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HP Enterprise Services: Florida
Medi cai ddés Fiscal Agen
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Florida Medicaid Resources

http://mymedicaid

- florida.com

FLORIDA ‘\ A
MEDICAID

A Division of the Agency for Health Care Administration

AMedicaid Provider General and
Coverage and Limitations
Handbooks

AMedicaid Provider Reimbursement
UB - 04 Handbook

AMedicaid Area Office Contact
Information (Policy Questions)

AHP Enterprise Services Provider
Support Contact Center (Billing
Questions, Claim Status), 1 -
800 -289 -7799, Option 7

AHP Enterprise Services Field
Representative (Billing Questions),
1-800 -289 -7799, Option 7

AHP Enterprise Services EDI (837
and Electronic Transmission
Questions), 1-866 -586 -0961

http://ahca.myflorida.com/medicaid

UB-04
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Completinga UB -04
Claim Form
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Blank UB -04

MEDICAID

A Division of the Agency for Health Care Administration
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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 an
original claim form (no photocopies)?

Can the claim be processed and
adjudicated by HP Enterprise Services
without obtaining additional
information from the provider?
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Entering NPl onthe UB -04 Claim Form AFJ:_WML
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Form Locators 1 -3 %ﬁ/‘

A Division of the Agency for Health Care Administration

Aline 1: Provider Name

Aline 2: Street Address or Post Office Box

AlLine 3: City, State, and Zip Code (plus 4)

AlLine 4: Telephone; Fax; Country Code (if other than USA)

) 0o
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b M
%
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FED TAENO. B THROUGH
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FLORIDA /\ A
Form Locators 4 & 5 MEDICAID " ~

Form Locator 4: Type of Bill

AEnter the appropriate four - digit code for the type of
bill.
ASee Chapter 1 of the UB - 04 Reimbursement

Handbook for a complete listing of type of bill codes.

Examples of Type of Bill Codes:

P | “
A0111: Inpatient Admit through WL N

Discharge Date b MED J
A0131: Outpatient Claim G T

K o (0T B e s R |

A0721: Freestanding Dialysis EEED T NG 6 STTCHENT CLNERS FERCD 1

Center L HAGLIGH

A0813: Hospice Original Claims

A0251: Skilled Nursing Facility r '
Level One

Form Locator 5: Federal Tax Number (FED. TAX NO.)

AEnter the federal tax identification number in the
format NN -NNNNNNN.
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Form Locator 6 MEDICAID "

. i PAT
CNTL#

b MED
REC #

T SHTERENT COVERG P |7
3FED RN sl THRUGH

)

AEnter the start and end service dates for the month being billed in MMDDYY format. (Ex. August
21, 1997, enter as 082197.)

Alnpatient : For admi ssion and di scharge on the same day, both
are the same.
Alnpatient Psychiatric Services : See split billing instructions in Chapter 1 of the UB -04

Reimbursement Handbook.

AOQutpatient _: Only the services received in a single day can be billed on an outpatient claim. The
AFromo and AThrougho dates are the same.

AHospice and Freestanding Dialysis Centers : Do not show dates before the re
eligibility began. For services received on a single day,
the same.

AlLong Term Care Facilities : Enter the start and end service dates for the month being billed.
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A Division of the Agency for Health Care Administration

_

tion number only if

‘ Form Locators 8 & 9 ELTTAN

.

AS o/
AEnter the recipientods | ast n detreetAddregswor Prss Gifice Box
and middle initial exactly as it appears on the Ab: City
Medicaid identification card or other Medicaid Ac: State
proof of eligibility. Ad: Zip Code
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‘ Form Locators 10 & 11 WEDICAID” L‘,

A Division of the Agency for Health Care Administration

AEnter the patientés date of birth in MMDDYYYY
enter as 08211997.)

A PATIENT NAME ﬁ GPATIENT ADORESS [
b / - b ¢ d i

TR
i DAE  1oHR warve wsac| ORI 6w @ &

f or mat .

10 BIRTHOATE 11 5EX

nter the |l etter AMO if the patient i s male, AF0 if
Uo i f wunknown

13
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A Division of the Agency for Health Care Administration

‘ Form Locators 12 & 13 Fhgaiea

BOUENTIAME o smnmm?

b

12 DATE

ADMISSION
13HR 14TYPE 155RC

Alnpatient : Enter the patientds date of admission in MMDDYY
1997, enter as 082197.)

AOutpatient _: Enter the date of service.

AFreestanding Dialysis Centers : No entry required.

AHospice : Enter the patientds date of admission in MMDDYY |
same as the effective date of hospice election or change of election.

AlLong Term Care Facilities : Enter the patientdés date of admission t

Level of Care in MMDDYY format.
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FLORIDA A A
Form Locator 14 MEDICAID " ~
A PATIENT NAME |a G PATIENT ADDRESS i
b b [ d i

CROTTON GOOES KT
OBRRONE K|y e st e s SR w W m om m B W & & 4 & | S |

%
=
|| E
=

Al: Emergency

A2: Urgent

A3: Elective

Ad4: Newborn (See Form Locator 15)
A5: Trauma Center

A9: Information not available
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MEDICAID

‘ Form Locator 15 MEDICAID " ~

8 PATIENT NAME i 4 PATIENT ADDRESS 3
3 3 — G
10 BIRTHDATE NSEX |1y pE  EE TYPE wsRo|SOR[TS o b o a RO R M x  m @ @ |

Al: Physician Referral

A2: Clinic Referral

A3: HMO Referral

Ad4: Transfer from a Hospital

As: Transfer from a Skilled Nursing Facility
A6: Transfer from Another Health Care Facility
A7: Emergency Room

A8: Court or Law Enforcement

A9: Information Not Available

AA: Transfer from a Critical Access Hospital

|
A\

Al: Normal Delivery
A2: Premature Delivery
A3: Sick Baby

Ad4: Extramural Birth
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Form Locators 16 & 17 MEDICAID " ~
A PATIENT NAME |a G PATIENT ADDRESS i

b b ¢

OBRMONE (198X [y pe | iath Ty snc|OFR (7S

Alnpatient, Outpatient, Hospice, and Long Term Care
Facilities : Enter the code indicating the patient status as of

Ainpatient _: Enter the hour of discharge from the the discharge date (or last date billed in the case of
hospital, converted to 24 -hour time as shown in the interim billing) as reported in Form Locator 6.
coding table in Chapter 1 of the UB -04

Reimbursement Handbook.
AOutpatient _: No entry required, but desirable.

AFreestanding Dialysis Centers, Hospice, and Long
Term Care Facilities : No entry required.

A01: Discharged to home or self -care
A20: Expired/Death
A30: still a patient
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