CMS-1500 - Waiver

01/01/2011

CMS-1500 Claims Training

for Waliver Providers

HP Enterprise Services: Florida

Medi cai dos

Fi

scal

Ager




A Division of the Agency for Health Care Administration

‘ Obijectives Fhgaiea

I CMS-1500 - Waiver 01/01/2011
2




FLORIDA A A
MEDICAID

‘ Florida Medicaid Resources MEDICAID * ~

http://mymedicaid -florida.com

http://ahca.myflorida.com/medicaid

I CMS-1500 - Waiver 01/01/2011
3




FLORIDA 4 A
MEDICAID _

Completing a CMS -1500
Claim Form

CMS-1500 - Waiver 01/01/2011

4 b




ank CMS -1500

FLORIDA
MEDICAID

A Division of the Agency for Heaith Care Administration

Wwh -+

[ L )

HEALTH INSURANCE CLAIM FORM

APFRIANSD BY FRATIONAL UNIFCRAM CLAIM CTON W TTES 0805

oA

A FSURSD SO NN DR R For Frograen n Baen

A THIURSD S NAMC D ast PMamw. Fre: Nase NicS e sl

¢ 3

P OTER NSRS D S MAVE [Laxt Nare, Fess farw. AAS3e el

sreweves [ S0 [ 2251

IO S PATENT S CoNDITION FeLATED Tox

a OTHGR PP FE0'S POLKEY OR GARIUR NMaCEs A ST LOY MENT 7 (Torrest or Previous )

vEs |

E AUTO ASTIDENTS FLACE yzese)

[Cwe s

B OTHER INIURSD = DATE CF s =sX
N oo Yr

I S— —
M NI"JQ TIraCacS le‘\A FeCA O —-neRn
[ Josomamwe & [ Jacomms o[ ] Sronrem souy [ aomvee =e [ 255 ;!.—‘:;-"" A==
ZPATIENT S PRANE faat Narsa F et Nare. WoSe Iras)] 3 Dnnﬁriﬂ‘;w‘l?“«lc = xx‘ D
T PATIENT 3 ADCFEESS PNo. Tower, S FATIENT FCLATIONISSS TO NS U=SD
s Zpcume = c--rD
cITY STATE | & FATIENT STATUS ATy
zege [ ] marwas[] <eae[ 1 |
P CCos TELESSHTNCS Jschuce Ares Co3e),

T-INTURCSD S ACORS ST (No. Seee]

ZTATE

TP oo TELES HotEs [chee Arem Cooe]

( 3

T SRS S FOL G Y U O FRs A NN e

= INCUMED S DATE OF GaMT - =43
N had

=]

E WP LOT R S PN E 8 SooCL PA e

1

S ENFLOYER S NAMG OR TCTHIOOU Naxxs

1=

100 PeSeRYveD FOM LOC AL USe

O RS A NS R P LAN PN R PR SN PN

S PASUSANCE PLAN FRANE OR PROGRAN PRANE

PATENT AND INSURED INF CAMATICN . —————> | 4= CARRIER—»

Z I THERE APAC T e AL T Eras FIT PLANT
Yeo l L 24 paw, reta Ty %o M cornpiete ke S a2

NEAD BACI OF FOMS DERCHE COMPLETING & SIGANING VIS0 SO
42 FATENT Z OR AUTHCALDED PR Rond S S GMATLUEE | assorice ctaxy cohar

1 process thw o | aba PAgTantor oo T .“bnpd'ﬂ'b T Fary ARC ACCHEEE RALICE Tah
ety

=

I3 INZAIED 5 O AUT HOES o0 FESooie S SIA TURE | mdhorce
cf macdical Dereits 13 T Rl o "o
mert ce s e e d P woppter

i
a)

A GRS

AL NED DATE
14 DATE OF CUSSST ‘"‘”“'Lz LOR 45 E&A‘l&%w e

REN
A o s l

16 DATES FPATIENL LARLS TO WORK NCUBSENT Goousanion
FEaCcaa s

IT NANEOF FEFERANG PROVIECSRA CR OTHCR 2O AT o .’-I I 1..m:ﬂ’wn“gg“f“y“"mmTQCU“"TDZ‘,“\‘_
b 1]
e | re | FEcaa = H
o RESEEAED FORLOCAL UZE =5 OISO LAaas ==

Cdxv== [ ]~ |

SLDAGNOTIZORMNATURS OF LALNETS CRINJURY (Relte iteare 1.2 T o430 anm NS Sy Lew]

'

= s‘ncuo PRI RWeTIACN
ORGERL REF. MO

LN I a b
T3 PACH MO ICEITATICN NN GBS R
- e
:a. ~ _ o ceRwoe I 2 = [©o- 99:':“!"-.':‘3. CERAWoES, Om SUFPLUIES = = = =k 3 2 =
Nw o ¥v wmw o8 = 4 swe | cevaitecs s T =R Eceuren scransnes I s %‘ B PEoEEe o . Ig
s | 1 1 1 | | 1 | je=4] [Seifimmafre—t = =
=
|=—==] 1 I = -1 1 i 1 | | ! 1 I J==1] B o == nsaaumami ™
| [P R e =
= | 1 I | | 1 | 1 | I | I 1 I =] I =
I e [ e e o e " g e e 1 = 1 --—--—-—---—---—-—Ig
et b et i N ] | I i s e =
EEemal e b E S T R R =
JE===] 1 | =] 1 | 1 | | | ] 1 1 £
T FEDERAL TAX LD e mecte Soh e D5 PATIERT = Ao T PO I T A RF LA GEISEE T T |22 ToT AL chmeae T ARATARAT DA | . BALANCE O
101 ve=_ [ ] = I = !

LS GHNATLRE CF SHYSKCWLAN CR SUEPU RS
PICLUDING CEGESES CR CRBCENTIALS
{1 SerTiy S e SteSeTIants O S NevE Tie
AFFH IS Tem EM arc ace rELde & PAT thacect |

ST SERACE FACMITY LOTATION &

T BLLFGFROAMDER BEO A Fl s

[

=

=

Dare

T
HUCC inzinoction hMarual avalablo o Waw.Nuoc.org

SPFROVED CMMB-CO33-0000 FORM CTIAS- 1500 109-05)_

CMS-1500 - Waiver

01/01/2011




FLORIDA M
MDD,

ministration

Paper Claim Submission Checklist

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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Claim ltems 1 -3 mﬂ/‘

A Division of the Agency for Health Care Administration

AEnter the r ecidgiMeatitals 10

AFor an initial claim submission, enter an X in the Identification (ID) number.
Medicaid box.

MECICARE MEDICAID TFIIGAHE CHAMPVA GROLUF CTHER | 1a. INSURED'S |.0. NUMEER {Fer Programm in tam 1) A
CHAM HEALTH FLAM
Dwadmm #[ | iMedicaid rF,I|:| f-‘i‘.ﬂnnmr'e S5N) D (MemberiDW) D (SEN or 10) fSSH,I Dﬂﬂ,l
2. PATIENT'S MAME (Last Nams, First Mama, Midde Iritial) a FﬁHENT%EIHTH DATE 4. INSLIRED'S MAME (Last Mame, First Marme, Middle Inidal)
|
A L MD F[ ]
5 PATIE ADDRESS (Mo, Street) 6. PATIENT FIELATIDNS T INSURED 7. INSLRED'S ADDRESS (Mo, Strest)
s.aer Epnuselj Chil 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 recipientds last name, firfghteamehe recipientodos 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

appropriate box, male or female.
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DD Waivers are no

longer required to enter A
14, DATE OF CURRENT, 4 ILLMESS (First symptomi OR {5, IF PATIENT HAS HAD SAME QR SIMILAR, ILLNES. : , ATON
i | IB8| W "NJLIH‘r’ {Acsident) OR GIVE FIRST DATE R1%| i | W either a Service (T A
| } PREGNANCY(LMP) | }

Authorization (SA) or a ]

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE i7a.

Prior Authorization (PA).w
{7h. | MPI B |

I |
18, RESERVED FOR LOCAL LISE 20, QUTSID HAR

[T | |

21, DIAGMNCSIS OR NATURE OF ILLMESS CR INJURY (Relate fterms 1, 2, 3 or 4 to [tem 24E by Lins) —¢ 22, NSBE},&JD RESUE (DN oriamIREF no
o ] [ PR 1 !

i | _ a | . |
23, FRIOR AUTHORIZA 10N NUMEER

2 | . 4 |

ltems 14 -23: These items are no longer required for
Waiver providers.
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. FLORIDA
Claim Iltems 24A -B MEDICAID" L:

A Division of the Agency for Heaith Care Administrati

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.

G O = W Mo
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IFrm-l Ta FLACE CF| {Explain Unususl Gircurnstances) DIAGHCSIS DS\‘F;E F.m'w' I, REMDERING o
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i e =
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AEnter the two  -digit place of service code in the UNSHADED area for
each procedure performed.
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Item 24D: Procedures, Services, or Supplies
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Claim ltems 24F -G —¢,,",,'2.’,§;T£L

A Division of the Agency for
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Claim Items 26 and 28

26, FEDERAL TAX 0. NUMBER

SN EIN

]

Il tem 26:

FLORIDA A/\_
MEDICAID

ministration

Patientdéds Account Number
AThe provider may enter a recipient account number so
that it will appear on the Remittance Advice (RA). Any
- digits may be

letter or number combination up to 10

entered.

2%, PATIENT'S ACCOUATNO,

[ e

7 TS

30, BALANGE DUE

b

28, TOTAL CHARGE 20, AMOUNT PAID
L] I § |
I |

3. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR GREDENTIALS

{1 certify that the statements on the reverse
apphy to this bl and ars mads & part thereof )

DATE

SIGNED

32, SERVICE FACILITY LOCATION INFORMATION

43 BILLING PROVICER INFO & PH # ( )

i b

NUCC Instruction Manual available at: www.nucc.org

Item 28: Total Charge

i, b

APPROVED OMB-0938-0999 FORM CMS-1500 (0B/05)

AAdd together all charges in the column under item 24F, and enter the total amount in item 28 in
dollars and cents format, i.e. 250.00.

CMS-1500 - Waiver
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25, FEDERAL TAX 1.0v NUMEER SEN EIN 26, PATIENT'S ACCOLINT MO, ' . #ﬁ&%ﬁ.ﬂ&f@gﬂuﬁyw 28, TOTAL CHARGE 20 AMOUNT RAID | 30, BALANGE CUE
- | | |
§

10 mE N O O
3. SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOGATION INFORMATION 43, BILLING PROVICER INFO & PH # ( | )

INCLUCING DEGREES CR CREDENTIALS
{1 certify that the statements on the reverse
apphy o this bil and are madk & part thereof )

SIGNED

APPROVED OMB-0938-0999 FORM CMS-1500 (0B/05)

ASign and date the claim form. If the provider uses a facsimile signature or a
signature stamp, the entry must be initialed.
AEnter the date in a six -digit format (MM/DD/YY).

CMS-1500 - Waiver 01/01/2011
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. FLORIDA A/\_
Claim Items 33 & 33b MEDICAID "~

Item 33b: Other ID

If entering the pay -to-provider 6s Medicaid provider number, enter it in this item precede
1D999999999.

25, FEDERAL TAX |.D. NUMBER SSNEIN | 2 PATIENTS ACCOUNTNO. |27, J‘E.EGEET hSSIﬁHgJEkHT? 28, TOTAL CHARGE 20 AMOUNTPAID | 30, BAIANCE DUE
{For gt clams, 58 hack) | | |
il e o |8 IR B LV
3, SIGNATURE OF PHYSICIAN GR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33 BILLING PROVIDER INFO & PH# ( ) '
INCLUDING DEGREES OR CRECENTIALS
(1 cerify that the statements on the reverse
apphy o this bll and ar mads a part therect.)
b, . b
SIGNED DATE : y Y
Item 33: Billing Provider Info & PH #
ltem 33 identifies the provider who is requesting to be paid. Enter thanebillin
number. Enter the telephone number in the area to right of the item title. Enter the name and address information in the foll owi ng

format:

Alst Line --- Name
Aond Line --- Address

A3 Line --- City State and Zip Code plus 4. Do not use commas, periods, or other punctuation in the address. Enter a
space between the town name and state code. When entering a nine -digit zip code, include the hyphen.
CMS-1500 - Waiver 01/01/2011 @
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Where to Send Claims
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HP Enterprise
Services
J
-
CMS-1500 Claims
J
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P.O. Box 7072
J
N
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22 BEAVICE FAC
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Ima A. Waiver
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Remittance Advice (RA)
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Remittance Advice (RA) Options

Paper - Providers receive
hard -copy RAs via U.S.

mail.
Electronic
Remittance Advice
(ERA) Images - X12 835 - Providers
Providers view an download electronic
image of their paper file via the secure
RA via the secure Web Portal.
Web Portal under
Reports.

CMS-1500 - Waiver 01/01/2011
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Internal Control Number (ICN) MEDICAID" Lﬂ -

A Division of the Agency for Heaith Care Administration

22 10183 999

! Region f Julian Date t  pgaich ! Sequence i
EXAMPLE REGION CODES: Year & Day
Internal Use Internal Use
of the Year Only Only

22: Web portal Claim with Ex: 07/01/10
No Attachments

23: Web portal Claim with =
Attachments

10: Paper Claim with No 10183
Attachments

11: Paper Claim with
Attachments

CMS-1500 - Waiver 01/01/2011
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