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Item 1 - Type of Health Insurance

Shows the type of health insurance coverage applicable to this claim by the appropriately checked box;
check the Medicare box.

837P Professional Version 5010/5010A1:
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Item 1a - Insured’s ID Number

Enter the patient's Medicare ID whether Medicare is the primary or secondary payer. This is a required
field

837P Professional Version 5010/5010A1:

e LoopID 2010BA
e Segment/Data Element - NM109
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Item 2 - Patient’s Name

Enter the patient's last name, first name, and middle initial, if any, as shown on the patient's Medicare
card. This is a required field.

837P Professional Version 5010/5010A1:
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Item 3 - Patient’s Birth Date & Sex

Enter the patient's 8-digit birth date (MM | DD | CCYY) and sex.

837P Professional Version 5010/5010A1:

e Loop ID 2010CA or 2010BA
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Item 4 - Insured’s Name

.~ If there is insurance primary to Medicare, either through the patient's or
| spouse's em ent or any other source, list the name of the insured
*“ here_ When the insured and the patient are the same, enter the word

- SAME. If Medicare is primary, leave blank. -
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Item 4 - Insured’s Name

If there is insurance primary to Medicare, either through the patient's or spouse's employment or any
other source, list the name of the insured here. When the insured and the patient are the same, enter
the word SAME. If Medicare is primary, leave blank.

837P Professional Version 5010/5010A1:

e LoopID2010BA

e Segment/Data Element:
0o NM103
o NM104
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Item 5 - Patient’s Address

Enter the patient's mailing address and telephone number. On the first line enter the street address; the
second line, the city and state; the third line, the ZIP code and phone number.

837P Professional Version 5010/5010A1:

e LoopID 2010CA

e Segment/Data Element:
0 N302
0 N401
0 N402
0 N403
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Item 6 - Patient Relationship to Insured

| Check the appmpnaie box for patient's relationship to insured
_ when item 4 is completed
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Item 6 - Patient Relationship to Insured

Check the appropriate box for patient's relationship to insured when item 4 is completed.

837P Professional Version 5010/5010A1:
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Iltem 7 - Insured's Address

| Enter the insured's address and telephone number. When the address
— Is the same as the patient's, enter the word SAME. Complete this item
__ only when items 4, 6, and 11 are completed.
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Item 7 - Insured’s Address

Enter the insured's address and telephone number. When the address is the same as the patient's, enter
the word SAME. Complete this item only when items 4, 6, and 11 are completed.

837P Professional Version 5010/5010A1:

e LoopID 2010BA
e Segment/Data Element:

0 N301
0 N302
0 N401
0 N402
O N403



Novitas Solutions

HEALTH INSURANCE CLAIM FORM
R O A €5 -

i | 2 |--. -

I

BTSN L s, i ke, Vil |--.".. TS CONDITEN NG ¢ o om0 RS

" Item B - Reserved for NUCC Use (previously Patient Status)

O

IPATIENT AND INSLAED INFORMATION ———» | +— CARRER—%

" 837P Professional Version 5010/5010A1:
D N/A

PIYSICIAN OR SUPPLIERINFORNATION ———————————————= |

D th p W N =

Item 8 - Reserved for NUCC Use (previously Patient Status)

Leave blank.
837P Professional Version 5010/5010A1:

e Loop ID N/A
e Segment/Data Element:
0 N/A
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Item 9 - Other Insured's Name E
Enter the last name, first name, and middle initial of the enrollee in a Medi%af %
policy if it is different from that shown in item 2. Otherwise, enter the word SAME.
if no Medigap benefits are assigned, leave blank. This field may be used in the
future for supplemental insurance plans.
NOTE: Only participating physicians and suppliers are to complete item 9 and its 17

subdivisions and only when the beneficiary wishes to assign his/her benefits
under a MEDIGAP policy to the participating physician or supplier.

Medigap - Medigap policy meets the statutory definition of a “Medicare
sugplemental policy.” It is a health insurance policy or other heaith benefit plan
o by a private entity to those persons entitled to Medicare benefits and is
specifically designed to supplement Medicare benefits.

Do not list other supplemental coverage in item 9 and its subdivisions at the fime
a Medicare claim is filed. Other supplemental claims are forwarded automatically
to the private insurer if the private insurer coniracts with the A/B MAC (B) or DME
MAC to send Medicare claim information electronically. If there is no su

contract, the beneficiary must file his/fher own supplemental claim.
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Item 9 - Other Insured’s Name

Enter the last name, first name, and middle initial of the enrollee in a Medigap policy if it is different
from that shown in item 2. Otherwise, enter the word SAME. If no Medigap benefits are assigned, leave
blank. This field may be used in the future for supplemental insurance plans.

NOTE: Only participating physicians and suppliers are to complete item 9 and its subdivisions and only
when the beneficiary wishes to assign his/her benefits under a MEDIGAP policy to the participating
physician or supplier.

Medigap - Medigap policy meets the statutory definition of a “Medicare supplemental policy.” It is a
health insurance policy or other health benefit plan offered by a private entity to those persons entitled
to Medicare benefits and is specifically designed to supplement Medicare benefits.

Do not list other supplemental coverage in item 9 and its subdivisions at the time a Medicare claim is
filed. Other supplemental claims are forwarded automatically to the private insurer if the private insurer
contracts with the A/B MAC (B) or DME MAC to send Medicare claim information electronically. If there
is no such contract, the beneficiary must file his/her own supplemental claim.
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e Item 9a - Other Insured's Policy or Group Number

Enter the policy and/or group number of the Medigap insured ==
; preoededg; !a(EDIGAP MG, or MGAF. o e v

= NOTE: Item 9d must be completed, even when the provider
enters a policy and/or group number in item 9a.
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Item 9a - Other Insured’s Policy or Group Number

Enter the policy and/or group number of the Medigap insured preceded by MEDIGAP, MG, or MGAP.

NOTE: Item 9d must be completed, even when the provider enters a policy and/or group number in item
9a.

837P Professional Version 5010/5010A1:

e LoopID 2320
e Segment/Data Element:
O SBRO3
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Item 9b - Reserved for NUCC Use (previously Other Insured’s Date of Birth, Sex)

Leave blank.

837P Professional Version 5010/5010A1:

e Loop ID N/A
e Segment/Data Element:
0 N/A



Novitas Solutions

HEALTH INSURANCE CLAIM FORM
T T e— p——

T Epepe—

* | +————— PATIENT AND INSLRED INFORMATION ————— | +—CARRER—+

e oo ) B s b

Item 9c - Reserved for NUCC Use (previous| EII'WT'S Name or i
School hfapme) "

_ Leave blank if item 9d is completed. Otherwise, enter the claims

processing address of the Medigap insurer. Use an abbreviated street

= address, two-letter postal code, and ZIP code copied from the Medigap ——
insured's Medigap identification card. For example:

= 1257 Anywhere Street I
. - Baltimore, MD 21204 |l
|- % 5 shown as "1257 Anywhere St. MD 21204." 4‘;
1|y
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Item 9c - Reserved for NUCC Use (previously Employer’s Name or School Name)

Leave blank if item 9d is completed. Otherwise, enter the claims processing address of the Medigap
insurer. Use an abbreviated street address, two-letter postal code, and ZIP code copied from the
Medigap insured's Medigap identification card. For example:

1257 Anywhere Street
Baltimore, MD 21204

is shown as "1257 Anywhere St. MD 21204."

837P Professional Version 5010/5010A1:

e LoopIDN/A
e Segment/Data Element:
o N/A
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PATIENT AND INGLAED INFORMATION

Item 9d - Insurance Plan Name or Program Name =

=wea Enter the Coordination of Benefits Agreement (COBA) Medigap-based
Identifier (ID). Refer to chapter 28, section 70.6 4, of the Medicare 23}
* Claims Pmcessmg Manual for more information.
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Item 9d - Insurance Plan Name or Program Name

Enter the Coordination of Benefits Agreement (COBA) Medigap-based Identifier (ID). Refer to chapter
28, section 70.6.4, of the Medicare Claims Processing Manual for more information.

837P Professional Version 5010/5010A1:

e LoopID 2320
e Segment/Data Element:
0 SBRO4
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Item 10a mrougn 10c - Is Patient's Condition Related to:
Employment, Auto Accident, Other Accident

1 Check "YES" or "NO" to indicate whether employment, auto liability, or
" other accident involvement applies to one or more of the services
described in item 24. Enter the State postal code. Any item checked H
"YES" indicates there may be other insurance primary to Medicare.

“ Identify primary insurance information in item 11
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Item 10a through 10c - Is Patient’s Condition Related to: Employment, Auto Accident, Other Accident

Check "YES" or "NO" to indicate whether employment, auto liability, or other accident involvement
applies to one or more of the services described in item 24. Enter the State postal code. Any item
checked "YES" indicates there may be other insurance primary to Medicare. ldentify primary insurance
information in item 11.

837P Professional Version 5010/5010A1:

e Loop ID 2300 (Items 10a - 10c)
e Segment/Data Element:
0 CLM11 (Items 10a - 10c)
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Item 10d - Claim Codes (previously Reserved for Local Use)

Use this item exclusively for Medicaid (MCD) information. If the patient is entitled to Medicaid, enter
the patient's Medicaid number preceded by MCD.

837P Professional Version 5010/5010A1:

e LoopID 2300
e Segment/Data Element:
0o Hi
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- Item 11 - Insured’s Policy, Group, or FECA Number

e THIS ITEM MUST BE COMPLETED, IT IS A REQUIRED FIELD. BY
COMPLETING THIS ITEM, THE PHYSICIAN/SUPPLIER -
ACKNOWLEDGES HAVING MADE A GOOD FAITH EFFORT TO ==
" DETERMINE WHETHER MEDICARE IS THE PRIMARY OR
| SECONDARY PAYER.

|
PATIENT AND INGLAED INFORMATION

o I there is insurance primary to Medicare, enter the insured's policy or
|| group number and proceed to items 11a - 11c. ltems 4, 6, and 7 must
s also be completed. i

"= For a paper claim to be considered for MSP benefits, a copy of the
“.— primary payer's explanation of benefits (EOB) notice must be
i forwarded along with the claim form.
|

Note® Enter the word NONE if Medicare is primary.
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Item 11 - Insured’s Policy, Group, or FECA Number

THIS ITEM MUST BE COMPLETED, IT IS A REQUIRED FIELD. BY COMPLETING THIS ITEM, THE
PHYSICIAN/SUPPLIER ACKNOWLEDGES HAVING MADE A GOOD FAITH EFFORT TO DETERMINE WHETHER
MEDICARE IS THE PRIMARY OR SECONDARY PAYER.

If there is insurance primary to Medicare, enter the insured's policy or group number and proceed to
items 11a - 11c. Items 4, 6, and 7 must also be completed.

For a paper claim to be considered for MSP benefits, a copy of the primary payer's explanation of
benefits (EOB) notice must be forwarded along with the claim form.

Note: Enter the word NONE if Medicare is primary.
837P Professional Version 5010/5010A1:

e Loop ID 2000B
e Segment/Data Element:
O SBRO3
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Item 11a - Insured's Date of Birth, Sex

- Enter the insured's 8-digit birth date (MM | DD | CCYY) and sex it
. different from item 3.
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Item 11a - Insured’s Date of Birth, Sex

Enter the insured's 8-digit birth date (MM | DD | CCYY) and sex if different from item 3.

837P Professional Version 5010/5010A1:
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-_ Form version 08/05: Enter employer's name, if applicable. If there isa
2. change in the insured's insurance status, e.g., retired, enter either a
— 6-digit (MM | DD | Y\g or B—Gigt %\nw DD | CCYY) retirement date

| | preceded by the word, "RETIRED."

Note: You must choose the same date format for items 11b, 14, 16,
18, 19 and 24a.

ggﬂrm version 02/12: provide this information to the right of the vertical

ed line.
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Item 11b - Other Claim ID (previously Insured’s Employer Name or School Name)

Form version 08/05: Enter employer's name, if applicable. If there is a change in the insured's insurance
status, e.g., retired, enter either a 6-digit (MM | DD | YY) or 8-digit (MM | DD | CCYY) retirement date

preceded by the word, "RETIRED."

Note: You must choose the same date format for items 11b, 14, 16, 18, 19 and 24a.

Form version 02/12: provide this information to the right of the vertical dotted line.

837P Professional Version 5010/5010A1:

Loop ID 2010BA
Segment/Data Element:
0 REFO1
0 REF02



Novitas Solutions

HEALTH INSURANCE CLAIM FORM
T A TR P .

o o i il

5 < v P
N e ]
o s e vyl 1 WA ot e

* | +———— PATIENT AND INELAED INFORMATION ——» | +— CARRIER —+

Item 11c - Insurance Plan Name or Program Name

Enter the 9-digit PAYERID number of the primary insurer. If no PAYERID
=% number exists, then enter the complete primary payer's Program or plan
name. If the primary payer's EOB not in the claims processing
address, record the primary claims processing address directly
.1 onthe EOB. This is required if there is insurance primary to Medicare
Lo thatis indicated in item 11.

e
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Item 11c - Insurance Plan Name or Program Name

Enter the 9-digit PAYERID number of the primary insurer. If no PAYERID number exists, then enter the
complete primary payer's program or plan name. If the primary payer's EOB does not contain the claims
processing address, record the primary payer's claims processing address directly on the EOB. This is
required if there is insurance primary to Medicare that is indicated in item 11.

837P Professional Version 5010/5010A1:
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Item 11d - Is there another Health Benefit Plan?

Leave blank. Not required by Medicare.

837P Professional Version 5010/5010A1:
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Item 12 - Patient’s or Authorized Person's Signature

' The patient or authorized representative must sign and enter either a 6-digit

date (MM | DD | Y‘% B—digfit date (MM | DD | CCYY|), or an alpha-numeric date —

(e.g., January 1, 1998) uriless the signature is on file. In lieu of signing the

claim, the patient may sign a statement to be retained in the provider,

Egysician, or supplier file in accordance with ChanPIE{ 1, "General Billing —
quirements.” If the patient is physically or mentally unable to sign, a

' representative specified in chapter 1, may sign on the patient's behalf. In this

_ event, the statement's signature line must indicate the patient's name followed -
by “by” the representative's name, relationship to the patient, and the reason

— the patient cannot sign. The authorization is effective indefinitely unless the  —

patient or the patient's representative revokes this arrangement.

2

[ S )

— NOTE: This can be "Signature on File" and/or a computer generated
signature.

@

— B37P Professional Version 5010/5010A1: =

® [oop ID 2300
® Sel tg:)ata Element:
—— ——

4 PIVEICIAN OR SUPPLIERINFORNATION

men
¥ gCL MD

Item 12 - Patient’s or Authorized Person’s Signature

The patient or authorized representative must sign and enter either a 6-digit date (MM | DD | YY), 8-
digit date (MM | DD | CCYY), or an alpha-numeric date (e.g., January 1, 1998) unless the signature is on
file. In lieu of signing the claim, the patient may sign a statement to be retained in the provider,
physician, or supplier file in accordance with Chapter 1, “General Billing Requirements.” If the patient is
physically or mentally unable to sign, a representative specified in chapter 1, may sign on the patient's
behalf. In this event, the statement's signature line must indicate the patient's name followed by “by”
the representative's name, relationship to the patient, and the reason the patient cannot sign. The
authorization is effective indefinitely unless the patient or the patient's representative revokes this
arrangement.

NOTE: This can be "Signature on File" and/or a computer generated signature.

837P Professional Version 5010/5010A1:

e Loop ID 2300
e Segment/Data Element:
o CLMO09
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Item 13 - Insured's or Authorized Persons

| +—CARRIER—+

< [1T]

The patient or his/her authorized representative R A T T, Vi W Wl il
signs this item or the signature must be on file
separately with the provider as an authorization. [rremamsa s —_—
However, a patient’s signature or a “signature on | - -
file” is not required in order for Medicare payment | ™' b
T .
)
o

to be made. [Fe

The presence of or lack of a signature or “

“signature on file” in this field will be indicated as TR —
such to any downstream coordination of benefits 17 on
trading é]artners (supplemental insurers) with DR e )
whorm CMS has a payer-to-payer coordination of |

benefits relationship. Medicare has no control
over how supplemental claims are processed, so
it is important that providers accurately address
this field as it may affect supplemental payments
to providers and/or their patients.

= | +————— PATIENT AND INGLRED INFORMATION

In addition, the signature in this item authorizes
payment of mandated Medigap benefits fo the
participating physician or supplier if required
Medigap information is included in item 9 and its - e
subdivisions. The patient or his/her authorized L |
representative signs this item or the signature N g 0,
must be on file as a separate Medigap R RN
authorization. The Medigap assignment on file in
the participating provider of service/supplier's | 3 2
office must be insurer specific. It may state that ———===——==
1 the authorization applies to all occasions of |
- service until it is revoked. 2

MNOTE: This can be "Signature on File" signature
and/or a computer generated signature.

837P Professional Version 5010/5010A1:

@ [oop ID 2300 | | Lo

L] Se%rnenb’Data Element: Gk ST
- CLMOB

A PYSICIAN OR SUPPLIER INFORNATION

W ETSERSNIT IR TURT T T T T T

Item 13 - Insured’s or Authorized Persons Signature

The patient or his/her authorized representative signs this item or the signature must be on file
separately with the provider as an authorization. However, a patient’s signature or a “signature on file”
is not required in order for Medicare payment to be made.

The presence of or lack of a signature or “signature on file” in this field will be indicated as such to any
downstream coordination of benefits trading partners (supplemental insurers) with whom CMS has a
payer-to-payer coordination of benefits relationship. Medicare has no control over how supplemental
claims are processed, so it is important that providers accurately address this field as it may affect
supplemental payments to providers and/or their patients.

In addition, the signature in this item authorizes payment of mandated Medigap benefits to the
participating physician or supplier if required Medigap information is included in item 9 and its
subdivisions. The patient or his/her authorized representative signs this item or the signature must be
on file as a separate Medigap authorization. The Medigap assignment on file in the participating
provider of service/supplier's office must be insurer specific. It may state that the authorization applies
to all occasions of service until it is revoked.
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NOTE: This can be "Signature on File" signature and/or a computer generated signature.

837P Professional Version 5010/5010A1:

e Loop ID 2300
e Segment/Data Element:
o CLMO08

HEALTH INSURAMCE CLAIM FORM
P ICIFE YA TIGIAL U M "

[] e

NGNS B ¢ s e ) A

-

TOACCIOE [SPPSSER R Y ————y—y

o T

+ | +————— PATIENT AND INGLAED INFORMATION ——» | +— CARRIER —+

[ Item 14 - Date of Current lliness, Injury, F'regm:rlt:w,r (LMP} B

Enter either an 8-digit (MM | DD | CCYY) or 6-digit (MM | DD | YY) date of
current illness, injury, or pn?nam:yr For chiropractic services, enter an 8-digit —|
(MM | DD | CCYY) or B—G!%_é B(Yi date of the initiation of the course
oft trrt:ent and enter an B-digit ( CCYY) or 6-digit (MM | DD | YY)

H= date in item 19. —

5 Notezirou must choose the same date format for items 11b, 14, 16, 18, 19 |
| and ||

~ Additional information for form version 02/12: Although this version of the form |
| _ includes space for a qualifier, Medicare does not use this information; do not |
enter a qualifier in item 14.

1 | BSTLP F'rolfesslunal Version 5010/5010A1:
" ® Looj
b ® Seg;menUData Element: -

- DTPO3

PIVSICIAN OR SUPPLIER INFORNATION

(= N P S N

3

e TR TP

Item 14 - Date of Current lliness, Injury, Pregnancy (LMP)

Enter either an 8-digit (MM | DD | CCYY) or 6-digit (MM | DD | YY) date of current illness, injury, or
pregnancy. For chiropractic services, enter an 8-digit (MM | DD | CCYY) or 6-digit (MM | DD | YY) date
of the initiation of the course of treatment and enter an 8-digit (MM | DD | CCYY) or 6-digit (MM | DD |
YY) date in item 19.

Note: You must choose the same date format for items 11b, 14, 16, 18, 19 and 24a.

Additional information for form version 02/12: Although this version of the form includes space for a
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qualifier, Medicare does not use this information; do not enter a qualifier in item 14.

837P Professional Version 5010/5010A1:

e Loop ID 2300

e Segment/Data Element:
o DTPO1
o DTPO3

-

i

HEALTH INSURAMNCE CLAIM FORM

e TR

T CARMIER —

T PRI

[ LR e

PAIENT AND FSURAED

>

Item 15 - Other Date (previouslw IT Patient Has Had Same or Similar |
lliness)

le.. Leave blank. 1|
— B37P Professional Version 5010/5010A1: —
® Loop ID 2300
L] Se%nenl.'Da‘ta Element:
- DTPO1
- DTPD3

SUPPER

(=N ¢ I S I

I EITT RSN T TIeE T TR TR T

Item 15 - Other Date (previously If Patient Has Had Same or Similar lliness)

Leave blank.

837P Professional Version 5010/5010A1:

e LoopID 2300

e Segment/Data Element:
o DTPO1
o DTPO3
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HEALTH INSURANCE CLAIM FORM
pee wna

NAA LAY COATTER 0

F—CARRIER—»

FATIENT AND FS0RED

Item 16 - Dates Patient Unable to Work in Current Occupation -

IT the patient is employed and is unable to work in his/ner current occupation, —
enter an 8-digit (MM | DD | CCYY) or 6-digit (MM | DD | YY) date when patient |
is unable fo work. An entry in this field may indicate employment related

insurance coverage. 1]
= Nottjeé ;rou must choose the same date format for items 11b, 14, 16, 18, 19 |
| an a. [E]

" B37P Professional Version 5010/5010A1:
|_| @ Loop ID 2300
L] Se%nent'Data Element:

- DTPD3

T

N SR
NN EE

F———————— PHTEICIAN ON SOPPLIER.

0]
g

Item 16 - Dates Patient Unable to Work in Current Occupation

If the patient is employed and is unable to work in his/her current occupation, enter an 8-digit (MM |
DD | CCYY) or 6-digit (MM | DD | YY) date when patient is unable to work. An entry in this field may
indicate employment related insurance coverage.

Note: You must choose the same date format for items 11b, 14, 16, 18, 19 and 24a.

837P Professional Version 5010/5010A1:

e LoopID 2300
e Segment/Data Element:
o DTPO3
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HEALTH INSURANCE CLAIM FORM
P R _

Pl

7 the qualifiers below (to the left of the dotted vertical

= Examples of services that might be ordered include

-.h-' = %LW'T
T

=1 pharmaceutical services, durable medical
- equipment, and services incident to that physician's
L or non-physician practitioner's service.

R T o TR Ty WD

T o R [ et B

- including those furmnished incident to a physician or

= NPI of the certifying physician or nonphysician
:: practitioner of the therapy plan of care be entered

Item 17 - Name of Referring Provider or Other
Source

Enter the name of the referring physician and one of

line) to identify the role the physician (or
non-physician practitioner) is performing:
@ DN - Referring Provider

@ DK - Ordering Provider

® DQ - Supervising Provider

Note: When a claim involves multiple referring,
ordering, or supervising physicians, use a separate
CMS-1300 claim form for each ordering, referring,
or supervising physician.

diagnostic laboratory tests, clinical laboratory tests,

All claims for physical therapy, occupational
therapy. or speech-language pathology services,

nonphysician practitioner, require that the name and

PABENT AND INSURED NP ORMATION ————— > | +— CARAIER —+

=

| as the referring physician in ltems 17 and 17b.

837P Professional Version 5010/5010A1:
® Loop ID 2310A (Referring), 2310D
(Supenising), 2420F (Ordering)
L] E%JITBI'IUDE a Element:
- NM101

- NM103
- NM104
- NM105
- NM107

Lo % S 7 L
.
Pt el i

S PHYSICIAN OR SUPPLIEA T

T T T "

Item 17 - Name of Referring Provider or Other Source

Enter the name of the referring physician and one of the qualifiers below (to the left of the dotted
vertical line) to identify the role the physician (or non-physician practitioner) is performing:

e DN - Referring Provider
e DK - Ordering Provider
e DQ - Supervising Provider

Note: When a claim involves multiple referring, ordering, or supervising physicians, use a separate CMS-
1500 claim form for each ordering, referring, or supervising physician.

Examples of services that might be ordered include diagnostic laboratory tests, clinical laboratory tests,
pharmaceutical services, durable medical equipment, and services incident to that physician’s or non-
physician practitioner’s service.

All claims for physical therapy, occupational therapy, or speech-language pathology services, including
those furnished incident to a physician or nonphysician practitioner, require that the name and NPI of
the certifying physician or nonphysician practitioner of the therapy plan of care be entered as the
referring physician in Items 17 and 17b.
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837P Professional Version 5010/5010A1:

o Loop ID 2310A (Referring), 2310D (Supervising), 2420E (Ordering)
e Segment/Data Element:

o NM101
o NM103
o NM104
o0 NM105
o NM107

HEALTH INSURAMNCE CLAIM FORM
e AT AR OIS e

+— CARRIER—3

FATIENT AND [SURED

=

sL Item 17a - Other ID#
lw. Leave blank. .
— 837P Professional Version 5010/5010A1: ]
® Loop ID 2310A (Referring), 2310D (Supervising), 2420E (Ordering)
L] Seq;nenthata lement:
- REFO1
- REFD2

i |
VEICIAN OR BUPPEER

D th P W M -

T
3] |8
i
w0

TN T T R TP P T Ir

Item 17a - Other ID#

Leave blank.

837P Professional Version 5010/5010A1:

e Loop ID 2310A (Referring), 2310D (Supervising), 2420E (Ordering)
e Segment/Data Element:

0 REFO1

0 REF02
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HEALTH INSURANCE CLAIM FORM
ATCHER T A TG IAL U 3

9 LAY T (PR

F— CARFIER—»

FATIENT AND MELRED

2 RS o
WA P i g o1 T 1 b
el s 8 el 3 o S L2

ki Item 17b - NPI# —

i

"% Enter the NPI of mgtl referring, ordering, or supervising physician or
r'e hysician itioner listed in item 17. All physicians and non-physician —
= n?a?ﬁlmners who order services or refer Medicare beneficiaries mustreport =
is data.

|| 837P Professional Version 5010/5010A1:
— ® Loop ID 2310A (Referring), 2310D (Supervising), 2420E (Ordering) |
| [ Segqrrrldegugumta ement: [

[ S S R

E 8 3
£l
S PHVEICIAM OR BUPPLIER

Item 17b - NPI#

Enter the NPI of the referring, ordering, or supervising physician or non-physician practitioner listed in
item 17. All physicians and non-physician practitioners who order services or refer Medicare
beneficiaries must report this data.

837P Professional Version 5010/5010A1:

o Loop ID 2310A (Referring), 2310D (Supervising), 2420E (Ordering)
e Segment/Data Element:
0 NM109
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HEALTH INSURANCE CLAIM FORM
pe WTICRAL O ==

A 1AM COATTTEE ST

+— CARRIER —*

o s »_qunwnir-r; O [
- cuiag WO T T e By W
O~ €

s, (Tha

ST o o G e
T ARURRNET B T T LA TECER M v~ v o WAEET oo

TFONE CCMSLITIN 2 ov R TR Fom
itk bl -0 | .| o1 P 1 A

el =yl 3 A L aaY,

FATIENT AND MBUAED

=

ves o | |
bl Item 18 - Hospitalization Dates Related to Current Services f—
Frt Enter either an 8-digit (MM | DD | CGYY) or a 6-digit (MM | DD | YY) date

|- when a medical service is furnished as a result of, or subsequent to, a
related hospitalizaton.

| | Note: You must choose the same date format for items 11b, 14, 16, T
18, 19and24a.

837P Professional Version 5010/5010A1: o
[~ ® Loop ID 2300 =
L & SegDrnent.rData Element:
- DTPO3

BUPPLE:

[ N T S 7

[ w3 S NN XN B0

[ =
————————— PHYSICIAN OR

T T T P

Item 18 - Hospitalization Dates Related to Current Services

Enter either an 8-digit (MM | DD | CCYY) or a 6-digit (MM | DD | YY) date when a medical service is
furnished as a result of, or subsequent to, a related hospitalization.

Note: You must choose the same date format for items 11b, 14, 16, 18, 19 and 24a.

837P Professional Version 5010/5010A1:

e LoopID 2300
e Segment/Data Element:
o DTPO3
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SALTH BRSNS LA Item 19 - Additional Claim Information (previously

(= Y N S N B

° L. Per
; i 2310C

A o

Reserved for Local Use) l

Enter additional claim information in this item. Possible
entries are below:
® X-ray date for chiropractic services
® Drug name and dosage for Not Otherwise Classified
(NOC) drugs
® Concise description of an unlisted procedure code =
® Applicable modifiers when modifier 99 is used
® Specific surgery for dental examinations
® Demonstration 1D number 30 for all national emphysema
freatrment trial claims
® Enter the date the patient was last seen and the
attending physician's NPl who performs the routine foot
care.
Enter the NPI of the physician who is performing the
technical or professional component of a diagnostic test
that is subject to the anti-markup payment limitation.
Enter assumed and or relinquished date for a global
surgery claims when providers share post-operative
care.

VAT EENT ANL INEURELD |

=1

T EL IR

70
FAEARSEISE  Note: You must choose the same 6-—digit &] M DD YY) or

——___ 8-digit (MM DD CCYY) format for items 11
Rd and 24A.
TR
«+—  See CMS IOM Pub 100-04, Chapter 26, Section 10.4 for
— guidance on completion of ltem 19

837P Professional Version 5010/5010A1:
® Loop ID 2300
L] Se%dmntfnata Element:

- NTE

K
(

, 14, 16, 18, 19

2310A (Referring), 23108 (Rendering),
Service Facility), 2310D, (Supervising
L] Seghmerltmata Element:

- REFO1

- REF02

e PHYSICIAN LR SUPFLIER INFURMATION

al

Item 19

- Additional Claim Information (previously Reserved for Local Use)

Enter additional claim information in this item. Possible entries are below:

X-ray date for chiropractic services

Drug name and dosage for Not Otherwise Classified (NOC) drugs

Concise description of an unlisted procedure code

Applicable modifiers when modifier 99 is used

Specific surgery for dental examinations

Demonstration ID number 30 for all national emphysema treatment trial claims

Enter the date the patient was last seen and the attending physician’s NPl who performs the
routine foot care.

Enter the NPI of the physician who is performing the technical or professional component of a
diagnostic test that is subject to the anti-markup payment limitation.

Enter assumed and or relinquished date for a global surgery claims when providers share post-
operative care.

Note: You must choose the same 6—digit (MM DD YY) or 8-digit (MM DD CCYY) format for items 11b,
14, 16, 18, 19 and 24A.
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See CMS IOM Pub 100-04, Chapter 26, Section 10.4 for guidance on completion of Item 19.

e 837P Professional Version 5010/5010A1:
Loop ID 2300

e Segment/Data Element:

O NTE

0 PWK
e Loop ID 2310A (Referring), 2310B (Rendering), 2310C (Service Facility), 2310D, (Supervising)
e Segment/Data Element:

0 REFO1

O REF02

K
1 Item 20 - Outside Lab Charges

Complete this item when billing for diagnostic tests subject to the anti-markup
payment limitation. Enter the acquisition price under charges if the "yes" block is
checked. A"yes" check indicates that an entity other than the entity billing for the
service performed the diagnostic test. A "no" check indicates "no anti-markup
tests are included on the claim." When "yes" is annotated, item 32 shall be
completed. When billing for multiple anti-markup tests, each test shall be
submitted on a separate claim form CMS-1500. Multiple anti-markup tests may
be submitted on the ASC X12 837 electronic format as long as appropriate line
level information is submitted when services are rendered at different service
facility locations.

NOTE: This is a required field when billing for diagnostic tests subject to the
anti-markup payment limitation. See CMS IOM Pub 100-04, Chapter 1 for 3
additional information on anti-markup payment limitation. L f

1
PATTENT AND FEURED INFORMATION ———> | +— CARRIER —»

B37P Professional Version 5010/5010A1: 0

® Loop ID 2400

L Segpment-‘Data Element:
- PS102

|

e

D o B W N =

FHYSICIAN OR GUPPER

Item 20 - Outside Lab Charges

Complete this item when billing for diagnostic tests subject to the anti-markup payment limitation.
Enter the acquisition price under charges if the "yes" block is checked. A "yes" check indicates that an
entity other than the entity billing for the service performed the diagnostic test. A "no" check indicates
"no anti-markup tests are included on the claim." When "yes" is annotated, item 32 shall be completed.
When billing for multiple anti-markup tests, each test shall be submitted on a separate claim form CMS-
1500. Multiple anti-markup tests may be submitted on the ASC X12 837 electronic format as long as
appropriate line level information is submitted when services are rendered at different service facility
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locations.

NOTE: This is a required field when billing for diagnostic tests subject to the anti-markup payment
limitation. See CMS IOM Pub 100-04, Chapter 1 for additional information on anti-markup payment
limitation.

837P Professional Version 5010/5010A1:

e Loop ID 2400
e Segment/Data Element:
o0 PS102

=)

HEALTH INSURANCE CLAIM FORM
G AT PO

43 M LA AT

Item 21 - Diagnosis or Nature of lliness or Injury

. Enter the patient's diagnosis/condition. With the exception
of claims submitted by ambulance suppliers (specialty type
. 5€3, all ghysician and nonphysician specialties (i.e., PA,
NP, CNS, CRNA&Iuse diagnosis codes to the highest level
g of specificity for the date of service. Enter the diagnoses in
= mesae priofity order. All narrative diagnoses for nonphysician
E 3 specialties shall be submitted on an attachment.

— [Enter up to 12 diagnosis codes. Note that this information
appears opposite lines with letters A-L. Relate lines A- L to
the lines of service in 24E by the letter of the line. Use the
highest level of specificity. Do not provide narrative
description in this field.

Reminder: Do not report ICD-10-CM codes for claims with
dates of service prior to implementation of ICD-10-CM.

PATIENT AND INELAED INFORMATION ————— | +— CARRER —+

Do not insert a period in the ICD-9-CM or ICD-10-CM

= code.

The “ICD Indicator” identifies the ICD code set being
reported. Enter the applicable ICD indicator according to

the following:
T ::Tw indc o Codesel
e b lagnosis
i : N 4 0 ICD-10-CM diagnosis
heBow = - ool 837P Professional Version 5010/5010A1:
1 ® Loop ID 2300
e e ent/Data Element:
M S I O 0 - "HID1-2, HID2-2
| | - HID3-2, HID4-2
o = - HID5-2, HID6-2
- HIO7-2, HIDB-2
5 - HIDS-2, HI10-2
- HI11-2, H12-2

(=]

T PIVEICUN O SUPPLIERINFORNATION

Item 21 - Diagnosis or Nature of lliness or Injury

Enter the patient's diagnosis/condition. With the exception of claims submitted by ambulance suppliers
(specialty type 59), all physician and nonphysician specialties (i.e., PA, NP, CNS, CRNA) use diagnosis
codes to the highest level of specificity for the date of service. Enter the diagnoses in priority order. All
narrative diagnoses for nonphysician specialties shall be submitted on an attachment.

Enter up to 12 diagnosis codes. Note that this information appears opposite lines with letters A-L. Relate
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lines A- L to the lines of service in 24E by the letter of the line. Use the highest level of specificity. Do not
provide narrative description in this field.

Reminder: Do not report ICD-10-CM codes for claims with dates of service prior to implementation of
ICD-10-CM.

Do not insert a period in the ICD-9-CM or ICD-10-CM code.
The “ICD Indicator” identifies the ICD code set being reported. Enter the applicable ICD indicator
according to the following:

Indicator Code Set
9 ICD-9-CM diagnosis
0 ICD-10-CM diagnosis

837P Professional Version 5010/5010A1:

e LoopID 2300
e Segment/Data Element:
0 HIO01-2, HI02-2
HI103-2, HI04-2
H105-2, H106-2
HI107-2, HI08-2
HI109-2, HI10-2
HI11-2, HI12-2

O O O O O
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HEALTH INSURAMCE CLAIM FORM

..... CLAM COMMITTER M) 00/

ltem 22 - Diagnosis or Nature of lliness or Injury
Leave blank. Not required by Medicare.
B37P Professional Version 5010/5010A1:
. 1D 2300

PATIENT AND INSLRED INFORMATION ————— | +— CARRIER—+

(o S T S T S

A FIYSICIAN OR SUPPLIER INFORNATION —————————————» |

e —— = — T TP T

Item 22 - Diagnosis or Nature of lliness or Injury

Leave blank. Not required by Medicare.

837P Professional Version 5010/5010A1:

e LoopID 2300

e Segment/Data Element:
0o CLMO05-3
0 REF02
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HEALTH INSURANCE CLAIM FORM
P IGRAL U4 M G2 AR AT TS s

Item 23 - Prior Authorization Number

@ Enter the Quality Improvement Organization (QIO) prior authorization number
for those procedures requiring QIO prior approval.

@ Enter the Investigational Device Exemption (IDE) number when an L
investigational device is used in an FDA-approved clinical trial. Post Market H
Approval number should also be placed here when applicable. H

® [For physicians performing care plan oversight services, enter the NPI of the 5

home healith agency (HHA) or hospice when CPT code G0181 (HH) or G0182 =

£

- |4 CARFIEA —

(Hospice) is billed.

Enter the 10-digit Clinical Laboratory Improvement Act (CLIA) certification

number for laboratory services billed by an entity performing CLIA covered

procedures.

@ For ambulance claims, enter the ZIP code of the loaded ambulance trip's
point-of-pickup.

NOTE: Item 23 can contain only one condition. Any additional conditions should be
reported on a separate CMS-1500 claim form.

837P Professional Version 5010/5010A1:
® Loop ID 2300
L Seq;rnenunata Element:

- REF02

i
[ E——
L - "
TR EORSET

I .
R S e |

[ S S R

—————————— PHYSICIAN OR SUPPLIER T

Item 23 - Prior Authorization Number

e Enter the Quality Improvement Organization (QIO) prior authorization number for those
procedures requiring QIO prior approval.

e Enter the Investigational Device Exemption (IDE) number when an investigational device is used
in an FDA-approved clinical trial. Post Market Approval number should also be placed here when
applicable.

e For physicians performing care plan oversight services, enter the NPI of the home health agency
(HHA) or hospice when CPT code G0181 (HH) or GO182 (Hospice) is billed.

e Enter the 10-digit Clinical Laboratory Improvement Act (CLIA) certification number for
laboratory services billed by an entity performing CLIA covered procedures.

e For ambulance claims, enter the ZIP code of the loaded ambulance trip’s point-of-pickup.

NOTE: Item 23 can contain only one condition. Any additional conditions should be reported on a
separate CMS-1500 claim form.

837P Professional Version 5010/5010A1:

e LoopID 2300
e Segment/Data Element:
0 REF02
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%
HEALTH INSURANCE CLAIM FORM
AN Y SATIRAL O AR =

o AT e

+— CARMIER—>

A
lfem 24A - Date(s) of Service B
Enter a 6-digit or 8-digit (MMDDCCYY) date for each procedure, service, or —g
supply. When "from” and "to" dates are shown for a series of identical services,  [&
enter the number of days or units in column G. This is a required field. Retum ¢
as unprocessable if a date of service extends more than 1 day, and a valid "to” _|
date is not present.
Note: You must choose the same date format for items 11b, 14, 16, 18,19 _*
and 24a 4
B837P Professional Version 5010/5010A1: ||
® Loop ID 24008

L SegDrnenvData Element: -
- DTPO3

=,

e i

e AT

: T e
1 - I
: L { l &
3 | Rollover Area i = §
i | | g
5 | | -8
8 | | -—-{

Item 24A - Date(s) of Service

Enter a 6-digit or 8-digit (MMDDCCYY) date for each procedure, service, or supply. When "from" and
"to" dates are shown for a series of identical services, enter the number of days or units in column G.
This is a required field. Return as unprocessable if a date of service extends more than 1 day, and a valid
"to" date is not present.

Note: You must choose the same date format for items 11b, 14, 16, 18, 19 and 24a
837P Professional Version 5010/5010A1:

e Loop ID 2400B
e Segment/Data Element:
o DTPO3



Novitas Solutions

HEALTH INSUHINCE CLAIM FORM

M0 A GO T

F—CARRIER—»

TR NEREES WANE st Parns, Pt s Wil il LT R CONn CTERREBRRG 17 Ghor N P o N
ST Item 24B - Place of Service

Enter the appropriate place of service code(s) from the list provided in
== the” CMS IOM Pub 100-04, Chapler 26, Section 10.5 for codes and
| definitions. Identify the setting, using a place of service code, for each ]
j itemn used or service performed. This is a required field.
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Item 24B - Place of Service

Enter the appropriate place of service code(s) from the list provided in the” CMS IOM Pub 100-04,
Chapter 26, Section 10.5 for codes and definitions. Identify the setting, using a place of service code, for
each item used or service performed. This is a required field.
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Item 24C - EMG

Medicare providers are not required to complete this item.
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g Item 24D - Procedures, Services, or Supplies

N T

Enter the procedures, services, or supplies using the CMS Healthcare
Common Procedure Coding System (HCPCS) code. When applicable, show
7 HCPCS code modifiers with the HCPCS code. The CMS-1500 claim form has
the capacity to capture up to four modifiers.

— Enter the specific procedure code without a narrative description. However, H
when reporting an "unlisted procedure code” or a "not otherwise classified”
(NOC) code, include a narrative description in item 19 if a coherent description

| can be given within the confines of that box. Otherwise, an attachment shall be

“| submitted with the claim. This is a required field.

FATTENT AND NEONED TNFORMATION ———+ | 4 CARFIER —»

The claim will be returned as unprocessable if an "unlisted procedure code” or
a NOC code is indicated in item 24d, but an accompanying narrative is not
present in item 19 or on an attachment.
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Item 24D - Procedures, Services, or Supplies

Enter the procedures, services, or supplies using the CMS Healthcare Common Procedure Coding System
(HCPCS) code. When applicable, show HCPCS code modifiers with the HCPCS code. The CMS-1500 claim

form has the capacity to capture up to four modifiers.

Enter the specific procedure code without a narrative description. However, when reporting an "unlisted

procedure code" or a "not otherwise classified" (NOC) code, include a narrative description in item 19 if

a coherent description can be given within the confines of that box. Otherwise, an attachment shall be

submitted with the claim. This is a required field.

The claim will be returned as unprocessable if an "unlisted procedure code" or a NOC code is indicated

in item 24d, but an accompanying narrative is not present in item 19 or on an attachment.
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Item 24E - Diagnosis Pointer I

This is a required field. Enter the diagnosis code reference letter as shown in

| item 21 to relate the date of service and the procedures performed fo the primary |
diagnosis. Enter only one reference letter per line item. When mulfiple services
are performed, enter the pnimary reference letter for each service.

1 I
FATIENT AND FSURED

If a situation arises where two or more diagnoses are required for a procedure
cnﬁe (e.g., pap smears), the provider shall reference only one of the diagnoses
in item 21.

B83TP Professional Version 5010/5010A1:
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Item 24E - Diagnosis Pointer

This is a required field. Enter the diagnosis code reference letter as shown in item 21 to relate the date
of service and the procedures performed to the primary diagnosis. Enter only one reference letter per
line item. When multiple services are performed, enter the primary reference letter for each service.

If a situation arises where two or more diagnoses are required for a procedure code (e.g., pap smears),
the provider shall reference only one of the diagnoses in item 21.

837P Professional Version 5010/5010A1:

e Loop ID 2400
e Segment/Data Element:
o SV107 (1-4)



Novitas Solutions

ﬁ
HEALTH INSURANCE CLAIM FORM
APTICHED 1Y SATIGIAL UHIENA CLARY CIOMATTER ST 20

s [TT]

| MNDoA  AmEEAID A
anesarns) [ amocan) 7] comonen

e B |

T Ther P = o 1]

. FATRVT S WAL L ar e P e Wl el

TR TR

@ TTHIT | & AESLAVED 1R Wk Uk

o com TELEPVONE Tl A Gt

{

TION —————— | +— CARRIER —»-

PPN UBPEET SAE (Lt e, P S Wil Bl | P18 PATRNT & CORDTIDN MLLATD 10

TR R 78 PO G VA e S THILTYVENTY (Carpes o P
w "

G

¥, FESLIED T 0M AL L B, A ]

AR e

S RARICE

Enter the charge for each listed service.

2. FwTINT
aoman

FATENT

il

.. B3TP Professional Version 5010/5010A1:
== ® Loop ID 2400
L] ment/Data E
R £
oW AT T A g [ [ EE FE T =y
% e T e ——
T 1 [ & | B MoSEuAEs SFI_WK!S.CH\I.*M & F }‘ bt [
Ta o #aen e el oo gtannn) Lisrasm = [ea] &
A P T - PP B,
1 1
i | o | | ]
< I M 5 O 7 0 N I £
4 Rofiover e E——
| { 1 1 4 | | E ] | Areal | | [m
i = R 1
| i1 - A
. 158 S rT 1% ) A I
TR AT 1A L SRR . AT ACTIRA . = B, AL C
I .

T WAL T PR T B . B FALTTY L DCATION MFOAMATER
oA

O T |

Item 24F - $ Charges

Enter the charge for each listed se

CLICP CETASES (T O 5
s e i
e
o o B K

rvice.

837P Professional Version 5010/5010A1:

Loop ID 2400
Segment/Data Element:
o SV102



Novitas Solutions

%ﬁ

HEALTH INSURANCE CLAIM FORM
NPT Y MATIGTAL WP LAY GO _

o 1

— CARAIER —

=
: T Y T AT TE L =
i [ sy [ rmnte ] s [ T e

Item 24G - Days or Units

Enter the number of days or units. This field is most commonly used for multiple
visits, units of supplies, anesthesia minutes, or oxygen volume. If only one
service is performed, the numeral 1 must be entered.

Some services require that the actual number or quantity billed be clearly
indicated on the claim form (e.g., multiple ostomy or urinary supplies, medication |
dosages, or allergy testing procedures). When multiple services are provided,
enter the actual number provided.

NOTE: This field should contain an appropriate numerical value. The A/B MAC
(B) should program their system to automatically default "1" unit when the

information in this field is missing fo avoid retumning as unprocessable, except on ||
claims for ambulance mileage. For ambulance mileage claims, contractors shall
automatically default “0.1" unit when total mileage units are missing in this field.

Refer to the CMS IOM Pub 100-04, Chapter 26, 10.4, for additional claims
processing information.
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Item 24G - Days or Units

Enter the number of days or units. This field is most commonly used for multiple visits, units of supplies,
anesthesia minutes, or oxygen volume. If only one service is performed, the numeral 1 must be entered.

Some services require that the actual number or quantity billed be clearly indicated on the claim form
(e.g., multiple ostomy or urinary supplies, medication dosages, or allergy testing procedures). When
multiple services are provided, enter the actual number provided.

NOTE: This field should contain an appropriate numerical value. The A/B MAC (B) should program their
system to automatically default "1" unit when the information in this field is missing to avoid returning
as unprocessable, except on claims for ambulance mileage. For ambulance mileage claims, contractors
shall automatically default “0.1” unit when total mileage units are missing in this field.

Refer to the CMS IOM Pub 100-04, Chapter 26, 10.4, for additional claims processing information.
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Item 24H - EPSDT/Family Plan
| Leave blank. Not required by Medicare

= 837P Professional Version 5010/5010A1: h

. SloopiD2400 L

e ment/Data Eleme|
Seq

- Sv112

- |
[0 AT TI R

(= TS T S 7 N

Item 24H - EPSDT/Family Plan
Leave blank. Not required by Medicare.
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Item 241 - ID Qualifier
“ Leave blank, not required by Medicare.

837P Professional Version 5010/5010A1:
® Loop ID 2310B
. Seg;mentma&a Element:
- PRV02

- REF01
® Loop ID 2420
® Sesi,ment.'Dah Element:

- PRVD2

- REF01

PATIENT AND NSURED|

=

< 5 £ [
L i, PR AT R

M o s W N =

Item 24l - ID Qualifier
Leave blank, not required by Medicare.
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5 Item 24J - Rendering Provider ID#

Enter the rendering provider's NPl number in the lower unshaded portion.
In the case of a service provided incident to the service of a physician or
non-physician practitioner, when the person who ordered the service is not —|
supervising, enter the NPI of the supervisor in the lower unshaded portion.

F— CARFIER —»

- This unprocessable instruction does not apply to influenza virus and —
pneumococcal vaccine claims submitted on roster bills as they do not
- require a rendering provider NP1 -

NOTE: Effective May 23, 2008, the shaded portion of 24 is not to be
rmww reported 3

FATIENT AND FEURED T

«- B37P Professional Version 5010/5010A1:
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Item 24J - Rendering Provider ID#

Enter the rendering provider’s NPl number in the lower unshaded portion. In the case of a service
provided incident to the service of a physician or non-physician practitioner, when the person who
ordered the service is not supervising, enter the NPI of the supervisor in the lower unshaded portion.

This unprocessable instruction does not apply to influenza virus and pneumococcal vaccine claims
submitted on roster bills as they do not require a rendering provider NPI.

NOTE: Effective May 23, 2008, the shaded portion of 24J is not to be reported.
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Item 25 - Federal Tax ID Number

Enter the provider of service or supplier Federal Tax ID (Employer
Identification Number or Social Security Number) and check the S—]
"4 appropnate check box. Medicare providers are not required to B

= complete this item for crossover purposes since the Medicare =

| | contractor will retrieve the tax identification information from their

4% internal provider file for inclusion on the COB outbound claim.

= However, tax identification information is used in the determination of ——
accurate National Provider Identifier reimbursement. Reimbursement
.. Of claims submitted without tax identification information will/may be
L delayed.
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Item 25 - Federal Tax ID Number

Enter the provider of service or supplier Federal Tax ID (Employer Identification Number or Social
Security Number) and check the appropriate check box. Medicare providers are not required to
complete this item for crossover purposes since the Medicare contractor will retrieve the tax
identification information from their internal provider file for inclusion on the COB outbound claim.
However, tax identification information is used in the determination of accurate National Provider
Identifier reimbursement. Reimbursement of claims submitted without tax identification information
will/may be delayed.
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R Item 26 - Patient's Account No.

wEETT Enter the patient's account number assigned by the provider's of
service or supplier's accounti stem. This field is optionalto |
'1— assist the provider in patient i fication. As a service, any

= account numbers entered here will be retumed to the provider.

| onal Version 7
837P Professional Version 5010/5010A1
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Item 26 - Patient’s Account No.

Enter the patient's account number assigned by the provider's of service or supplier's accounting
system. This field is optional to assist the provider in patient identification. As a service, any account
numbers entered here will be returned to the provider.
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Item 27 - Accept Assignment?
Check the appropriate block to indicate whether the provider of service or
supplier accepts assignment of Medicare benefits. If Medigap is indicated in item
9 and Medigap payment authorization is given in item 13, the provider of service
| or supplier shall also be a Medicare Bgrﬁcr\i?aﬂng ovider of service or Suﬁ)pliel
ne

| and accept assignment of Medicare s for all covered charges for al
| patients.

FATENT AND NGURED NFORRATION ———————+

The following providers of service/suppliers and claims can only be paid on an
assignment basis:

® Clinical diagnostic Iaboratoray SEervices;

@ Physician services to individuals dually entitled to Medicare and Medicaid;

® Participating physician/supplier services;

® Services of physician assistants, nurse practitioners, clinical nurse specialists,
nurse midwives, certified registered nurse anesthetists, clinical psychologists,

H and clinical social workers;

@ Ambulatory surgical center services for covered ASC procedures;

® Home dialysis supplies and equipment paid under Method II;

@ Ambulance services;

@ Drugs and biologicals; and

- @ Simplified Billing Roster for influenza virus vaccine and pneumococcal

vaccine. .
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Item 27 - Accept Assignment?

Check the appropriate block to indicate whether the provider of service or supplier accepts assignment
of Medicare benefits. If Medigap is indicated in item 9 and Medigap payment authorization is given in
item 13, the provider of service or supplier shall also be a Medicare participating provider of service or
supplier and accept assignment of Medicare benefits for all covered charges for all patients.

The following providers of service/suppliers and claims can only be paid on an assignment basis:

e C(linical diagnostic laboratory services;

e Physician services to individuals dually entitled to Medicare and Medicaid;

e Participating physician/supplier services;

e Services of physician assistants, nurse practitioners, clinical nurse specialists, nurse midwives,
certified registered nurse anesthetists, clinical psychologists, and clinical social workers;

e Ambulatory surgical center services for covered ASC procedures;

e Home dialysis supplies and equipment paid under Method II;

e Ambulance services;

e Drugs and biologicals; and

e Simplified Billing Roster for influenza virus vaccine and pneumococcal vaccine.
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. /= Enter total charges for the services (i.e., total of all charges in item 247). -

| B37P Professional Version 5010/5010A1:
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Item 28 - Total Charge

Enter total charges for the services (i.e., total of all charges in item 24f).
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FATIENT AND FEURED

>

Enter the total amount the patient paid on the covered services only.
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Item 29 - Amount Paid
Enter the total amount the patient paid on the covered services only.
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Item 30 - Rsvd for NUCC Use (previously Balance Due)

Leave blank. Not required by Medicare.
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Item 31 - Signature of Physician or Supplier Including Degrees or g
el Credentials _ 3
o Enter the signature of provider of service or supplier, or his/her —%
reSresentatjve, and either the 6-digit date (MM | DD | YY), 8-digit date (MM | %
= DD | CCYY), or alpha-numeric dafe (e.g., January 1, 1998) the form was E
—- Signed. —
.=

= In the case of a service that is provided incident to the service of a physician — |
or non-physician practitioner, when the ordering physician or non-physician |
practitioner is directly supervising the service as in 42 CFR 410.32, the

signature of the ordering physician or non-physician practifioner shall be

entered in item 31. When the ordering physician or non-physician .,
practifioner is not supervising the service, then enter the signature of the

= [.:hysician or non-physician practitioner providing the direct supervision in

itern 31.

L NOTE: This is a required field; however, the claim can be processedifthe
.. Tollowing is true: if a physician, supplier, or authorized person's signature is

1 missing, but the signature is on file; or if any authorization is attached to the
liL claim or if the signature field has "Signature on File" and/or a computer s
" generated signature. ]

| 837P Professional Version 5010/5010A1:
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Item 31 - Signature of Physician or Supplier Including Degrees or Credentials

Enter the signature of provider of service or supplier, or his/her representative, and either the 6-digit
date (MM | DD | YY), 8-digit date (MM | DD | CCYY), or alpha-numeric date (e.g., January 1, 1998) the
form was signed.

In the case of a service that is provided incident to the service of a physician or non-physician
practitioner, when the ordering physician or non-physician practitioner is directly supervising the service
as in 42 CFR 410.32, the signature of the ordering physician or non-physician practitioner shall be
entered in item 31. When the ordering physician or non-physician practitioner is not supervising the
service, then enter the signature of the physician or non-physician practitioner providing the direct
supervision in item 31.

NOTE: This is a required field; however, the claim can be processed if the following is true: if a physician,
supplier, or authorized person's signature is missing, but the signature is on file; or if any authorization is
attached to the claim or if the signature field has "Signature on File" and/or a computer generated
signature.

837P Professional Version 5010/5010A1:
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K Item 32 - Signature of Physician or Supplier Including Degrees or
Credentials
i
Only one name, address and ZIP code may be entered in the block. If additional
enfries are needed, separate claim forms shall be submitted. —

Effective January 1, 2011, for claims processed on or after January 1, 2011,
submission of the location where the service was rendered will be required for
all POS codes.

| Providers of service (namely physicians) shall identify the supplier's name,
address, and ZIP code when billing for anti-markup tests. When more than one
supplier is used, a separate CMS-1500 claim form shall be used to bill for each
supplier. (See Pub. 100-04, chapter 1, §10.1.1.2 for more information on
payment jurisdicfion for claims subject fo the anti-markup limitation.)

For foreign claims, only the enrollee can file for Part B benefits rendered outside

I of the United States. en a claim is received for these services on a §
beneficiary submitted Form CMS-1490S, before the claim is entered in the | |
system, it should be determined Iif it is a foreign claim. IT it is a foreign claim,
follow instructions in chapter 1 for disposition of the claim. The A/B MAC (B)
processing the foreign claim will have to make necessary accommodations to L
verify that the ciaim is not retumed as unprocessable due to the lack of a ZIP
code.

I I (]
FATIENT AND IEURED THFORMATION ——————+ | +— CARRIEA —+

[ If the supplier is a certified mammography screening center, enter the 6-digit
FDA approved certification number. Complete this item for all laboratory work
performed outside a prgsician's office. If an independent laboratory is billing,
enter the place where the test was performed.

|| Refer to the GMS 1OM Pub 100-04, for additional claims processing information.
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Item 32 - Signature of Physician or Supplier Including Degrees or Credentials

Only one name, address and ZIP code may be entered in the block. If additional entries are needed,
separate claim forms shall be submitted.

Effective January 1, 2011, for claims processed on or after January 1, 2011, submission of the location
where the service was rendered will be required for all POS codes.

Providers of service (namely physicians) shall identify the supplier's name, address, and ZIP code when
billing for anti-markup tests. When more than one supplier is used, a separate CMS-1500 claim form
shall be used to bill for each supplier. (See Pub. 100-04, chapter 1, §10.1.1.2 for more information on
payment jurisdiction for claims subject to the anti-markup limitation.)

For foreign claims, only the enrollee can file for Part B benefits rendered outside of the United States.
When a claim is received for these services on a beneficiary submitted Form CMS-1490S, before the
claim is entered in the system, it should be determined if it is a foreign claim. If it is a foreign claim,
follow instructions in chapter 1 for disposition of the claim. The A/B MAC (B) processing the foreign
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claim will have to make necessary accommodations to
unprocessable due to the lack of a ZIP code.

If the supplier is a certified mammography screening center, enter the 6-digit FDA approved certification
number. Complete this item for all laboratory work performed outside a physician's office. If an
independent laboratory is billing, enter the place where the test was performed.

Refer to the CMS IOM Pub 100-04, for additional claim

837P Professional Version 5010/5010A1:

e LoopID 2310C

e Segment/Data Element:
0o NM103
0 N301
0 N401
0 N402
0 N403

o b e

P ———

verify that the claim is not returned as

s processing information.

+— CARFIER —*

ETATE

T LA TOCER T 0 - v WAL ST

T O . e L THORE B e
) | (W
3
7 - v P = ERBATEE W =
" O+ e fied “[5] H
—r B el AT caLagy [B T 1 AT e iy M 2
O e A 2
P BB s v ARG s 3
O, (e i

FEFIRE COAPLITING & ST TR "o i
et —
i e = sk 3 o B g L 5

Item 32a - NPI#

e

If required
senvice facil
Effective for claims submitted with a receipt date on and after October 1,
2015, the billing physician or supplier must report the name, address, and
NPI of the performing physician or supplier on the claim on reference
laboratory claims, even if the performing physician or supplier is enrolled in
a different A/B MAC (B) jurisdiction. See Pub. 100-04, Chapter 1, §10.1.1
for more information regarding claims filing jurisdiction.
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Item 32a - NPI#
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If required by Medicare claims processing policy, enter the NPI of the service facility.

Effective for claims submitted with a receipt date on and after October 1, 2015, the billing physician or
supplier must report the name, address, and NPI of the performing physician or supplier on the claim on
reference laboratory claims, even if the performing physician or supplier is enrolled in a different A/B
MAC (B) jurisdiction. See Pub. 100-04, Chapter 1, §10.1.1 for more information regarding claims filing

jurisdiction.
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Item 32b - Other ID#
Effective May 23, 2008, ltem 32b is not to be reported.
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Item 32b - Other ID#

Effective May 23, 2008, Item 32b is not to be reported.
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HEALTH INSURANCE CLAIM FORM
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I—— Enter the provider of service/supplier's biling name, address, ZIP code, =

| and telephone number. This is a required field.
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Item 33 - Billing Provider Info & Ph#

Enter the provider of service/supplier's billing name, address, ZIP code, and telephone number. This is a
required field.
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HEALTH INSURANCE CLAIM FORM

AT I NATIGIAL SO C3AR MR (s @18

| CARRIER—»

e [T

| wEGoeRN  MeCKAID A G

e S o 1)

:

e [ i [ oree [ seecn ] o i T

2, PATINT S NAME L ar farme T Nt Vaeie el L"u rﬂ" e - NS S AR e, 1 dae M 1R
Cnllln

e R

a

T

o Con

TELEHONE Tl Area ot

TR PR ED A (et arm, Pt e e Bl

TR AT § CORDITEN RLATLD

S OTHER P TS AT O P e

S TRPLOTVENTT [Cars o Pt

. RERLTES TG R B

O Ol
. I

ARV O N U

ST =

'
e ]

RGN AT AT SEATID 10 I e
' |

75, DT LA

L |

TEARRS

g

Enter the NP! of the billing provider or group. This is a required field.
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Item 33a - NPI#

Enter the NPI of the billing provider or group. This is a required field.
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HEALTH INSURANCE CLAIM FORM
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Item 33b - Other ID# |

' Item 33b is not generally reported. However, for some Medicare

policies you may be insfrus to use this item; direction as to how
to use this item will be in the instructions you received regarding
" the specific policy, if applicable.
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Item 33b - Other ID#

Item 33b is not generally reported. However, for some Medicare policies you may be instructed to use
this item; direction as to how to use this item will be in the instructions you received regarding the
specific policy, if applicable.
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