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This Provider Bulletin applies to the lines of business and provider types checked below:

X] PHP (Medicare)

X] PHC (Medicaid) [] Ancillary

[X] Primary Care Physicians

X] specialists

[ ] Hospitals

CMS 1500 Claim Submission Guide

The Centers for Medicare & Medicaid Services (CMS) and the National Uniform Billing Committee have approved the CMS 1500

claim form for professional paper and electronic billing. The CMS 1500 claim form accommodates the National Provider Identifier
(NPI) and ICD-10 coding. Sample CMS 1500 forms for professional claims is provided below.

If you have any questions regarding the UB-04 claim form, please call our Claims Customer Service at 855.318.4387.
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B
For Centers for Medicare & Medicaid Services (CMS) 1500 Clams Form

| Description | | Required| | Situational |

|Fie|d 1: type of claim | | X | | |

|Fie|d 1a: insured identification number | | X | | |

|Fie|d 2: patient name | | X | | |

[Field 3: patient birth date/sex | x || |

|Fie|d 4:insured name (“Same” or leaving blank is not acceptable.) | | | | X |

‘Field 5: patient address ’ X

‘Field 6: relationship of patient to insured ‘ X

‘Field 7:insured address ‘ X

Field 8: patient status (required only if patient is a

dependent) X

Field 9: other insurance (only if 11d is answered in the affirmative);

leave blank if no other insurance (“NA” or “none” is not acceptable) X

|Fie|d 103, b, c: relation of condition to employment or auto accident | | | | X |

|Fie|d 11: policy number (situational in IG) | | X | | |

|Fie|d 11c: name of plan (situational in IG) | | X | | |

|Fie|d 11d: other insurance (if applicable) | | X | | |

|Fie|d 12: information release (“signature on file” is acceptable) | | | | X |

Field 13: assignment of benefits (Indicate “Y” or “N”; do not leave

blank.) X

|Fie|d 14: date of onset of illness or condition | | | | X

‘Field 15: patient sex ‘ X

|Fie|d 16: marital status (not used in EDI) | | | | X |

|Fie|d 17a: NPI # of referring provider (situational) | | X | | |

‘Field 18: hour of admission ’ X

This Provider Bulletin is not intended to replace or conflict with any requirements outlined in your signed Agreement with
AHF, PHP or PHC. If you have any questions or suggestions contact the Provider Relations Department at 954.522.3132 or
email to remon.walker@phcplans.org




Field 19- qualifier “ZZ” followed by Provider Taxonomy Code (Billing

or Rendering Provider) Optional entry X

‘Field 20: admission source code X

|Fie|d 21: diagnosis | | X | |

‘Field 22: patient status-at-discharge code ‘ X

|Fie|d 23: prior authorization number (if any) | | X | | |
[Field 24: A, B, C, D, E, F, G, H, | services and diagnoses I x || |
|Fie|d 24j: NP1 # of rendering/performing provider | | X | | |
|Fie|d 25: federal tax ID number | | X | | |
|Fie|d 28: total charge | | X | | |
[Field 29: Amount Paid IS |
|Fie|d 30: Balance Due | | X | | |
|Fie|d 31: signature of provider (provider name sufficient) | | X | | |
|Fie|d 32: address of facility where services were rendered | | X | | |
Field 32b: NPI # for Facility location for where services were

rendered X

|Fie|d 33: provider’s billing information | | X | | |
[Field 33b: NPI for the Billing/Pay to provider I x | |

To expedite claims processing & payment, providers may submit claims
electronically to PHC/PHP via EMDEON, Payor ID: 95411

This Provider Bulletin is not intended to replace or conflict with any requirements outlined in your signed Agreement with
AHF, PHP or PHC. If you have any questions or suggestions contact the Provider Relations Department at 954.522.3132 or
email to remon.walker@phcplans.org




