CBHC 2013 CPT HANDOUT 3, VERSION 1.

Cheat Sheet for billing add-on codes-For Individual Providers

1. When billing a primary code with additional related (add-on) codes, the primary code and the
additional add-on code(s) must appear on the same claim. The primary code MUST appear on
the claim first preceding the add-on codes.

2. Add-on codes are reimbursable services when reported in addition to the appropriate primary
service by the same individual physician or other health care professional. Add-on codes
reported as stand-alone codes are not reimbursable services in accordance with Current
Procedural Services (CPT®) and the Centers for Medicare and Medicaid (CMS) guidelines.

3. The primary and add-on codes must be billed by the same individual physician or other health
care professional reporting under the same Federal Tax Identification number.

4. Add-on procedures must be reported with the primary procedure for the same date of service.

5. Add-on codes are designated a "+" symbol in the CPT book.

6. Itis not necessary to use the “+” sign when billing on your claim form. The “+” sign is just used
to distinguish the add-on code in the CPT manual so you know it can only be used in addition to
another, primary code.

7. See Examples 1-10 of the CMS 1500 forms for various combinations of services with Add-on
codes.

APA-CPT coding resources for APA members, 2013 Coding change FAQ
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1500 EXAMPLE 1: Diagnostic Interview by Ph.D. with Interactive ]
. o4
HEALTH INSURANCE CLAIM FORM Complexity E
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0B/05 (8]
PICA PICA ! I ¢
1. MEDICARE MEDICAID TRICARE CHAMPVA EALTH B EEKC OTHER] 1a. INSURED'S I.D. NUMBER (For Program in ltem 1) s
D(Medlcare #) D (Medicaid #) D (Sponsors SSN) D (Member ID#) D (SSNor iD) D (SSN) D (D)
2. PATIENT'S NAME (Last Name, First Name, Middle Initial} 3. PATIENT" S BIRTH DATE 4. INSURED'S NAME (Last Name, First Narme, Middle Initial)
MM [s]0]
R e
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS {No., Street)
SeIID SpouseD ChiIdD OtherD
CITY STATE | 8. PATIENT STATUS cITY STATE =
Single I__-] Married I:' Other D g
'ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code) ‘Et
Full-Time Part-Time ( ) o
( ) Employed Student Student D o)
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 "zL
@
a.OTHER INSURED'S POLICY OR GROUP NUMBER a.EMPLOYMENT? {(Current or Previous) a. INSURED'S DATE OF BIRTH SEX 0@
MM |} DD Yy =
D YES I:' NO ; : M D ) D 2
.
b.Oh'ArHEI?I INSUFIED'SYDATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) b. EMPLOYER'S NAME OR SCHOOL NAME g
. I
I | »[] F[] [Jres [we <
c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME E
w
[Jves [ v E
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? E
D YES DNO If yes, return 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 1 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
14. DATE OF CUIRFIENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OFI SIMILAR ILLNESS. | 16. DATES PATIENT UN/}BLE TO WORK IN CURRENT OCCUPATION
MM | DD [ YY ‘ INJURY (Accident) OR GIVE FIRST DATE MM | Yy MM T DD MM . DD |
| 1 PREGNANCY/(LMP) \ : FROM H H T0 : :
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
_____ T ——— MM | DD | Yy MM | DD | Yy
17b.| NP} FROM i i TO 1 i
. . .
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [Jo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate tems 1, 2, 3 or 4 to ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
TRIECS S sl I
23. PRIOR AUTHORIZATION NUMBER
309.81
2l - 4 .
24. A DATE(S) OF SERVICE B. C. | b. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H. I. J. 2
From PLACE OF {Exptain Unusual Circumstances) DIAGNOSIS Dggs FE;?‘?,TY ID. RENDERING 9
MM 0D YY MM DD YY | SERVCE | EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Plan | QUAL. PROVIDER ID. # :
Lk - e . e T PR IE
01,0113 01 ;01:13 11 | l 0791 | [ B | 12 1 o1 | [ Licensed Ph.D. S
Z
" [ ' [ 1 ' ' N IEN-E-S ' I i et /il y [
0Ljo1i13 |o1{o1f13 |12 | | eo7es | 1 i i | 12 | 1 | wFLicensed Ph.D e
]
1O O N | I . | T I
. + ——— e - -+ . — :
(/2]
1 | | ' [ ] V It aanaEL S e L L L LR e L {c
3 [} 1 [} ] i L}
: : | i ] | I | : : l | - | [ -
4
............. | <
1 ' 1 ' 1 1 L — | P it Qo
: ) I ! ' I J | | ‘ ! L [ 4 | | L T
>
) y - v ’ . . T T e SEE R R 1x
I T T g I

'
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. /éCCEPT ASSIGN| ENT” 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

or govt. claims, see back!

|
O] (e [Jwo s s 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.)

a. b a lb.
SIGNED DATE |

NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)
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1500 EXAMPLE 2: Diagnostic Interview by Prescriber with Interactive
. o4
HEALTH INSURANCE CLAIM FORM Complexity E
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05 (8]
PICA PICA ! I ¢
1. MEDICARE MEDICAID TRICARE CHAMPVA EALTH B EEKC OTHER] 1a. INSURED'S I.D. NUMBER (For Program in ltem 1) R
D(Medlcare #) D (Medicaid #) D (Sponsors SSN) D (Member ID#) D (SSNor iD) D (SSN) D (D)
2. PATIENT'S NAME (Last Name, First Name, Middle Initial} 3. PATIENT" S BIRTH DATE 4. INSURED'S NAME (Last Name, First Narme, Middle Initial)
MM [s]0]
R e
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS {No., Street)
SeIID SpouseD ChiIdD OtherD
CITY STATE | 8. PATIENT STATUS cITY STATE =
Single I__-] Married I:' Other D g
'ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code) ‘Et
Full-Time Part-Time ( ) o
( ) Employed Student Student D o)
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 "zL
m
a.OTHER INSURED'S POLICY OR GROUP NUMBER a.EMPLOYMENT? {(Current or Previous) a. INSURED'S DATE OF BIRTH SEX 0@
MM |} DD Yy =2
D YES I:' NO ; : M D ) D 2
.
b.Oh'ArHEI?I INSUFIED'SYDATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) b. EMPLOYER'S NAME OR SCHOOL NAME g
. I
I | »[] F[] [Jres [we <
c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME E
[ves [ ¥
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? E
D YES DNO If yes, return 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 1 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
14. DATEIE OF CUIRFIENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OFI SIMILAR ILLNESS. | 16. DATES PATIENT UN/}BLE TO WORK IN CURRENT OCCUPATION
MM | DD [ YY ‘ INJURY (Accident) OR GIVE FIRST DATE MM | Yy MM T DD MM . DD |
| 1 PREGNANCY/(LMP) \ : FROM H H T0 : :
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
_____ T ——— MM | DD | YY MM | DD | Yy
17b. NPI FROM i i TO 1 i
. . .
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [Jo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate tems 1, 2, 3 or 4 to ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
TR sl L
23. PRIOR AUTHORIZATION NUMBER
309.81
2l - 4 .
24. A DATE(S) OF SERVICE B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H. I. J. 2
From PLACE OF {Exptain Unusual Circumstances) DIAGNOSIS Dggs FE;?‘?,TY ID. RENDERING 9
MM DD YY MM DD YY | SERVCE | EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Plan | QUAL. PROVIDER ID. # :
=
' ' ! ' . ' 1 | T N e (e EE L L PR PP L LR 1
0101 {13 |01 ;01 ;13 11 | [ 90792 | : b | L2 || P 1 | e MD/DO/APRN o
f = " H } ] i H . e
Z
" [ ' [ 1 ' ' T IR ' I N M et /il y [
0L{o1i13 [o1{ o1f13 |12 | [ 9788 | i i i | L2 1 | %" | MD/DO/APRN x
]
R . | | I . | T I
. + ——— e - -+ . — D
(/2]
1 | | ' [ ] V N L T e e RS L L S e L {c
1R Y O T O O TR | | I °
i — i H =z
............. &
) ' 1 ' 1 1 L — | P it Qo
: ) I ! ' I J | | ‘ ! L [ 4 | | L T
>
) y - v ’ . . T T e SEE R R 1x
I T T g i I

'
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. /éCCEPT ASSIGN| ENT” 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

or govt. claims, see back!

|
O] (e [Jwo s s 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.)

a. b a lb.
SIGNED DATE |

NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)
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1500 EXAMPLE 3: Psychotherapy with E&M Service by Prescriber &
o4
HEALTH INSURANCE CLAIM FORM <
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0B/05 (8]
PICA PICA ! I ¢
1. MEDICARE MEDICAID TRICARE CHAMPVA EALTH B EEKC OTHER] 1a. INSURED'S I.D. NUMBER (For Program in ltem 1) s
D(Medlcare #) D (Medicaid #) D (Sponsors SSN) D (Member ID#) D (SSNor iD) D (SSN) D (D)
2. PATIENT'S NAME (Last Name, First Name, Middle Initial} 3. PhAAHENTSgIFITH DATE 4. INSURED'S NAME (Last Name, First Narme, Middle Initial)
R e
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS {No., Street)
SeIID SpouseD ChiIdD OtherD
CITY STATE | 8. PATIENT STATUS cITY STATE =
Single I__-] Married I:' Other D g
'ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code) ‘Et
Full-Time Part-Time o
( ) Employed Student Student D ( ) o)
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 "zL
@
a.OTHER INSURED'S POLICY OR GROUP NUMBER a.EMPLOYMENT? {(Current or Previous) a. INSURED'S DATE OF BIRTH SEX 0@
MM | DD Yy =
D YES I:' NO ; : M D ) D 2
.
b.Oh'ArHEI?I INSUFIED'SYDATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) b. EMPLOYER'S NAME OR SCHOOL NAME g
. I
I | »[] F[] [Jres [we <
c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME E
w
[Jves [ v E
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? E
D YES DNO If yes, return 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 1 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
14. DATEIE OF CUIRFIENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OFI SIMILAR ILLNESS. | 16. DATES PATIENT UN/}BLE TO WORK IN CURRENT OCCUPATION
MM | DD [ YY ‘ INJURY (Accident) OR GIVE FIRST DATE MM | Yy MM T DD MM . DD |
| 1 PREGNANCY/(LMP) \ : FROM H H T0 : :
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
_____ T ———. MM | DD | YY MM | DD | Yy
17b.| NP} FROM i i TO 1 i
. . .
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [Jo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate tems 1, 2, 3 or 4 to ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
TRIECS S sl I
23. PRIOR AUTHORIZATION NUMBER
309.81
2l - 4 .
24. A DATE(S) OF SERVICE B. C. | b. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H. I. J. 2
From PLACE OF {Exptain Unusual Circumstances) DIAGNOSIS Dggs FE;?‘?,TY ID. RENDERING 9
MM 0D YY MM DD YY | SERVCE | EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Plan | QUAL. PROVIDER ID. # :
=
' ' ' ' ' ' 1 | L N  td et PP T e e 1
01,01 ;13 |01 ;01 13 11 | l 99212 ] ; ) ! | L2 || ] | Nl MD/DO/APRN o
f . ; H 1 i H . e
Z
" [ ' [ 1 ' ' T IR ' I N M et /il y [
Ol_i 01 E_13 l 01 J: 01 i 13 | 11 | | 90833 1 E ‘: i l 1,2 ] | 1 | NPl MD/DO/APRN E
]
1O O N | I . | || e T IE
. + ——— e - -+ . — D
(/2]
1 | | ' [ ] V It aanaEL S e L L L LR e L {1
3 [} 1 [} ] i L}
: : | i ] | I | : : l | - | [ -
4
.............. | <
1 ' 1 ' 1 1 L — | P it Qo
: ) I ! ' I J | | i | L [ ! | | il T
>
) y - v . . . T T e SEE R R 1x
I T I N I I K
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. /ég%g\ﬁ'glégs&gy aICENT’7 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
|
O] [les [Jwo s s s a
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.)
N— | S
a. b a lb.
SIGNED DATE | |

NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)
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1500

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

EXAMPLE 4: Psychotherapy with E&M Service by Prescriber wit

Interactive Complexity

T PleA PICA [T T~
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP . FECA OTHER|1a INSURED'S .D. NUMBER (For Program in ltem 1)
D(Medlcare #) D(Med/cald #) D (Sponsors SSN) D (Member ID#)D (SSNor iD) D(SSN) D(/D)

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

3. PATIENT S BIHTH DATE
MM oD

iml

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

5. PATIENT'S ADDRESS (No., Street)

s
6. PATIENT RELATIONSHIP TO INSURED

SelfD SpouseD ChiIdD OtherD

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

CITY STATE

ZIP CODE TELEPHONE (Include Area Code)

( )

8. PATIENT STATUS
Single I__-] Married I:' Other D
Part-Time D

Full-Time
Student

Employed Student

cITY STATE

ZIP COBE TELEPHONE {Include Area Code)

C )

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

a.0OTHER INSURED’'S POLICY OR GROUP NUMBER

SEX

F[]

b.OJ"HEH INSURED'S DATE OF BIRTH
: 1
'

| | W]

c. EMPLOYER'S NAME OR SCHOOL NAME

10. IS PATIENT'S CONDITION RELATED TO:

a.EMPLOYMENT? (Current or Previous)

[ Jno

PLACE (State)
D e [E—
c. OTHER ACCIDENT?

[[Jves [ no

[] YES
b. AUTO ACCIDENT?

|__—| YES

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM | DD YY
) :

, A

' '
b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES DNO

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

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE t authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself 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.

ER—>

PATIENT AND INSURED INFORMATION ——— |<— CARRI

L]

or govt. claims, see back!

YES NO

below.
SIGNED DATE SIGNED \J
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME oa SIMILAR ILLNESS. | 16. DATES PATIENT UN/}BLE TO WORK IN CURRENT OCCUPATION A
MM | DD [ YY ‘INJURY (Accident) OR GIVE FIRST DATE MM | Yy MM | DD | MM . DD |
| 1 PREGNANCY/(LMP) \ : FROM H H T0 : :
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
_____ | e T MM | DD | YY MM | DD | Yy
17b. [ NPI FROM i 1 TO 1 H
19. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES
[Jves [vo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 to ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
R sl
23. PRIOR AUTHORIZATION NUMBER
309.81
2 | 4
24. A.  DATE(S)OF senwce B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H [ L J. =
From PLACE OF {Explain Unusual Circumstances) DIAGNOSIS Dggs FE;?‘?,TY ID. RENDERING o
MM DD YY MM DD YY | sEvcE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNTS | Plan | QuaAL PROVIDER ID. # :
i — N i A _(Fei—— =
01,01 ;13 |01 ;01 13 11 | I 99212 ] ; ) ! | L2 || ] | Nl MD/DO/APRN o
b L A : H . A e
Z
01 1‘ 01 ‘: 13 l 01 J: 01 i 13 | 11 I 90833 J E ‘: i l 1,2 | 1 | NPl | MD/DO/APRN E
7
01 {01 (13 |01 {01 {13 |11 | %0785 | i 1 i | -1 | s MD/DO/APRN o
i 7
: . . . ( . ! | __ o «
3 [} 1 [} ] i L]
! : | i I | ! | ! : l | - | ol B
zZ
_____ <
1 ' 1 \ 1 ] L T | RN i i Q
; ) 1 | i J J | | ! { [ | : | | bl T
>
) ' - ' . . i C o e E
I T I N I I K
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. /éCCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

5 i $ i '

S i

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
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

EXAMPLE 5: Psychotherapy 20-30 minutes

[T 1] Prea ey N
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP . FECA OTHER|1a INSURED'S .D. NUMBER (For Program in ltem 1)
D(Medlcare #) D(Med/cald #) D (Sponsors SSN) D (Member ID#)D (SSNor iD) D(SSN) D(ID)

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

3. PATIENT S BIFITH DATE
MM oD

iml

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

5. PATIENT'S ADDRESS (No., Street)

s
6. PATIENT RELATIONSHIP TO INSURED

SelfD SpouseD ChiIdD OtherD

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

CITY STATE

ZIP CODE TELEPHONE (Include Area Code)

( )

8. PATIENT STATUS
Single I__-] Married I:' Other D
Part-Time D

Full-Time
Student

Employed Student

cITY

STATE

ZIP CODE

TELEPHONE {Include Area Code)

C )

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

a.0OTHER INSURED’'S POLICY OR GROUP NUMBER

SEX

F[]

b.OJ"HEFI INSURED'S DATE OF BIRTH
: 1
'

| | W]

c. EMPLOYER'S NAME OR SCHOOL NAME

10. IS PATIENT'S CONDITION RELATED TO:

a.EMPLOYMENT? (Current or Previous)

[ Jno

PLACE (State)

NO
¢. OTHER ACCIDENT?

[[Jves [ no

[] YES
b. AUTO ACCIDENT?

|__—| YES

1.

INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM | DD YY

SEX

L M

L]

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES DNO

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

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

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

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 1 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. DATEIE OF CUIRFIENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UN/}BLE TO WORK IN CURRENT OCCUPATION A
MM | DD [ YY ‘ INJURY (Accident) OR GIVE FIRST DATE MM | Yy MM | DD | MM . DD |
| 1 PREGNANCY/(LMP) \ : FROM H H T0 : :
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
_____ e e MM | DD | Yy MM | DD | Yy
17b.| NPI FROM 1 i TO 1 i
. . . .
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [Jvo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate tems 1, 2, 3 or 4 to ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
TR sl I
23. PRIOR AUTHORIZATION NUMBER
309.81
2l - 4 .
24. A. DATE(S) OF SERVICE B. C. | b. PROCEDURES, SERVICES, OR SUPPLIES E. [ G. H. I. J. 2
From PLACE OF {Explain Unusual Circumstances) DIAGNOSIS Dggs FE;?‘?,TY ID. RENDERING o
MM 0D YY MM DD YY | SERVCE | EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Plan | QUAL PROVIDER ID. # :
|2
0101 13 |01 ! 0113 11 90832 | : ; ; 12 || ; 1 | "o [ane Efaible Provider «
= i | : : I ! i : | ' ¢ | | NP1 Any Eligible Provider E_)
Z
[ i ' [ 1 ' ' N I | . A i daatatetel ikl ddlied . -
¥ i 1 ] 1 ] i ] m
_ - | ! | | | I : | t | J\ | | bl w
)
' | | | | : ) e I S TEILEY ST e L e S L L P AL 4 &
" I o | I | i 8 ' I o I | I L >
(/2]
' ) | ' ) ] V e T R i ian e e L L LS T LL P e e {1
3 [} 1 [} ] i 1
: : | i ] | | | i | | - | [ -
4
_________________ &
) 1 1 ' 1 1 g ikl e B Q
; i I | L I I | | ! { L I ! | | bl T
>
) . . . . - T T e SEE R R g E
. [ | W I N I I K
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. /ég%gﬁ"glégs&gy aICENT’7 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
' .
O] ws Lvo | s e :
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33

BILLING PROVIDER INFO & PH # (

SIGNED DATE 5

b
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EXAMPLE 6: Psychotherapy 20-30 minutes with Interactive

HEALTH INSURANCE CLAIM FORM Complexity

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

T PleA PICA [T T~
1. MEDICARE MEDICAID TRICARE CHAMPVA FECA OTHER] 1a. INSURED'S I.D. NUMBER (For Program in ltem 1)
D(Medlcare #) D (Medicaid #) D (Sponsors SSN) D (Member ID#) D (s%?vLInzg)LAN D %glv) D (D)

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

3. PATIENT S BIHTH DATE
MM oD

iml

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

5. PATIENT'S ADDRESS (No., Street)

s
6. PATIENT RELATIONSHIP TO INSURED

SelfD SpouseD ChiIdD OtherD

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

CITY STATE

ZIP CODE TELEPHONE (Include Area Code)

( )

8. PATIENT STATUS
Single I__-] Married I:' Other D
Part-Time D

Full-Time
Student

Employed Student

cITY STATE

ZIP COBE TELEPHONE {Include Area Code)

C )

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

a.0OTHER INSURED’'S POLICY OR GROUP NUMBER

SEX

F[]

b.OJ"HEH INSURED'S DATE OF BIRTH
: 1
'

| | W]

c. EMPLOYER'S NAME OR SCHOOL NAME

10. IS PATIENT'S CONDITION RELATED TO:

a.EMPLOYMENT? (Current or Previous)

[ Jno

PLACE (State)

NO
¢. OTHER ACCIDENT?

[[Jves [ no

[] YES
b. AUTO ACCIDENT?

|__—| YES

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM | DD YY
) :

. A

' '
b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES DNO

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

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE t authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself 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.

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

L]

or govt. claims, see back!

YES NO

below.
SIGNED DATE SIGNED \J
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME oa SIMILAR ILLNESS. | 16. DATES PATIENT UN/}BLE TO WORK IN CURRENT OCCUPATION A
MM | DD [ YY ‘INJURY (Accident) OR GIVE FIRST DATE MM | Yy MM | DD | MM . DD |
| 1 PREGNANCY/(LMP) \ : FROM H H T0 : :
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
_____ | e T MM | DD | YY MMT DDV YY
17b. [ NPI FROM i 1 TO 1 H
19. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES
[Jves [vo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 to ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
R sl
23. PRIOR AUTHORIZATION NUMBER
309.81
2 | 4
24. A.  DATE(S)OF seawce B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H ] 1 J. =
From PLACE OF {Explain Unusual Circumstances) DIAGNOSIS Dggs FE;?‘?,TY ID. RENDERING o
MM DD YY MM DD YY | sEvcE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNTS | Plan’ | QUAL PROVIDER ID. # :
H . i H . | . 1.2 | R T i D R E
0101113 0100113 11 | l 90832 ] : ; : oL | t ] 1| NPl Any Eligible Provider | G
Z
) f | ) 1 - . T o e PR L
01 01 13 l 01 0113 11 | 90875 1 [ 1,2 ] | 1 | NPI| Any Eligible Provider | &
a
) i V ) i ' T S T e PR P &
i 4 l B . | l | i 8 ' l . | | | L >
7]
: . . . . . ! | __ o 1
. ' i : ! 1 i
! : | i I | I | ! : l | - | ol B
zZ
- <
1 ' 1 \ i ] AL ] | T i Q
; ) 1 | i J J | | ! { L [ ! | | bl T
>
) y - . . i R T T e E
. [ | W I N I I K
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. /éCCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

5 i $ i '

S i

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

lb.
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

EXAMPLE 7: Medication Management by Prescriber

[T 1] Prea ey N
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP . FECA OTHER|1a INSURED'S .D. NUMBER (For Program in ltem 1)
D(Medlcare #) D(Med/cald #) D (Sponsors SSN) D (Member ID#)D (SSNor iD) D(SSN) D(/D)

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

3. PATIENT S BIHTH DATE
MM oD

iml

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

5. PATIENT'S ADDRESS (No., Street)

s
6. PATIENT RELATIONSHIP TO INSURED

SelfD SpouseD ChiIdD OtherD

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

CITY STATE

ZIP CODE TELEPHONE (Include Area Code)

( )

8. PATIENT STATUS
Single I__-] Married I:' Other D
Part-Time D

Full-Time
Student

Employed Student

cITY

STATE

ZIP CODE

TELEPHONE {Include Area Code)

C )

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

a.0OTHER INSURED’'S POLICY OR GROUP NUMBER

SEX

b.OJ"HEH INSURED'S DATE OF BIRTH
: 1
'

| [ w1 f[]

c. EMPLOYER'S NAME OR SCHOOL NAME

10. IS PATIENT'S CONDITION RELATED TO:

a.EMPLOYMENT? (Current or Previous)

[ Jno

PLACE (State)

NO
¢. OTHER ACCIDENT?

[[Jves [ no

[] YES
b. AUTO ACCIDENT?

|__—| YES

1.

INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM | DD YY

SEX

L M

L]

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES DNO

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

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

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

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 1 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 OR SIMILAR ILLNESS. | 16. DATES PATIENT UN/}BLE TO WORK IN CURRENT OCCUPATION A
MM | DD [ YY ‘ INJURY (Accident) OR GIVE FIRST DATE MM | Yy MM | DD | MM . DD |
| 1 PREGNANCY/(LMP) \ : FROM H H T0 : :
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
_____ e e MM | DD | YY MM | DD | Yy
17b.| NPI FROM 1 i TO 1 i
h . 1 1
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [Jvo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate tems 1, 2, 3 or 4 to ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
TR sl ‘
23. PRIOR AUTHORIZATION NUMBER
309.81
2l - 4 .
24. A. DATE(S) OF SERVICE B. C. | b. PROCEDURES, SERVICES, OR SUPPLIES E. [ G. H. I. J. 2
From PLACE OF {Explain Unusual Circumstances) DIAGNOSIS Dggs FE;?‘?,TY ID. RENDERING o
MM DD YY MM DD YY | SERVCE | EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Plan | QUAL PROVIDER ID. # :
o N S e e e IR L IE
01,01 ;13 |01 ;01 13 11 | l 99212 (Use]approﬁrlate : : L 12 ] | Nl MD/DO/APRN o
e&m code based on %
[ i ' [ 1 ' ' N I | . A i daatatetel ikl ddlied . -
foor b b ] ] ey ] R ] | | [ -
o}
' | | | | ] ) e I S TEILEY ST e L e S L L P AL 4 &
" l o | ' | i L ' l . | l L >
n
' ) | ' ) ' V e T R i ian e e L L LS T LL P e e {1
3 [} 1 [} ] i 1
- | i ] | Ul | i | - | [ =
<
_________________ &
) 1 1 ' 1 1 L — | I i Q
; i 1 | L J J | | ! { L [ ! | | bl T
>
) . . . . - T T e SEE R R g E
. [ | W I N I I K
25. FEDEHAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ’ég,%gﬂ.ﬁ%?'&? aICENT’7 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
|
O] ws Lvo | s e ;
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33

BILLING PROVIDER INFO & PH # (

SIGNED DATE 5

b
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EXAMPLE 8: Psychotherapy for Crisis provided for 120 minutes

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

T PleA PICA [T T~
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP . FECA OTHER|1a INSURED'S .D. NUMBER (For Program in ltem 1)
D(Medlcare #) D(Med/cald #) D (Sponsors SSN) D (Member ID#)D (SSNor iD) D(SSN) D(/D)

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

3. PATIENT S BIHTH DATE
MM oD

iml

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

5. PATIENT'S ADDRESS (No., Street)

s
6. PATIENT RELATIONSHIP TO INSURED

SelfD SpouseD ChiIdD OtherD

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

cITY STATE | 8. PATIENT STATUS
Single I__-] Married I:' Other D
'ZIP CODE TELEPHONE (Include Area Code)
Full-Time Part-Time
( ) Employed Student Student D

cITY STATE

ZIP COBE TELEPHONE {Include Area Code)

C )

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

10. IS PATIENT'S CONDITION RELATED TO:

a.0OTHER INSURED’'S POLICY OR GROUP NUMBER

a.EMPLOYMENT? (Current or Previous)

[ Jno

[] YES

b.OJ"HEH INSURED'S DATE OF BIRTH
: 1
'

| | W]

SEX

b. AUTO ACCIDENT?

|__—| YES

PLACE (State)

F[]

c. EMPLOYER'S NAME OR SCHOOL NAME

NO
¢. OTHER ACCIDENT?

[[Jves [ no

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM | DD YY
) :

, A

' '
b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES DNO

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

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE t authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself 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.

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

L]

27. /éCCEPT ASSIGN|

or govt. claims, see back!

YES NO

below.
SIGNED DATE SIGNED \J
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME oa SIMILAR ILLNESS. | 16. DATES PATIENT UN/IXBLE TO WORK IN CURRENT OCCUPATION A
MM | DD [ YY ‘ INJURY (Accident) OR GIVE FIRST DATE MM | Yy MM | DD | MM . DD |
| 1 PREGNANCY/(LMP) \ : FROM H H T0 : :
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
_____ | e T MM | DD | YY MM DD | Yy
17b. [ NPI FROM i i TO 1 H
19. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES
[Jves [vo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 to ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
R sl
23. PRIOR AUTHORIZATION NUMBER
309.81
2 | 4
24. A.  DATE(S)OF senwce B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H [ L J. =
From PLACE OF {Explain Unusual Circumstances) DIAGNOSIS Dggs FE;?‘?,TY ID. RENDERING o
MM DD YY MM DD YY | sEvcE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNTS | Plan | QuaAL PROVIDER ID. # :
e — , e . e i T SR =
._01 : 01 ' 13 | 01 : 01 ; 13 11 [ l 90839 (FII’S& 74 mlqutes)j ' | 12 | : | 1 | NP Any eligible provider E
Z
] ) ' ' 1 ) ' Fil N IEN-E-Sa ' I M et /il
01 01 13 l 01 01 /13 11 | 90840 (Rerr}alnlng 46 minutes); [ 1,2 ] | 2 | NPI| Any eligible provider | &
a
) i V ) i i T T T it St e LT TR R e e e &
i 4 l B . | l | i 8 ' l . | | | L >
7}
: . . . : . . ! | __ o «
3 [} 1 [} ] i L]
! : | i I | I | ! : l | E | ol B
zZ
. <
1 ' 1 ' 1 1 L T | RN i i Q
; ) 1 | i J J | | ! { L [ ! | | bl T
>
) ' - . . i P R d S EEEEE P RS E
) | 1 ) J J I | E 1 : H | | NPI
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. ENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

s : 5 P :

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.)

SIGNED DATE

32, SERVICE FACILITY LOCATION INFORMATION

33. BILLING PROVIDER INFO & PH # (

a.

lb.

NUCC Instruction Manual available at: www.nucc.org

APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)
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1500

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

EXAMPLE 9: Billing several services on a claim form-Prescriber

T PleA PICA [T~
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP . FECA OTHER|1a INSURED'S .D. NUMBER (For Program in ltem 1)
D(Medlcare #) D(Med/cald #) D (Sponsors SSN) D (Member ID#)D (SSNor iD) D(SSN) D(/D)

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

3. PATIENT S BIHTH DATE
MM oD

[ ]

4.

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

5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS {No., Street)
SelfD SpouseD ChiIdD OtherD
cITy STATE | 8. PATIENT STATUS cITY STATE
Single I__-] Married I:' Other D
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)
Full-Time Part-Time ( )
( ) Employed Student Student D

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

10. IS PATIENT'S CONDITION RELATED TO:

a.0OTHER INSURED’'S POLICY OR GROUP NUMBER

a.EMPLOYMENT? (Current or Previous)

[ Jno

[] YES

SEX

b.OJ"HEH INSURED'S DATE OF BIRTH
: 1
'

| [ w1 f[]

b. AUTO ACCIDENT?

|__—| YES

PLACE (State)

| S |

c. EMPLOYER'S NAME OR SCHOOL NAME

[T
c. OTHER ACCIDENT?

[[Jves [ no

1

1. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM | DD YY

SEX

. M FLJ

b.

' ,
EMPLOYER'S NAME OR SCHOOL NAME

c.

INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d.

IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES DNO

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

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE t authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself 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.

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

INJURY (Accident) OR
PREGNANCY(LMP)

{

below.

SIGNED DATE SIGNED Y
14. DATE OF CURRENT: ILLNESS {First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A

MM | DD | YY GIVE FIRST DATE MM | Yy MM DD | MM | DD |

FROM ' ' TO : :

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
_____ L 1 = ] MM | DD | YY MM} DD | YY
170.| NPI FROM . TO
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [Jvo |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 to ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
TR sl
23. PRIOR AUTHORIZATION NUMBER
2 30981 al
24. A.  DATE(S) OF senwce B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. HT L J.
From PLACE OF {Explain Unusual Circumstances) DIAGNOSIS Dggs FE;?‘?,TY ID. RENDERING
MM DD YY MM DD YY | SERVCE[ EMG | CPTMHCPCS | MODIFIER POINTER $ CHARGES UNTS | Plan | QUAL PROVIDER ID. #
01 01 13 |01 01 13 11 2 R 1\ MDIDOAPRN |
I~ 90833-This is the add-on psychotherapy code for the primary code 99212
01 01 13 |01l & 01 13 11 i f F | 12 § 1 | [ MDIDOAPRN
90785-This is the interactive add-on for primary code 99212
01 (01 13 |01 |01 (13 |11 | i i F [ Yl -1 | W MDIDO/APRN
01 |02 13 |01 02 (12 |11 | (90792 | b 4§ 1 B . 1 | wp [MDIDO/APRN |
90785 This is the add-on interactive code for the primary code 90791 | |
01 102 13 |01 02 13 11 P F ] 1 .| 1 | | np |MD/DO/APRN
90832- If Prescriber prowde therapy with no E&M
01/ 03| 13 0103 13 |11 | | | e o 12 .| Y | [wei [MDDOAPRN
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. /éCCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
D D or govt. claims, see back! . , . , . ,
YES NO 1 i 1

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.)

SIGNED DATE 5

32, SERVICE FACILITY LOCATION INFORMATION

3

3. BILLING PROVIDER INFO & PH # (

|b

PHYSICIAN OR SUPPLIER INFORMATION

NUCC Instruction Manual available at: www.nucc.org
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1500

HEALTH INSURANCE CLAIM FORM

EXAMPLE 10: Billing several services on a claim form-any

eligible provider

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

T PleA PICA [T~
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP . FECA OTHER|1a INSURED'S .D. NUMBER (For Program in ltem 1)
D(Medlcare #) D(Med/cald #) D (Sponsors SSN) D (Member ID#)D (SSNor iD) D(SSN) D(/D)

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

3. PATIENT S BIHTH DATE
MM oD

iml

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

5. PATIENT'S ADDRESS (No., Street)

s
6. PATIENT RELATIONSHIP TO INSURED

SelfD SpouseD ChiIdD OtherD

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

cITY STATE | 8. PATIENT STATUS
Single I__-] Married I:' Other D
ZIP CODE TELEPHONE (Include Area Code)
Full-Time Part-Time
( ) Employed Student Student D

CITY STATE

ZIP COBE TELEPHONE {Include Area Code)

C )

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

10. IS PATIENT'S CONDITION RELATED TO:

a.0OTHER INSURED’'S POLICY OR GROUP NUMBER

a.EMPLOYMENT? (Current or Previous)

[ Jno

b.OJ"HEH INSURED'S DATE OF BIRTH
: 1
'

| | W]

SEX

[] YES
b. AUTO ACCIDENT? e e—
NO

F[] [Qves [Iwo

c. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
mg

[:] YES

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM | DD YY
) :

, A

' '
b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES DNO

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

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE t authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself 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.

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

or govt. claims, see back!

below.
SIGNED DATE SIGNED \J
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM | DD [ YY ‘INJURY(Accident) OR GIVE FIRST DATE MM | Yy MM T DD MM . DD |
| 1 PREGNANCY/(LMP) \ : FROM H H T0 : :
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
_____ L 1 = ] MM L DD | YY MM} DD | YY
170.| NPI FROM 5 i TO 5 i
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves o |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ftems 1, 2, 3 or 4 to ltem 24E by Line) 22, MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
TRIECS S sl
23. PRIOR AUTHORIZATION NUMBER
309.81
2l - LN
24.A.  DATE(S)OF senwcs B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. HT L J. 2
From PLACE OF {Explain Unusual Circumstances) DIAGNOSIS Dggs FE;?‘?,TY ID. RENDERING o
MM DD YY MM DD YY | SBVCE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNTS | Plan | QUAL PROVIDER ID. # :
1 [ [l T [ v [ 1 R - - = = = P S S e S S e e o= = =
01 01 13 | 01 ;01;13 11 90792 ' ) ! | 12 . 1 | nel | Any eligible provider 8
= 90785-This is the interactive add-on for primary code 90792 %
y : ! ! | : ; 1.2 W i [ 1| Tnmlanyel iaible provider P
01 : 01 ‘, 13 l 01 i 01 i 13 11 i ‘ ! : i I | 1 | NP1 ANy eligible provider E
a
01 02 13 101 102 113 |11 90832 ! Le - 1 | NPl |Any eligible provider B
+ - b e e e A M
90785-This is the add-on interactive code for the primary code 90832 7
; : . : . . . S e e T e R P «
01 {02 13 |01 02 (12 |11 | | : ; ; | 12 ] I —— wrl |Any eligible provider | Q
_______________________________ <
01 /05 13 |01 05 13 [11 |  |00839 (First 74 minutes) | | 12 | Y | [wei|Anyeligible provider |2
=
01’ 05 13 l 01 ' 05 13 111 J l 90840 (Rema}ining 46 minutes) 12 1 | “wp | Any eligible provider T &
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. /éCCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

SIGNED DATE

.
1] YES NO $ : s bols ;

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.)

e | ——
a. b

a |b

NUCC Instruction Manual available at: www.nucc.org
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