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Paper Claim Submission Checklist R A e

In order for a claim to be paid, it must be a clean claim. Checklist
for a clean claim:

Has the claim been accurately and fully
completed according to Medicaid billing
guidelines?

Is the claim accompanied by all
necessary documentation and on a red
and white claim form?

Can the claim be processed and
adjudicated by HP Enterprise Services
without obtaining additional information
from the provider?
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Claimltems 1 -3

FLORIDA A A
MEDICAID

A Division of the Agency for Health Care Administration

Medicaid box.

. MEDICARE | MEDICAID TRICARE CHAMPVA
Dwadmm #)

CHAM
(Madicaid rF,I|:| f-‘i‘.ﬂnnmr'e S5N) D Member IDH) D (SEN or D)

AFor an initial claim submission, enter an X in the

GROLUP
HEALTH PLAM

fSSH,I D (o)

AEnter the r ecidgiMatitads
Identification (ID) number.

AFor Medicare crossover claims, enter the
Medicare ID number in this item.

10

OTHER | 1. INSURED'S |.0. MUMEER (Faor Pragram in lem 1)

2. PATIENT'S MAME (Last Nams, First Mama, Midde Iritial)

a

3. PATIENT'S BIRTH D.ﬁ.TE
MM

iDDI M|:|

4. INSUREL"S NAME (Last Mame, First Marng, Middlz Inital)

FD

5 F'ATIENT’TDHESE (Mo, Street)

6. PATIENT HELATIDI"-IS

T INSLIRED

s.aer Epnuselj Chl

7. INSUREL'S ADDRESS (Mo, Strest)

Dlhar|:|

CITY STATE |8 PATIENT STATUS CITY STATE =
o
Single |:| Married |:| har|:| =
ZIP CODE TELEPHOMNE (Irelude Area Cods) ZIF CODE TELEFHOME {Irlude Arsa Code) E
Full-Tirme Part-Tims (i
( ) Employed || Sndent Student ( ) o
AEnter the recipientdés |l ast name, firfghteamehe recipientdos date of bir
and middle initial exactly as it appears on the digit month, day, year format (MM/DD/CCYY).
Medicaid ID card or other proof of eligibility. (Ex. August 21, 1997, enter as 08/21/1997.)
APatientds Sex: Use an X to mark t

CMS-1500 01/01/2011
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. FLORIDA A/\_
Clam ltems 4 & 7 MEDICAID " ~

11500 | &
= =
o
HEALTH INSURANCE CLAIM FORM o
=
APPROVED BY NATIOMAL UNIFORM GLAIM COMMITTEE 08105 &
FICA FICA 4'
. MEDICARE MEDICAID TRICARE CHAMPYA GROLP OTHER | 1a. INSUREL'S 1.D. MUMEBER {Far Program in hem 1) "
Dmﬂmmm ﬂ}Drﬂ-\'ﬂu‘nm-n‘ 9] fﬁpunaura S5N) D (MemberiOw) D B -:-rn'E',l D .5.5.-.',1 DHD,I
2. PATIENT'S NAME {Last Name, Firat Nams, Midd Iritial) 3. PATIENTS EIHTH DATE 4. INSURED'S MAME (Last Name, First Name, Middls Initial)
|
| MD F[ ]
5. PATIENT'S ADDRESS (Mo, Street) & PATIENT F:ELATICINEHIF' TO INSURED 7. INSURED'S ADDRESS (No., Strest)
s-alfD apnusaD E:Hld|:| Dlher|:|
CITY STATE |8 PATIENT STATUS CITY STATE =
o
single [ | Mamied[ | other[ | =
ZIF CODE TELEPHOME (Include Area Coda) ' ZIP CODE TELEPHOME {Include Arsa Coda) g
Full-Time Part-Tims i
( } Employed |:| Studenit Studlent |:| . . { } o
ltems 4 & 7: Il nsureddés Name and Addr ess

AComplete only if Third Party Liability (TPL) is present.

Aif there is other insurance, enter the name of the insured. If the
insured and the patient are the same person, enter the word
ASAMEO.

ANo entry required unless the recipient is covered by other
insurance.

CMS-1500 01/01/2011
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Claim Items 9a -d

FLORIDA A A
MEDICAID

A Division of the Agency for Heaith Care Administration

B, OTHER INSUREL'S MAME [Last Mame, First Hame, Middls Initial) 10, |5 PATIENT'S CONDITION AELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUKBER E
m
ﬁTHEFI INSURELYS POLICY OR GROUP NUMEER a. EMPLOYMENT? (Current or Previcus) & INSUREL'S DATE OF BIRTH SEX i
MM DD YY ’ : a
[Jves [ ]no ! [ ] [] =
b. OTHER IEEUTED S DATE OF BIRTH BEX b, AUTO ACCICENT? PLACE (State) b. EMPLOYER'S MAME OR SCHOOL MAME 0
HO
| [0 ] s [Jw ,
i EMPLOYER'S NAME OR SCHOOL MAME i, OTHER ACCIDENT? 2. INSURANCE PLAN MAME OR PROGRAM MAME E
D YES D NO ,"':J
d. INSURAMCE PLAN NAME OR PROGRAKM HAME 10l RESERVED FOR LOCAL USE d. 15 THERE AMCTHER HEALTH BENEFIT FLAN?T g
\ |:| YES U MG if yes, raturn to and complsts itam 9 a-d,
READ BACK OF FORM BEFORE COMPLETIMG: SIGHING THIS FORRL. 13 INSURED'S OR AUTHORIZED PERSON'S SIGHATURE | authorize
12 PATIENT'S OR AUTHORIZED PERSON'S SIGHATURE | authorize the of any medical or other information necessary payment of medical banefits to the urdersigned physician or supplier for
b proces this claim. | also request payment of govemment benefits sither to For b the party who accepts assinment samvizes described below,
b,
SIGNED TE SIGNED Y

AComplete only if Third Party Liability (TPL) is present.

AEnter the requested information if the recipient has other insurance. In field 9d, enter the
primary insurance plan name. Do not enter the name of the insurance agency or agent.
Attach the Explanation of Benefits (EOB) for the primary insurance and any other
insurers.

CMS-1500 01/01/2011
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. FLORIDA /\ A
Claim Items 10a -c MEDICAID "~
8. OTHER INSUREL'S MAME [Last Mame, First Marme, Middle Initial) [ 40, 12 PATIENT'S CONDITION RELATED TOx [41. INSUREL'S POLICY GROUP OR FECA NUMBER E

m
a. OTHER INSURED'S POLIGY OR GROUP NUMBER a. EMPLCYMENT? (Current or Previous) &. INSUFEL'S DATE OF BIRTH SEX e
MW DD YY ’ : a
[Jves [ ]no ! [ ] [] =
b. OTHER IE%UTED -.EI.-.I.-H'&'TE OF BIRTH BEX b. AUTO AGCICENT? PLACE (State) b, EMPLOYER'S MAME OR SCHOOL MAME 0
N
L v A [Jres [ <
. EMPLOYER'S NAME CR SCHOOL NAME iz, OTHER AGCGIDENT? o INSUFANCE PLAN NAME OR PROGRAM MAME E
| [[Jves [ ]no ,"':J
d. INSLIRAMCE PLAN MAME CR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. I3 THERE AMOTHER HEALTH BEWEFIT PLANY E
|:| YES U MG if yes, raturn to and complsts itam 9 a-d,
READ BACK OF FORM BEFORF COMPLETING & SIGHING THIS FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12 PATIENT'S CR ALUTHORIZED PERSON'S SIGMNATURE | authorize the releass of any medizal or other information necsssany payment of medical benafits to the undersigned phiysician or supplisr for
b proces this claim, | also request payment of gowsinment banefits sither to rmysslf or to the party whe accepts assionment sarvices described below,
Elow.
Y
EIGMED DATE BIGHED
tems10a -c: Patientodés Condition Item 10d: Reserved for Local Use
A_Enter an X i_n any part(s) that apply and give corresponding AFor Medicare crossover claims only.
information in items 10a -C. ANo entry is required for Medicaid only billing.

For Medicare crossover claims, enter the
reci pi en tdigiMedieid ID number.

CMS-1500 01/01/2011
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. FLORIDA
Clam ltems 17 -17a MEDICAID L:

ision of the Agency for Health Care Administrati

14, DATE OF CURRENT. 4 ILLMESS {First symptorm OR 15, IF FATIENT HAS HAD SAME OF SIMILAR ILLNESS. |16, DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
ﬁﬂ | IE'E| EW ‘IHJUH‘F (Aczident) DR GIVE FIRST DATE [ﬂ*ﬁ| BB | w ﬂﬁ |NBH | J? MM DD Y .
| PREGNANCY{LMF) | | FROM 1 oo
17. NAME OF REFERRING PROVIDER OR OTHER S0URCE iTa 18, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
7 MM DD VY MM, OO, Y
FROM | | T0 |
\ {7, | NFI / | | |

18, RESERVED FOR LOGAL LISE 20, CLTSIDE LAB? $ CHARGES
D YES |:| NC ‘

21, DIAGNOSIS OR NATURE'OF ILLNESS OR INJURY {Relate ferms 1, 2, 3 074 to ltem 24E by Ling) —$ 22, E!LEBEAID RESUBMISSION ORIGINAL FIEF. NO

i | , I

23. FRIOR ALTHORIZATION NUMBER

2 | , 4 |

\ /

A17: Name of Referring Provider: Enter the Name of Referring Provider or Other Source. Note:
Leave blank if the procedure that you are billing was not referred, did not require approval by a
MediPass primary care provider, or did not require a Service Authorization (SA).

A17a: MediPass : For a procedure that requires a MediPass referral, enter qualifier code 9F in the
small field to the right of 17a, and enter the MediPass pri mary care prowvdigder 6s ni
authorization number in the large field.

CMS-1500 01/01/2011
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. FLORIDA A/\_
Claim Item 17b MEDICAID

ministration

14 DATE OF CURRENT: 4 ILLNESS {First symptomj OR {5, [F PATIENT HAS HAD SAME QR SIMILAR ILLNESS. |16, DATES PATIENT UNABLE T0 WORK IN CURRENT OCCUPATION
’Rﬁh ISEﬂ W ‘IHJLIHTuﬁmidenI]GH GIVE FIRST DATE R‘W BB| W i |NBb | W MM DD YY A
| PREGNANCY(LMF] | | FROM 1 oo
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE iTa 18. HOEPITALIZATION DATES RELATED TO GURRENT SERVICES
MW, DD, VY MM, OO Yy
17b. | NFI FROM I I T | I
18, RESERVED FOR LOCAL USE 20, OUTSIDE LABY ¥ CHARGES
D?EE DHD |
21, DIAGNCSEIS OR NATURE OF ILLMESS OR INJURY [Relate tarme 4, 2,3 or 4 to [tem 24E by Line) 22, FJSBIECF«ID RESLBMISSICN
| , ORIGINAL REF. NO.
f. | . a |
23, PRIOR ALTHCRIZATION MUMBER
2
— Item 17b: NPI -
AFor MediPass and Service Authorization (SA) referrals, leave item 17b blank and enter the
referral number in item 17a.
AFor consultations: You may enter either qualifier code 1D and the Medicaid provider number in
17a or the NPI number in 17b. I f you enter the NPI in 17
mapped to a taxonomy code that is needed to identify the provider in the Florida Medicaid
claims processing system, enter qualifier code ZZ in the small field and enter the referring
physiciandés taxonomy in the | arge field of 17a. 1 f the r
provider, enter the physicianbds name in field 17 and qua

number 000000100 in field 17a.

CMS-1500 01/01/2011
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FLORIDA /\ A
MEDICAID

Summary of Claim ltems 17a & 17b

tion

le

Type of Referral Field Qualifier Data Requested
MediPass Referral 17a oF Medi Pass pri mary digiraathopzationv i d
number.
17b Pre-printed (NPI) Blank
Service Authorization (SA) number. For services that are authorized after July 1, 2008
Service Authorization 17a providers will receive a prior authorization number from the Medicaid fiscal agent instead
of an SA number from the area Medicaid office service authorization nurse. Enter the prior
authorization number in field 23.
17b Pre-printed (NPI) Blank
You may enter qualifier ID and the Medicaid provider number in 17a or enter the NP1 in
17b. If you enter 17b, leave 17a blank unless the taxonomy is needed to identify the
referring physician in the Medicaid claims processing system. If yes, enter qualifier ZZ and
Referral Procedures 17a the taxonomy in 17a. Florida Medicaid recommends that you enter the Medicaid provider
number on paper claims. For referrals with recipients with MediPass, enter the MediPass
authorization number. See instruction above.
17b Pre-printed (NPI) Referring physicianés NPI
Treatment by PCP 17a None Leav_e blank if care was provided by the primary care
provider.
17b Pre-printed (NPI) Blank

CMS-1500 01/01/2011
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Claim Item 21

FLORIDA

A Division of the Agency for Heaith Care Ad

a

ministration

14, DATE OF CURRENT: ILLNESS {First symptom) OR {5, IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. |16, DATES PATIENT UNARLE TO WORK IN CURRENT QCCUPATION
P% | BS| W ‘mmw {Accident] OR GIVE FIRST DATE Qﬁﬁ BB | '@ ﬂﬁ |NH3 | YTYQ MM, DD YY
| } PREGNANGY(LMF) | ; FROM | | 0 | |
17, NAME OF REFERRING PROVIDER OR OTHER SOURGE i7a, 18, HOSPITALIZATION DATES RELATED TO CUURRENT SERVICES
MM, DD | Y MM, DD, Y
17h. | NP FROM | | O | |
19, RESERVED FOR LOCAL USE 20, CUTSIDE LAB? § CHARGES

D?ES DHD |

21. DIAGNOSEIS OR NATURE OF ILLNESS OR INJURY (Relate herms 1, 2, 3 or 4 to [tem 24E by Lins)

i |

3 |

2 |

=

4 |

Item 21: Diagnosis or Nature of lllness or Injury

ADiagnosis code: Enter the patient's diagnosis code(s). List up to four ICD

22, MEQIGAID RESLBMISSION
PEEBE ORIGINAL REF. MO.

23, FRIOR ALTHORIZATION NUMBER

-9-CM diagnosis

codes in priority order (primary, secondary condition). Relate lines 1, 2, 3, and 4 to the
lines of service in 24E by the line number. Use the highest level of specificity. Do not

provide narrative description in this field.
(accommodated by the period printed on the form) between the two sets of numbers.

CMS-1500 01/01/2011

When entering the number, include a space
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Claim Item 23

FLORIDA A A
MEDICAID

A Division of the Agency for Health Care Administration

14, DWTE OF CURRENT: ILLNESS (First symptom) OR 1E. IF PATIENT HAS HAD SAME OB SIMILAR, ILLMESS. | 16. DATES PATIENT UMABLE T3 WORK IN CURAENT QCCUPATION
i | bt | W ‘ IMJURY (Accident) OR GIVE FIRST DATE Tk I i | i Fi | "Bt | W MW | DD | ¥Y 4
| } PREGNANCY(LMP) | } FROM { { TO { {
17. NAME CF REFERRING PROVIDER OR OTHER SOURCE 17a 18, HOSPITALIZATION DATES RELATED TO CURAENT SERVICES
MM DD Y MM DO, Y
17h. | MPI FROM ! ! T | !
19, RESERVED FOR LOCAL USE 20, CUTSIDE LAB? § CHARGES

|:|"|"E-S DNO |

21, DIAGMOSIS OR NATURE OF ILLMESS OR INJURY {Relate Herrs 1, 2,3 or 4 to [tem 24E by Line)

1.

2

a |

—

4 |

22 E!&EE?AID RESLBMISSICON

ORIGIMAL REF. NO.

23, PRIOR ALTHORIZATION NUMBER

2

/

AlIf the service was prior or post authorized, enter the ten
from the approval letter. Claims for prior and post authorized services are subject to

service limits and the 12

CMS-1500 01/01/2011

- month filing limit.
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. FLORIDA A/\_
Claim Items 24A -C MEDICAID " ~

Item 24A: Date(s) of Service

AEnter date(s) of service, From and To, in the UNSHADED area. If one date of service only, enter that date under the From
date and leave the To date blank. Enter the date in a month, date, year format (MM/DD/YY) using six - digits.

APlease consult the CMS -1500 Medicaid Provider Reimbursement Handbook for specific policy -related requirements
related to this field.

oy O P W N

24 A DATE(S) OF SERVICE B iz, | O PROCGEDLIRES, SERVICES, OR SUPPLIES E. F. G, Ho| | J, =
From To FLACE O {Explain Unusual Gircumstances) DIAGNOSIS oS ﬂ ID. REMDERING o
MM DD Y WM DD YY |SERVKE| EMG | CPTIHCRCE | MODIFIER POINTER § CHARGES UHITS | Plari | QAL FROVICER ID. # E
; i | =
(T O | || [ 5
LL
| B -
| A | | || e I
&

' T
| - | | | || [ 2
n
I s
o
| | [ | | | | || [ °
| I I === ——== -
| | 1 | | L | [ e 5
T
| i || | | i | tem2ac:EMG B

Item 24B: Place of Service Alf the service was an emergency, enter a Y for yes in

the UNSHADED area of the field.

AEnterthe two - digit place of service code in the UNSHADED
area for each procedure performed.

CMS-1500 01/01/2011
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Claim Item 24D
B

AProviders who bill Healthcare Common Procedure Coding System (HCPCS) codes for
drugs (J, Q, and S codes) must enter identifier N4, the eleven - digit National Drug Code

FLORIDA ‘\ A
MEDICAID

A Division of the Agency for Health Care Administration

The Unit Qualifiers are:

F2 1 International Unit

oy O = W M

(NDC) code, Unit Qualifier, and number of units from the package of the dispensed GR 1T Gram
drug in the SHADED area of item 24. Begin entering the information above 24A. Do not
enter a space, hyphen, or other separator between N4, the NDC code, Unit Qualifier, ML T Milliliter
and number of units. If reporting a fraction of a unit, use the decimal point. )

APlease consult the CMS -1500 Medicaid Provider Reimbursement Handbook for specific UNT Unit
policy -related requirements related to this field.

24, A DATE(S) OF SERVICE B. . | Dv PROCEDLURES, SERVICES, OR SLPFLIES E. F. i, Ho| | J,
From To FLAGE CF] (Explain Unusual Gircumstaries) DIAGNOSIS O [rad| D RENDERING
SERVEE | EMG | CPTIHCORCE | MODIFIER POINTER § CHARGES UHITS | Plari | QAL FROVIDER ID. #
N400026064871UN1234
| [ | r——-"—"—"—"""~"~"="="=-=-=-=--1
| | | e

I L L i |

B

PHYSICIAN Di? EUPi:LIEH INFORMATION

CMS-1500

01/01/2011




o O =W N

Claim Item 24E

24 A

MK

DATE(S) OF SERVICE

From
oo

i

K

To
oo Yy

FLACE OF
SERVKE

LH]

EMG

C. PROCEDLUIRES, SERVICES, OR SUPPLIES
{Explain Unususl Gircurnstances)
CPTIHCPCE | MODIFIER

E.
DIAGHOSIS
POINTER

FLORIDA A/\_
MEDICAID

vision of the Agency for Health Care Adminis

F.

§ CHARGES

DTS
UHITS

0.
QUAL

d.
REMDERING
PROVIDER ID. #

MFI

MFI

MFI

MFI

MFI

| Item 24E: Diagnosis Pointer

AEnter the diagnosis code reference number (pointer) from item 21 to relate the date of
service and the procedures performed to the primary diagnosis. Enter the reference
number in the UNSHADED area

CMS-1500

01/01/2011

left justified

in the field.
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Claim ltems 24F -G

SHADED AREA

AComplete

for Third Party Liability only.

AThird Party Coverage: If payment from a primary insurance carrier is expected or already received, enter the

identifier IP for Individual Policy or GP for Group Policy and enter the paid or expected amounts in the

SHADED area of item 24F.

FLORIDA ‘\ A
MEDICAID

A Division of the Agency for Health Care Administration

24 A~ DATE(S) OF SERVICE B. | C. | D. PROGEDURES, SERVICES, OR SUPFLIES E. G [H] T i)
From To FLAGE CF] (Explain Unusual Gircumstaries) DIAGNOSIS O [rad| D RENDERING
MM_ DD ¥Y MM DD YY [SERVKE| EMG | CPTHCPCS | MODIFIER POINTER UNITS | Pl | GUAL PROVIDER ID. #
| | N
| L

//| !

S

CMS-1500

01/01/2011
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