








SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
MEDICAID HEALTH INSURANCE INFORMATION REFERRAL FORM

Provider or Department Name: ABC Family Practice Provider ID or NPI: 8888888888

Contact Person: Betty Med|C|ne, MD Phone #: 803'555'1111 Date: 03/01/08

I  ADD INSURANCE FOR A MEDICAID BENEFICIARY WITH NO INSURANCE IN THE MEDICAID
MANAGEMENT INFORMATION SYSTEM (MMIS) - ALLOW 25 DAYS

Beneficiary Name: Jim Smith Date Referral Completed: 02/29/08
Medicaid ID#; 2222222222 Policy Number: AZ99999999999
Insurance Company Name: OmniCorp Insurers Group Number: 390-OP-777777

Insured's Name: N/A Insured SSN: 777-77-0000

Employer's Name/Address: Retired

11 CHANGES TO AN INSURANCE RECORD THAT IS IN THE MMIS — MIVS SHALL WORK WITHIN 5 DAYS
a. beneficiary has never been covered by the policy — close insurance.

X . beneficiary coverage ended - terminate coverage (date) 12-31-2007

¢. _subscriber coverage lapsed:=terminate coverage (date)

d. / subscriber changed plans under employer - new carrier is

- new policy number is

e. beneficiary to add to insurance already in MMIS for subscriber or other family member.

(name)

ATTACH A COPY OF THE APPROPRIATE DOCUMENTATION TO THIS FORM.

Submit this information to Medicaid Insurance Verification Services (MIVS).
Fax: or Mail:
803-252-0870 Post Office Box 101110
Columbia, SC 29211-9804

III NEW POLICY NUMBERS FOR INSURANCE IN THE MMIS WITH THE SUBSCRIBER SSN
(SCDHHS is collecting new unique policy numbers and plans to replace existing insurance records through MMIS online
modification as computer resources are available.)

Medicaid Beneficiary ID: SSN:
Carrier Name/Code: New Unique Policy Number:
Submit this information to South Carolina Department of Health and Human Services (SCDHHS).
Fax: or Mail:
803-255-8225 Post Office Box 8206, Attention TPL

Columbia, SC 29202-8206

DHHS 931 — Updated January 2008




SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
REASONABLE EFFORT DOCUMENTATION

PROVIDER Acme Orthopedic DOS 01/01/07

NPl or MEDICAID PROVIDER ID 1234567890

MEDICAID BENEFICIARY NAME Jane Doe

MEDICAID BENEFICIARY ID# 1111111111

INSURANCE COMPANY NAME Jones Health Insurance

POLICYHOLDER Jane Doe

POLICY NUMBER 9876543213

ORIGINAL DATE FILED TO INSURANCE COMPANY 01/15/07

DATE OF FOLLOW UP ACTIVITY 02/16/07

RESULT:
Called insurer to check claim status. Insurer needs bene to fill out
subrogation forms

FURTHER ACTION TAKEN:

Called beneficiary on 02/16/07, 02/18/07, and 02/28/07. No answer and
no answering machine. No other contact info on file w/ Medicaid or
insurer.

DATE OF SECOND FOLLOW UP 03705707

RESULT:

Sent certified letter offering to help bene fill out forms.
Bene refused letter. Called insurer 8/10/05; they will not
act without forms.

| HAVE EXHAUSTED ALL OPTIONS FOR OBTAINING A PAYMENT OR SUFFICIENT RESPONSE
FROM THE PRIMARY INSURER.

MM1/4 Ort[w/nad 03/12/07
(SIGNATURE AND DATE)

ATTACH A COPY OF FORM TO THE APPROPRIATE CLAIM OR ECF AND FORWARD TO YOUR
MEDICAID CLAIMS PROCESSING POST OFFICE BOX.

Revised 06/2007



SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
REASONABLE EFFORT DOCUMENTATION

PROVIDER Dr. Betty Smith DOS 03705707

NPl or MEDICAID PROVIDER ID 1231231230

MEDICAID BENEFICIARY NAME John Jones

MEDICAID BENEFICIARY ID# 9999999999

INSURANCE COMPANY NAME  Global Health

POLICYHOLDER John Jones

POLICY NUMBER 8888888888

ORIGINAL DATE FILED TO INSURANCE COMPANY  03/07/07

DATE OF FOLLOW UP ACTIVITY 04/06/07

RESULT:
Called insurer. They received claim and have not suspended it. Sent
follow-up letter requesting a response on 04/10/07.

FURTHER ACTION TAKEN:

04/27/07: No response from insurer. Called again; they could not find
claim. Resubmitted on 04/29/07.

DATE OF SECOND FOLLOW UP 05730707

RESULT:

Called insurer; no action on claim. Notified Dept. of Insurance
05/31/07. Case is still open; Dept. of Ins. advised that we file with
Medicaid now, as decision may take some time.

| HAVE EXHAUSTED ALL OPTIONS FOR OBTAINING A PAYMENT OR SUFFICIENT RESPONSE
FROM THE PRIMARY INSURER.

Betty Smth __ 06/03/07
(SIGNATURE AND DATE)

ATTACH A COPY OF FORM TO THE APPROPRIATE CLAIM OR ECF AND FORWARD TO YOUR
MEDICAID CLAIMS PROCESSING POST OFFICE BOX.

Revised 06/2007



How to Obtain a Response from an Insurance Company
A Suggested Third-Party Filing Process

Send a claim to the insurance company
within 30 days of the service.

Allow
30
days

The company has not
received the claim.

|

Re-file the claim. Stamp the
claim as a repeat submission
or send a cover note.

Remember:

Keep detailed
records.

Call your DHHS
program
representative if
you need help.

v
A

for a
reply.

~_

If you have received no
response, call the
company’s customer service
department to determine the
status of the claim.

v

The company has
received the claim,
considers the billing
valid, and has not
suspended the claim

|

Make a note in your files
and follow up with a written
request for a response.

\

Allow
two
more
weeks.

v

The company has received
the claim but considers the
billing insufficient.

v

Supply all additional
information requested by
the company.

v

Confirm with the
company that all
requested information has
been submitted.

If you have received no reply, write to the
company citing this history of difficulties.

Copy the SC Department of Insurance
Consumer Division on your letter.




I South Carolina Department of Health and Human Services - Claim Adjustment Form 130 I
Provider Name: (Please use black or blue ink when completing form)

Johnson DME Supply

Provider Address :

111 Oak Lane

Provider City , State, Zip: Total paid amount on the original claim:
Anywhere, SC 22222-2222 $1244.00
Original CCN:
OS5 555 553|555 55 55|5 5A
Provider ID: NPI:

AB|C|1|2 3 1/2/3/4/5/6|7/8 9|0

Recipient ID:
Adjustment Type: Originator:
O Void @ Void/Replace ODHHs ~ OMccs  @Provider . OMIVS
Reason For Adjustment: (Fill One Only ) A N
. Insurance payment different than original claim ) Melic id p idiwice, - void only
(O Keying errors ) Incc rect provider gaid
O Incorrect recipient billed (™wlorrect dates of service paid
(O Voluntary provider refund due_ta heilth \asi raace (O Provider filing error
(O Voluntary provider refurg’du » to':as valt] (O Medicare adjusted the claim
(O Voluntary provide' ref \nc due fo Niea care (O Other
For Ager;\_jnly_ Analyst ID:

(O Hospital/Office Visit included in Surgical Package

(O Independent lab should be paid for service (O Web Tool error

(O Assistant surgeon paid as primary surgeon (O Reference File error

(O Multiple surgery claims submitted for the same DOS () MCCS processing error
(O MMIS claims processing error (O Claim review by Appeals

(O Rate change

Comments:

Insurer denied claim -- decided equipment wasn't medically necessary.
We filed to Medicaid, but then appealed to primary insurer. We won the appeal.

Signature; Jane Doe Date: 04/01/07
orone. (555) 555-5555

DHHS Form 130 Revision date: 03-13-2007 I



I South Carolina Department of Health and Human Services - Claim Adjustment Form 130 I
Provider Name: (Please use black or blue ink when completing form)

Dr. Joe Jones

Provider Address :

123 Main Street

Provider City , State, Zip: Total paid amount on the original claim:
Somewhere, SC 22222-0000 $230
Original CCN:
8/8/ 88/ 88|/8 8888 888 88 A
Provider ID: NPI:

Recipient ID:
Adjustment Type: Originator:
O Void @ Void/Replace ODHHs ~ OMccs  @Provider . OMIVS
Reason For Adjustment: (Fill One Only ) A N
(O Insurance payment different than original claim ) Melic id p idiwice, - void only
(O Keying errors ) Incc rect provider gaid
O Incorrect recipient billed (™wlorrect dates of service paid
.Voluntary provider refund due_to he ulth ast rance (O Provider filing error
(O Voluntary provider refurg’du » to':as valt] (O Medicare adjusted the claim
(O Voluntary provide' ref \nc due fo Niea care (O Other
For Ager;\_jnly_ Analyst ID:

(O Hospital/Office Visit included in Surgical Package

(O Independent lab should be paid for service (O Web Tool error

(O Assistant surgeon paid as primary surgeon (O Reference File error

(O Multiple surgery claims submitted for the same DOS () MCCS processing error
(O MMIS claims processing error (O Claim review by Appeals

(O Rate change

Comments:

Beneficiary just learned that her new private insurance is
retroactively effective. We filed with and were paid by the insurer.

Signature; MW)’ Smithv Date: 06/03/07
bhone: (803) 555-5555

DHHS Form 130 Revision date: 03-13-2007 I



' ABC MEDICAL CENTER
111 OAK LANE
ANYWHERE SC 22222-0000

OF BILL

AT | DOE1234 * OFBIL

B |654321-654321 111
6 STATEMENT COVERS PERIOD 7

5 FED. TAXNO. FROM THROUGH

00-0000000 030907 | 031007

8 PATIENT NAME

9 PATIENT ADDRESS

[a]222 MAPLE STREET

20,

21

22

23

20

21

22

23

b|JANE DOE b|COLUMBIA [e[sc [ 22222-2222 ]

10 BIRTHDATE 1SEX 1, pare “DISRR 4 TvPE 15sRC |18 DHR[17STAT| g 19 20 o CROTONGODES 25 2% 27 s ||

01011960 F 030907 7 o1 | |80 | cs

31 OCCURRENCE 3  OCCURRENCE 33 OCCURRENCE 34  OCCURRENCE OCCURRENCE SPAN 36 OCCURRENCE SPAN 37

CODE DATE CODE DATE DE DATE CODE DATE FROM THROUGH | CODE FROM THROUGH

24 033107

38 39 VALUE CODES VALUE CODES 41 VALUE CODES

CODE AMOUNT AMOUNT CODE AMOUNT
MEDICAID al 02 00 :00 :
PO BOX 1458 b : :
c :

COLUMBIA SC 29202-1458 q :

42 REV. CD. 43 DESCRIPTION 44 HCPCS / RATE / HIPPS CODE 45 SERV. DATE 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

206 ICU/INTERMEDIATE 975.00 031007 5 4875 - 00

270 MED/SURG SUPPLY 031007 104 1636 23

350 CT SCAN 030907 2 1821 : 00

450 EMERG ROOM 030907 1 591 : 00

I

0001 PAGE_1 OF _1 CREATION DATE | 042907 OTA 8923 : 00 0 :

50 PAYER NAME 51 HEALTH PLAN ID Pene| oo | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56 NPl | 9876543210

618 MEDICARE 6000 :00 57

199 ACME HEALTH 0 :00 OTHER

619 MEDICAID : PRV ID

58 INSURED'S NAME

59 P.REL | 60 INSURED’S UNIQUE ID

61 GROUP NAME

62 INSURANCE GROUP NO.

12345678999
99911111111AZX
1234567890

63 TREATMENT AUTHORIZATION CODES

64 DOCUMENT CONTROL NUMBER

65 EMPLOYER NAME

66

68

NIJBC"‘ National Uniform
Biling Committee

561288.8
69 ADMIT 70 PATIENT 71 PPS | 72 | | |73
DX REASON DX CODE ECI
74 JPAINCIPAL PROCEDURE a  OTHER PROCEDURE o JTHER PROCEDURE ~ 75 o ATTENOING |NPI |QUAL| |
4131 031007 LasT |First
ope T HOCEDURR b g R RO ° SR IFFOIERIE 77 OPERATING |NPI |OUAL| |
LAST |FIRST
80 REMARKS 81°¢ B3(1212121212 78 OTHER | |NPI |QUAL| |
b LAST |FIRST
c 79 OTHER | |NPI |QUAL| |
d LAST |FIRST
UB-04 CM5-1450 APPROVED OMB NO. 0938-099 THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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ADA Dental Claim Form

EXAMPLE DENTAL CLAIM FORM

HEADER INFORMATION

1. Type of Transaction (Mark al applicable boxes)
l:‘ Staternent of Actual Services l:‘ Request for Predetermination /Preauthorization

[ ] EPs0T Mitle X1%

REPORTING THIRD-PARTY OR MEDICARE INFORMATION

2. Predetermination / Freauthorization Murmber

1234567 OR Emergency IF APPLICABLE

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Com pany Mamed in #3)

12. Policyholder /Subscriter Mame (Last, First, Mddle Initial, Suffix), Address, City, State, Zip Code

INSURANCE COMPANY/DENTAL BEENEFIT PLAN INFORMATION

$25.00

3. Company/Flan Mame, Address, City, State, Zip Code
Medicaid Claims Receipt
PO Box 2136

Columbia SC 29202-2136

OPTIONAL

OR 1, if denied
$0.00
13. Date of Birth {MWMIDDAZCY ) 14. Gender 15. Policyholder ASubscriter 1D (SSMor 1D

[Jw[Jr | 888888888

OTHER COVERAGE

16. Flan/Group Mum ber 17. Bnployer Mame

4. Cther Dental or Medical Coverage? | |MNa (Skips-11) [ ]es (complets 5113

134

5. Mame of Policyholder Subscriber in #4 (Last, First, Mddle Initial, Suffixzg)

PATIENT INFORMATION

18. Relationship 1o Folicyholder/Subscriber in #12 Alove 19, Student Status

G. Date of Birth (MWDDACCY Y 7. Gender 8. Policyholder /Sutscriber 1D (S5M or 1D#)

[w [JF | 222222222

9. Plan/Group Murm ber 10. Patient's Relationshipto Person Mamed in #5

401 [ Jsat [ |spouse [ |oependent [ ] oher

[ ]seit [ ]spouse  [] Depencent child || Other [Jrrs. [ Jrrs
20. Mame {Last, First, Midde Inifial, Suffi:), Address, City, State, Jp Code
John Doe
1801 Main St OPTIONAL

11. Cther Insurance Company/Dental Benefit Flan Mame, Address, City, State, Zip Code
$86.00

OR

| $0.00

1, if denied

Columbia SC.29202

22. Gender

Cm [ ]

21. Date of Birth {MMDDAZCY Y 23. Patient 1D/ Account # (Assigned by Dentist)

1234567890

RECORD OF SERVICES PROVIDED

25 frea| 26,
24, Procedure Date 27, Tooth Murmberis) 28, Tooth 20, Frocedure .

(MMDDICCYY) &a@' et ar Letter(s) Surface Code =0. DegggRiion 51, Fes
1 100/00/0000 D0120 355 00
2 | 00/00/0000 D1110 42 100
3 | 00/00/0000 D1204 26} 00
41 00/00/0000 15 D0272 30, 00
5 | 00/00/0000 16 D0220 18 '00
& [00/00/0000 16 D7140 75 100
¥ 100/00/0000 66 D7140 65100

E‘ :

9 i

10 :

MISSING TEETH INFORMATION Permanent Primary 32, Ciher i

o 102 3 /4 5 & 7 8[540 11 12 13 14 15 18 B C D E|F & H 1| Fesis) !

34, (Place an 'X' on each missing tooth) T
32 @1 300 29 28 2726 25|24 23 22 29 20 19 18 i7|T 8 R Q@ P| O N M L K [33TotalFes 291 100

25, Remarks

$111.00 (Total from Boxes 11 and/or 12)

AUTHORIZATIONS

ANCILLARY CLAIM/TREATMENT INFORMATION

26. | have been informed of the treatment gan_and associated fees. ['agree o be responsitle for all
charges for dental servces and materi als not paid by my dental benefit plan, unless prohibited by lam, or
the treating dentist or dental pracice has acontractual agreement with my plan prohibiting all or a portion of
such charges. To the extent permitied by law, | consent to your use and discosure ofmy protected health
information to carryout payment acivities in connection with this dam.

% Signature on File
Patient /Guardian signature

00/00/0000

Date

39, Mumber of Endosures {00 to 99

38. Flace of Treatment 1
FRadiograph @) Cral Imags (z) hiodsl (=)

Frovider's Office |:| Hospital l:l ECF l:l Ciher
40. Is Treatment for Crthodontics ?
[ o @kipat-42y [ ]ves (Compete 41-42)

42 Months of Treatment
Rermaining

4. Date Appiance Flaced (MW/DDACCY )

43, Replacement of Prosthesis? | 44, Date Frior Flacement (MAWDDACCY Y

37, I herebyauthorize and direct paywnent of the dental benefits other wis= payabie torme, directy 1o the below named
dentist o dental entity

Subscriter signature Date

[ ] ma[]ves (compiete 44)
45 Treatment Resulting from

|:| Cooupational illness finjury
46. Date of Accident (MAMDDICTYY)

l:‘ Cither accident
| 47. Auto Accident State

[ ] Auto accident

BILLING DENTIST OR DENTAL ENTITY (Leawe bank if dentist or dental entity is not submitting
claim on behalf of the patient or insured/su bscriber)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

A3. lhereby cerfify that the procedures as indicated by date are in progress (for procedures that require multiple
wisits) or hawve been completed.

48. Mame, Address, City, State, dp Code

X
Signed (Treating Dentist)

Date
54. NFI 0000000000 56. License Murnkber
v L5075 122300000X
49, MNPl A0. License Mumkber 51. 55N or TIM
2000 MAIN ST
COLUMBIA SC 29000-0000
52. Fhone 524, Addiional 57. Phone 58, Additional
Murnber (¢ ! - Frovicer (D Murnber ! - Provicer |D

© 2006 American Dental Association
1400 (Same as ADA Dental Claim Form — 401, 0402, 1403, J404)

To Reorder call 1-800-947-4746
or goonling at wiwm, adacatalog.org

Mo

Mo
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

’_‘_‘_‘PICA

One Carrier Paid; One Carrier Denied

PICA

1. MEDICARE MEDICAID TRICARE

CHAMPVA

I:' (Medicare #) . (Medicaid #) I:' (Sponsors SSN) I:‘ (MemberID#) . (SSN or D)

FECA OTHER
BLKLUNG

|:| (SSN)

A TH PLAN

1a. INSURED’S |.D. NUMBER

1234567890

(For Program in Item 1)

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

Doe, John A.

oo
3. PATIENT'S BIRTH DATE
MM DD YY

SEX
Cor 1047 w[x]  f[]

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

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

01 |
6. PATIENT RELATIONSHIP TO INSURED

7. INSURED’S ADDRESS (No., Street)

123 Windy Lane Self|:| Spouse|:| Childl:' OlherD
CITY STATE | 8. PATIENT STATUS CITY STATE
Anytown SC Single I:‘ Married I:‘ OmerI:'
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)
Full-Time Part-Time
29999 ( ) Employed Student Student I:' ( )

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

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED’S POLICY OR GROUP NUMBER

A111111111122

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. EMPLOYMENT? (Current or Previous)

NO

|:| YES

012345678
a. INSURED’S DATE OF BIRTH SEX
MM |, DD | YY

ML FL1

b. (’?AT“;I-!E‘R INSUI‘RED’%I()ATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) | b- EMPLOYER'S NAME OR SCHOOL NAME
} ! ‘ m[] FL] [Jves  [xvo | 10.00
c. EMPLOYER’S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
0.00 |:| YES NO 400
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
134 1 YES I:‘ NO If yes, return to and complete item 9 a-d.

below.

senen Slgnature on File

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON’S SIGNATURE | 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

DATE

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

SIGNED

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

14. DATE OF CURRENT:
MM | DD | YY INJURY (Accident) OR
‘ ! PREGNANCY (LMP)

{ ILLNESS (First symptom) OR
L l

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.

GIVE FIRST DATE MM I

. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM | DD | YY MM | DD,  YY

FROM } } TO } }

17. NAME OF REFERRING PROVIBER OR OTHER SOURCE 17a. 18 HOSPITOkAIZATION DATESYE((ELATED TO CU’\/ﬁi'\};llENT SERVICE%{Y
S T W e B i I | |
970 | NPy FROM } } TO } }
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

P]vee [Hnd ‘

1295382

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

oy

2

N

MEDICAID RESUBMISSION
CODE QRIGINAL REF. NO.

B
23. PRIOR AUTHORIZATION NUMBER
2. ) 4. . _
24 A, DATE(S) OF SERVICE B. | C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G LH] T 7.
From To PLACE OF (Explain Unusual Circumstances) DIAGNOSIS DAYS Eg;iﬁ"; D. RENDERING
MM DD YY MM DD YY |SERVICE| EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS Plan | QUAL. PROVIDER ID. #
‘ ‘ ‘ | 2z | 1212121212 |
o1 31 o7 | o1 3 o7 |11 | | ose09 | ] | 2000 | 1 | | wei | 1234567890
A A S A I A T \ A I I 2
A N A T O I | A A I N
A A T A I | l A I I
A N T A T I A T \ A N N
A T T I I A | | fwe]

25. FEDERAL TAX |.D. NUMBER SSN EIN

555555555 ]

26. PATIENT'S ACCOUNT NO.

DOE1234

27. ACCEPT ASSIGNMENT?

(For govt. claims, see back)

YES NO

L
28. TOTAL CHARGE 29. AMOUNT PAID

s 2000 | s 10 00s

30. BALANCE DUE

10,00

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 # ( 555 ) 5555555
ABC Clinic

111 Main Street
Anytown, SC 22222-2222

a.

SIGNED DATE

= 1234567890 b 271212121212

Ny
>

OR SUPPLIER INFORMATION

PHYSICIAN

NUCC Instruction Manual available at: www.nucc.org

APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

’_‘_‘_‘PICA

Medicare Paid; Private Carrier Paid

PICA

1. MEDICARE MEDICAID TRICARE

CHAMPVA

. (Med/care #) . (Medicaid #) I:' (Sponsors SSN) I:‘ (MemberID#) . (SSN or D)

FECA OTHER
BLKLUNG

|:| (SSN)

A TH PLAN

1a. INSURED’S |.D. NUMBER

1234567890

(For Program in Item 1)

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

Doe, John A.

oo
3. PATIENT'S BIRTH DATE
MM DD YY

SEX
Cor 1047 w[x]  f[]

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

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

01 |
6. PATIENT RELATIONSHIP TO INSURED

7. INSURED’S ADDRESS (No., Street)

123 Windy Lane Self|:| Spouse|:| Childl:' OlherD
CITY STATE | 8. PATIENT STATUS CITY STATE
Anytown SC Single I:‘ Married I:‘ OmerI:'
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)
Full-Time Part-Time
29999 ( ) Employed Student Student I:' ( )

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

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED’S POLICY OR GROUP NUMBER

012345678

11. INSURED’S POLICY GROUP OR FECA NUMBER

111222333A

a. EMPLOYMENT? (Current or Previous)

NO

|:| YES

a. INSURED’S DATE OF BIRTH SEX
MM |, DD | YY

| |

| |

ML FL1

b. (’?AT“;I-!E‘R INSUI‘RED’%I()ATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) | b- EMPLOYER'S NAME OR SCHOOL NAME
} ! ‘ m[] FL] [Jves  [xvo | 10.00
c. EMPLOYER’S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
5.00 |:| YES NO 620
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
400 YES I:‘ NO If yes, return to and complete item 9 a-d.

below.

senen Slgnature on File

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON’S SIGNATURE | 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

DATE

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

SIGNED

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

14. DATE OF CURRENT:
MM | DD | YY INJURY (Accident) OR
‘ ! PREGNANCY (LMP)

{ ILLNESS (First symptom) OR
L l

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.

GIVE FIRST DATE MM I

. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM | DD | YY MM | DD,  YY

FROM } } TO } }

17. NAME OF REFERRING PROVIBER OR OTHER SOURCE 17a. 18 HOSPITOkAIZATION DATESYE((ELATED TO CU’\/ﬁi'\};llENT SERVICE%{Y
S T W e B i I | |
970 | NPy FROM } } TO } }
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

P]vee [Hnd ‘

1295382

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

oy

2

N

MEDICAID RESUBMISSION
CODE QRIGINAL REF. NO.

. .
23. PRIOR AUTHORIZATION NUMBER
2. ) 4 .
24. A. DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H. I J.
From To PLACE OF (Explain Unusual Circumstances) DIAGNOSIS DAYS Eg;iﬁ"; D. RENDERING
MM DD YY MM DD YY |SERVICE| EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS Plan | QUAL. PROVIDER ID. #
| ‘ ‘ | Zz | 1212121212 |
o1 31 o7 | o1 3 o7 |11 | | o090 | ] | 2000 | 1 | | wei | 1234567890
A N O T A A R N | T
A I S I I A T 1 R 1
A N I O A L] | I
A N O A I I N | I T
A T T I I A N | | [

25. FEDERAL TAX |.D. NUMBER SSN EIN

555555555 ]

26. PATIENT'S ACCOUNT NO.

DOE1234

27. ACCEPT ASSIGNMENT?

(For govt. claims, see back)

YES NO

L
28. TOTAL CHARGE 29. AMOUNT PAID

s 2000 | s 15 00

30. BALANCE DUE

500

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 # ( 555 ) 5555555
ABC Clinic

111 Main Street
Anytown, SC 22222-2222

a.

SIGNED DATE

= 1234567890 b 271212121212

Ny
>

OR SUPPLIER INFORMATION

PHYSICIAN

NUCC Instruction Manual available at: www.nucc.org
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RUN DATE 06/01/2007 000001204

REPORT NUMBER CLM3500

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

CLAIM CONTROL #9999999999999999A
PAGE 1136 ECF 1136 PAGE 1 OF 1

ANALYST 1D HIC - 60 PRAC SPEC - 12 EMC Y
SIGNON 1D DOC IND N ORIGINAL CCN:
TAXONOMY : SFL ZIP: PRV ZIP: ADJ CCN:
1 2 3 4 5 6 7 8 9 EDITS
PROVIDER  RECIPIENT P AUTH TPL INJURY EMERG PC COORD ———— DIAGNOSIS ———- INSURANCE EDITS
1D 1D NUMBER CODE PRIMARY  SECONDARY 00-150
ABC123 1111111111 485 787.91 CLAIM EDITS
NPI: 1234567890
LINE EDITS
10 RECIPIENT NAME — DOE, JANE 11 DATE OF BIRTH 01/25/1992 12 SEX F
13 14 15 16 17 18 19 20 21 22 **  AGENCY USE ONLY o
RES  ALLOWED LN  DATE OF PLACE PROC  MOD INDIVIDUAL CHARGE PAY UNITS ** APPROVED EDITS o
NO  SERVICE CODE PROVIDER IND *x wox
23 *x  REJECTED LINE EDITS  **
.00 1 05/07/07 11 85025 000 ABC123 29.50 1.000
NPI: 1234567890 TAXONOMY: 1212121212 SRIRRRLRRIRRRLRRI 00N 00100000
2 Yy 1 CLAIMS/LINE PAYMENT INFO !
NPI - TAXONOMY - ' '
3 Yy, 1 EDIT PAYMENT DATE 1
NP1 - TAXONOMY : SSIEREIRRI R0 I RTL 0L R00E
4 yaw,
NP1 - TAXONOMY -
5 v
NP1 - TAXONOMY -
6 / 7/
NP1 - TAXONOMY:
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 29.50
> go7 7237231230 6,00 2 AT RECO NS <00 500
02 ’ 29 BALANCE DUE 29750 24 50
03 30 OWN REF # DOE12345 ’
RESOLUTION DECISION R
ADDITIONAL DIAG CODES:
RETURN TO: INSURANCE POLICY INFORMATION
MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412 401 1231231230
COLUMBIA, S.C. 29202-1412 DOE  JOHN

"PLEASE NOTE: EDIT CORRECTION FORMS RETURNED

PROVIDER:

ABC HEALTH PROVIDER

PO BOX 00000
ANYWHERE,SC 00000-0000

* INDICATES A SPLIT CLAIM

TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"



RUN DATE 06/01/2007 000001204
REPORT NUMBER CLM3500

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

CLAIM CONTROL #9999999999999999A
PAGE 1136 ECF 1136 PAGE 1 OF 1

ANALYST ID HIC - 60 PRAC SPEC - 12 EMC Y
SIGNON ID DOC IND N ORIGINAL CCN:
TAXONOMY : SFL ZIP: PRV ZIP: ADJ CCN:
1 2 3 4 5 6 7 8 9 EDITS
PROVIDER RECIPIENT P AUTH TPL INJURY EMERG PC COORD ———— DIAGNOSIS —-——- INSURANCE EDITS
ID ID NUMBER CODE PRIMARY SECONDARY 00-150
ABC123 1111111111 _1 485 787 .91 CLAIM EDITS
NPI: 1234567890
LINE EDITS
10 RECIPIENT NAME — DOE, JANE 11 DATE OF BIRTH 01/25/1992 12 SEX F
13 14 15 16 17 18 19 20 21 22 *x AGENCY USE ONLY **
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY UNITS ** APPROVED EDITS **
NO SERVICE CODE PROVIDER IND *x *x
23 *x REJECTED LINE EDITS **
.00 1 05/07/07 11 85025 000 ABC123 29.50 1.000
NPI: 1234567890 TAXONOMY: 1212121212 rrrrrrprnpnnRRRNNRLNNNLNNNLRLY
2 / 7/ 1 CLAIMS/LINE PAYMENT INFO !
NPI : TAXONOMY : 1 1
3 / / I EDIT PAYMENT DATE !
NPI : TAXONOMY : rrrrrrprppnnRRRLNRRNNRLNRNNLRLY
4 / [/
NPI : TAXONOMY :
5 / /
NPI : TAXONOMY =
6 / 7/
NPI : TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 29.50
" g07 9999999999 0,00 =0 AT REED B
02 ' 29 BALANCE DUE 29.50
03 30 OWN REF # DOE12345
RESOLUTION DECISION _R_
ADDITIONAL DIAG CODES:
RETURN TO: INSURANCE POLICY INFORMATION
MEDICAID CLAIMS RECEIPT
P. O. BOX 1412 401 9999999999
COLUMBIA, S.C. 29202-1412 DOE JOHN

PROVIDER:

ABC HEALTH PROVIDER

PO BOX 00000
ANYWHERE,SC 00000-0000

"PLEASE NOTE: EDIT CORRECTION FORMS RETURNED
* INDICATES A SPLIT CLAIM

/ Wo /wg/w covered /y this msarance, /

TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"
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