-1 and CLM05-3.
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CLAIMS GUIDELINES

Outpatient:

Any charge not included on the original outpatient claim should have a bill indicator type of
135 entered in box 4 on the UB-04 form. In addition, the words "late charge" should be
typed or written on the claim and should be clearly visible. Only the late charge should be
on the claim form. Late charges will be added to the original outpatient claim. For EDI
providers, Bill Type should be submitted in Loop 2300 CLMO05-1 and CLMO05-3.

E. Covering providers

When submitting claims to FALLON as a covering provider, the provider must identify
him/herself as a covering physician on the CMS 1500 form. The words "covering
physician" and the name of the physician you are providing coverage for should be typed
or written in box 17. Covering physician claims cannot be accepted electronically; please
submit paper claims.

F. Balance billing
Balance billing FALLON members (other than deductibles, copayments or coinsurance) is
not allowed for covered services.

G. Claims that should not be submitted directly to FALLON
We contract with outside vendors to provide certain services. Claims for those services
should be directed as follows:

BEHAVIORAL Behavioral Health claims for providers with behavioral
HEALTH health credentials, should be sent to:

Beacon Health Strategies

500 Unicorn Park Drive

Woburn, MA 01801

1-888-421-8861

CHIROPRACTIC Contracted chiropractors should submit claims to:
Claims Administration
American Specialty Health Networks
P.O. Box 509001
San Diego, CA 92150-9001
1-800-972-4226

FALLON HEALTH 9




CLAIMS GUIDELINES

NON-EMERGENCY
DENTAL

PHARMACY

Non-contracted chiropractors should submit claims to:
Fallon Health
ATTN: CLAIMS DEPARTMENT
PO Box 15121
Worcester, MA 01615

All non-emergency dental services should be submitted
to:

Dental Benefit Providers

ATTN: CLAIMS UNIT

PO Box 30566

Salt Lake City, UT, 84130-0566

1-888-638-0048

All contracted retail pharmacies should submit claims
electronically to:

CVS/CAREMARK

1-800-777-1023

FALLON HEALTH
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CLAIMS SUBMISSION

4. Claims submission

A. Submitting claims directly to FALLON

FALLON accepts direct submission of Institutional and Professional claims, submitted in
the HIPAA-compliant format. Submitting your claims directly to FALLON eliminates the
need for a clearinghouse and is offered with no transaction fee.

FALLON offers the following ways to transmit your files: VPN and Secure File Transfer via
the web.

To begin the enroliment process for submitting your claims directly to FALLON, please
visit our website at www.fchp.org,c |l i ck on t he fAPhysicians & prov
on AEl ectronic data submissi on-2756-32d%extc68969. our E

B. Submitting claims electronically through an FALLON -contracted

clearinghouse

Electronic claim submission offers quicker turnaround time, lower working costs, more

efficient payments and a confirmation that claims have been received by the

cl earinghouse. FALLONOs EDI procesasrefesto secur e
the Provider Relations Section to review FALLO
policies and procedures.

The following providers may not file claims electronically:
A Behavioral Health

A Chiropractors
A Dentalloral surgery

These items cannot be filed electronically:
A Status checks

A Rebills
A Invoiced items (such as supply charges for serum)

A Coordination of benefit claims

FALLON is contracted with the following clearinghouses:

1. Electronic claimsd clearinghouses
A Emdeon: 1-800-845-6592 (Payor ID #22254 for professional and institutional)

A Capario (formerly Medavant/ProxyMed): 1-800-792-5256 (Payor ID #22254
for professional)
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CLAIMS SUBMISSION

A Relay Health (formerly McKesson): 1-800-735-2963 Option 3 or visit their
website at relayhealth.com
(Payor ID #3801 for professional and Payor ID #1576 for institutional)

You must enroll with one of the above contracted clearinghouses prior to claims
submission.

When submitting claims electronically through either a clearinghouse or directly to FALLON:
A Providers must submit claims using their assigned NP number.

A You must notify FALLON and the clearinghouse if your practice information changes
(e.g., tax number, address changes).

A New providers in your practice must be enrolled with the clearinghouse,
credentialed and contracted by FALLON.

A Membership number (Membership number is the 13-digit number on each
membership card. The number will look similar to this: 88882345678*01. You must
transmit all 13 of the numbers without the asterisk; example: 8888234567801. The
suffix is also required to identify the pat
must be entered correctly. If a claim contains an invalid or improper membership
number, the wrong date of birth, or a misspelled name it may not file in our system.

A Submit exact names as indicated on the membership card (no nicknames or
hyphenated names).

A If you are submitting for services that took place in different settings (e.g., office,
outpatient, ER) a separate claim must be submitted for the office visit, the
outpatient visit and the ER visit. We cannot process claims when multiple places of
service are billed.

For more information contact one of our EDI coordinators at 1-866-ASK-FCHP (1-866-275-
3247) ext. 69968 or e-mail at edi.coordinator@fchp.org

C. Using the CMS 1500 claim form

The CMS 1500 claim form should be used for billing all professional services rendered by
the following:
A Independent providers

Hospital-based physicians
Laboratories
Radiology groups

Emergency physician groups

To o To Io o

Ambulance companies
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CLAIMS SUBMISSION

o o o To I

DME providers

Early intervention services
Medical supply vendors
Pharmacy

Physical, speech, occupational therapists

When submitting a claim:

A
A

A

o I

Do not bill future dates of service.

Do not bill for two or more places of service on one claim. FALLON is unable
to process with different places of service.

Use appropriate modifiers, up to four when necessary.

Claims should be submitted for complete length of service. Interim billing is not
accepted.

Unlisted CPT/HCPCS codes must have documentation attached.
Surgical claims exceeding $1,000 must have operative notes attached.

Per CMS guidelines, unique physician identification numbers are required. Please
submit in box #33 of the CMS 1500 form.
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CLAIMS SUBMISSION

Follow the guidelines below when submitting a CMS 1500 claim form to Fallon Health. The
i ndi cat e SFALLON oaisaptpeakt i f i ¢

ARequiredo

For specific fields required for EDI claim submission, refer to our companion guide: Health
Care Claims Submission X12N 837 (Version 4010) Implementation Guided Professional at

col umn

http://www.fchp.org/providers/provider-tools/edi-companion-guides.aspx.

Place of service codes (line 24-B) and modifiers (line 24-D) are listed in the reference

section of this manual.

Box # | Field name Required Instructions
11 13 - Patient and insured information
1 Type of health | Optional Show type of health insurance
insurance coverage applicable to this
claim by checking the
appropriate boxes.
la l nsur eddVYES Enter padigiteDht 6
number number as indicated on the
membership card.

2 Pati ent g YES Enter patiento
name and middle initial as
name appears on card.

3 Pati ent dVYES Enter pat-dgtnt 6

date and sex birth date (MMDDYYYY) and
sex (M or F).

4 | nsur eddVYES Enter policyho
name, first name, middle
initial as name appears on
card. If patient and insured
are the same,

FALLON HEALTH
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Box #

Field name

Required

Instructions

Patient 0

address

YES

Enter patiento
and telephone number. On the
first line enter the street
address; the second line, the
city and state; the third line,
the ZIP code and phone
number.

Patient

relationship to

insured

YES

Check the appropriate box for
patientdos rel a
insured.

l nsur ed?©d

address

YES

Ent er i addrassand 6
telephone number. When
address is the same as the
patientds, ent
ASame. 0 Compl e
only when boxes 4 and 11 are
completed.

Patient status

YES

Check the appropriate box for
patientds mar.i
whether employed or a

student.

Ot her
name

n

YES

Enter last name, first name,
and middle initial of the insured
if it is different from that
entered in box 4. If the same,
enter the word

9a

Ot her
policy

n

YES

Enter policy or group number
of the ot her i
number health insurance

policy.

9b

Ot her
date of birth

n

YES

Enter ot her i n
birth (MMDDYYYY) and sex.

FALLON HEALTH
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CLAIMS SUBMISSION

Box # | Field name Required Instructions

9c Employer name | Optional Enter other in
or school empl oyero6s nam

name.

9d Insurance plan | Optional Enter other 1in
name or insurance plan name. Attach
program name an Explanation of Benefits

from the primary insurer to
the claim.

10 Ispati ent|/YES Check AYESO or
condition indicate whether employment,
related to: auto liability or other accident
a.Employment? involvement applies to one or

(current or more of the
previous) services described in item 24.
Enter State postal code. Any
b. Auto . item checked
accident: there may be other insurance
c. Other primary. ldentify primary
accident? insurance information in item
11.

109 | Resevedfor |4 Not applicable to FALLON
local use

11 | nsur eddVYES If the patient has other
group or FECA insurance, enter the policy
number number.

1lla |l nsur ed @ YES Enter insuredo
of birth (MMDDYYYY) if different from

box 3.

11b Employer name | YES Enter empl ooyer

or school name school name if applicable.

FALLON HEALTH
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CLAIMS SUBMISSION

Box # | Field name Required Instructions

1llc Insurance plan | YES ,
name or Enter msurance_plan or

program name, if applicable.
program name

11d Is there another | YES Check YES or NO to indicate
health benefit if there is or if there is not any
plan? other health insurance.

12 Pati ent @ Optional The patient or authorized
authorized representative must sign and
personos date unless their signature is
signature on file. In lieu of signing the

claim, patient may sign a
statement to be retained in
provider, physician or supplier
file. If an authorized person
signs the form, the
statement 6ds si
must i1ndicate
foll owed by fib
representative
address, relationship to
patient and reason the patient
cannot sign.

13 | nsur ed g Optional The insuredos
authorized personds signa
personos payment of benefits to
signature participating provider or

supplier.

14 Date of current | YES Enter eight-digit date
illness, injury or (MMDDYYYY) current
pregnancy illness, injury or pregnancy.

15 If patient has Optional Enter first date. (MMDDYYYY)
had same or
similar illness,
give first date

FALLON HEALTH
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CLAIMS SUBMISSION

Box #

Field name

Required

Instructions

16

Dates patient
unable to work
in current
occupation

Optional

Enter dates (MMDDYYYY)
patient is unable to work in
current occupation. An entry
in this field may indicate
employment-related insurance
coverage.

17

Name of
referring,
covering
provider or
other source

YES

Enter last name, first name
and middle initial of referring
or ordering provider if service
or item was ordered or
referred by a physician.

Referring physician: A
physician who requests an
item or service for the
beneficiary for which payment
may be made by FALLON.

Covering physician: A
physician providing coverage
on behalf of t
primary care physician.

Ordering physician: A
physician who orders non-
physician services for the
patient such as diagnostic
laboratory tests, clinical
laboratory tests,
pharmaceutical services or
durable medical equipment.

17a

ID number of
referring
physician

Optional

Enter Fallon provider ID
number of the referring
physician or ordering

physician for ancillary services.
To obtain this number,

contact Provider Relations at
866-ASK-FCHP (866-
275-

3247)

FALLON HEALTH
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CLAIMS SUBMISSION

authorization

Box # | Field name Required Instructions
17b NPI number of | YES Enter NP1 number of the
referring referring physician or ordering
physician physician for ancillary services.
18 Hospitalization | YES Enter date (MMDDYYYY)
dates related when medical service is
to current furnished as a result of, or
services subsequent to, a related
hospitalization.
19 Reserved for NO Not applicable
local use
20 Outside lab Optional Indicate if laboratory work was
performed outside the
physiciands of
indicate which tests and the
associated costs.
21 Diagnosis or YES Enter appropriate ICD-9-CM
nature of illness diagnosis code to indicate
or injury patientds diag
condition. Enter up to four
codes in priority order
beginning with the primary.
Codes listed must be
complete ICD-9-CM diagnosis
codes carried out to the
fourth or fifth digit.
22 Medicaid NO Not applicable
resubmission
code
23 Prior YES Enter FALLON

preauthorization number, if
applicable.

FALLON HEALTH
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CLAIMS SUBMISSION

Box # | Field name Required Instructions
number
24a Dates of YES Enter date (MMDDYYYY) for
service each procedure, service or
supply. When billing a
consecutive date range,
please do not bill future dates
of service.
24b Place of service | YES Enter appropriate CMS place
of service code from the list
provided in the reference
section of this manual.
24c Type of service | NO Not applicable.
24d Procedures, YES Enter appropriate CPT4,
services or HCPCS Level Il or ADA codes.
supplies CPT codes are required for all
professional claims. When
applicable, use the appropriate
modifier, up to four. The
modifier that affects payment
must be submitted first.

FALLON HEALTH
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CLAIMS SUBMISSION

Box # | Field name

Required

Instructions

24e Diagnosis code

YES

Enter diagnosis code
reference number as shown in
item 21, to relate the date of
service and the procedures
performed to the primary
diagnosis. When multiple
services are performed, enter
the primary diagnosis code
for each service.

24f $ Charges
(Dollar amount
of charges)

YES

Enter charge for each listed
service.

24g Days or units

YES

Enter number of days or units.
This field is most commonly
used for multiple visits, units
of supplies, anesthesia
minutes or oxygen volume. 1
unit of anesthesia = 15
minutes. If only one service is
performed, the numeral 1
must be entered.

24h EPSDT Family
Plan

NO

Not applicable.

24i ID Qualifier

NO

Not applicable.

24 Ren(_jering
provider ID

YES

Enter rendering provider NPI

FALLON HEALTH
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CLAIMS SUBMISSION

Box #

Field name

Required

Instructions

NPl number

number.

25

Federal tax ID
number

YES

Enter service provider or
supplier federal tax ID
(employer identification
number) or Social Security
number.

26

Patient
account
number

Optional

Enter patiento
number assigned by service
providero6s or
accounting system. This field
is optional to assist you in
patient identification. The
account number will appear
on your Remittance Advice
Summary (RAS).

27

Accept
assignment?

YES

Check appropriate block to
indicate whether the provider
of service or supplier accepts
assignment for the claim. By
checking Yes, physician
agrees to accept the amount
paid by the third party as
payment in full.

28

Total charge

YES

Enter total charges for the
services (i.e., total of all
charges in item 24f).

29

Amount paid

YES

If applicable, enter amount of
payment received from
another insurance carrier prior
to submitting claim to
FALLON.
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CLAIMS SUBMISSION

Box # | Field name Required Instructions
30 Balance due YES eqer balance due. (box 28
minus box 29)

31 Signature of YES Enter signature and typed
physician or name of physician/supplier
supplier and the date the form was
including signed. Only one provider of
degrees or service allowed per claim.
credentials

32 Name and YES Enter facility name, address if
address of services were furnished in a
facility where hospital, clinic, laboratory or
services were facility other
rendered homeorphysi ci and

and NPI number.

33 Physi ci aVYES Enter service
supplier supplierdos bil
billing name, NPI number, address, zip
address, zip code and telephone number
code and identifying where payments
phone should be sent.

Source: Centers for Medicare and Medicaid Services, Health Insurance Claim Form i CMS

1500

FALLON HEALTH
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CLAIMS SUBMISSION

1
w
@
HEALTH INSURANCE CLAIM FORM i
<
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05 [§]
PICA PICA i
1. MEDICARE MEDICAID TR\OARE CHAMPVA OTHER| 1a. INSURED’S |.D. NUMBER (For Program in Item 1)
HEALTH PLAN BLK LUNG
D (Medicare #) D (Medicaid #) D R S sany D (Member D# [:l (SSNorID) (SSN) [:l (D)
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3 PﬁMENT’%g\RTH Q(A\(TE SE 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
| |
T O
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Street)
SeHD Spouse[] Ch\\d[] Otherl:]
CITY STATE | 8. PATIENT STATUS CITY STATE =
o
Single |:| Married I:' Othevl:‘ =
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code) g
Full-Time Part-Time| ( ) [T
) Employed Student Student I:l 8
9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT’S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER =
o
a. OTHER INSURED’S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a INSURED S DATE OF B\RTH SEX g
| DD |
| M F 7]
[ oy T o . ] ] |2
b OM'I,'VIHE:? \B%u?so S DATE OF BIRTH SEX b. AUTO ACGIDENT? PLAGE (State) | b EMPLOYER'S NAME OR SGHOOL NAME o
! | ‘ M D ] [Jres  [ne Z
[ EMPLOYERS NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME E
O [ E
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? E
I:I YES D NO if yes, retum to and complete item 9 a-d
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 supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below:
SIGNED DATE SIGNED Y
14. DATE OF CURRENT ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME QR SIMH_AR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION A
MM | DD VY INJURY (Accident) OR GIVE FIRST DATE MM | DD | MM | DD Yy MM DD | i
! | PREGNANCY(LMP) L | FROM | } TO } }
17. NAME OF REFERRING PROVIDER OR OTHER SCURCE 17a 18 HOSP\T“/;LIZAT\ON DATES\(E{/ELATED TO CU[\;?@ENT[?SRVIOE%V
| | | |
17b. | NPI FROM } } TO I }
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [Jwo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 fo Item 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
Py ]
23. PRIOR AUTHORIZATION NUMBER
21 . Y
24 A DATE(S) OF SERVICE B C D. PROCEDURES, SERVICES, CR SUPPLIES E F. G H | J =
From To PLACE OF (Explain Unusual Gircumstances) DIAGNOSIS O (| D RENDERING [e]
MM DD YY MM DD YY [SERVICE| EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS. Plan | QUAL PROVIDER ID. # I&
1 | | | | | | E
| | e it ]
I P ] | | || [w S
2 =
| ! | I | | | | B i i i ==
'
N A | O O | L || [w £
e s
| | | ! | | | | o IR e R R e wa ]
o
I | O O | A I O [ 5
4 7]
| | I | | | | | T ——— o
R T S L1 | [w 8
I I I I I 1 I I =
5 ! I ! ! [ I I z
| B iR s e e s T
| | | | | =
N N O O i | L 1| [w 5
T
| | | I | | | eiivis S
o 1 I 1T 1 T | [ [ . L 1| s
|
25 FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO 27, ég%ExI‘QWSSS\SGQEMRNTV 28 TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
| |
00 [Jree [ |s D
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.)
a b a b.
SIGNED DATE
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