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1a. INSURED’S I.D. NUMBER                (For Program in Item 1)

4. INSURED’S NAME (Last Name, First Name, Middle Initial)

7. INSURED’S ADDRESS (No., Street)

CITY STATE

ZIP CODE       TELEPHONE (Include Area Code)

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. INSURED’S DATE OF BIRTH

b. EMPLOYER’S NAME OR SCHOOL NAME

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE I authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

SEX

 F

HEALTH INSURANCE CLAIM FORM

OTHER1.    MEDICARE           MEDICAID             TRICARE                      CHAMPVA

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE  I authorize the release of any medical or other information necessary

to process this claim. I also request payment of government benefits either to myself or to the party who accepts assignment
below.

SIGNED     DATE

ILLNESS (First symptom) OR
INJURY (Accident) OR
PREGNANCY(LMP)

MM        DD           YY
15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.

GIVE FIRST DATE MM        DD           YY
14. DATE OF CURRENT:

19. RESERVED FOR LOCAL USE

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 to Item 24E by Line)

From
MM        DD         YY

To
MM      DD         YY

1

2

3

4

5

6
25. FEDERAL TAX I.D. NUMBER  SSN  EIN         26. PATIENT’S ACCOUNT NO.       27. ACCEPT ASSIGNMENT?

(For govt. claims, see back)

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

SIGNED DATE

SIGNED

MM       DD          YY

FROM TO

FROM TO

MM        DD            YY MM        DD            YY

MM        DD            YY MM        DD            YY

CODE       ORIGINAL REF. NO.

$ CHARGES

28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

$                                              $ $

PICA PICA

2. PATIENT’S NAME (Last Name, First Name, Middle Initial)

5. PATIENT’S ADDRESS (No., Street)

CITY STATE

ZIP CODE              TELEPHONE (Include Area Code)

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED’S POLICY OR GROUP NUMBER

b. OTHER INSURED’S DATE OF BIRTH

c. EMPLOYER’S NAME OR SCHOOL NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

YES              NO

 (      )

If yes, return to and complete item 9 a-d.

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

20. OUTSIDE LAB? $ CHARGES

22. MEDICAID RESUBMISSION

23. PRIOR AUTHORIZATION NUMBER

MM        DD           YY

C
A

R
R

IE
R

P
A

T
IE

N
T

 A
N

D
 IN

S
U

R
E

D
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O
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P
L
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R

 IN
F

O
R

M
A

T
IO

N

M  F

YES               NO

YES              NO

1. 3.

2. 4.

DATE(S) OF SERVICE
PLACE OF
SERVICE

PROCEDURES, SERVICES, OR SUPPLIES
(Explain Unusual Circumstances)

   
CPT/HCPCS                         MODIFIER

DIAGNOSIS
POINTER

 FM

SEX
MM        DD           YY

   YES        NO

   YES        NO

   YES        NO

PLACE (State)

GROUP
HEALTH PLAN

FECA
BLK LUNG

      Single              Married                 Other

3. PATIENT’S BIRTH DATE

6. PATIENT RELATIONSHIP TO INSURED

8. PATIENT STATUS

 10. IS PATIENT’S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

b. AUTO ACCIDENT?

c. OTHER ACCIDENT?

10d. RESERVED FOR LOCAL USE

Employed                                Student              Student

Self          Spouse         Child             Other

 (Medicare #)         (Medicaid  #)          (Sponsor’s SSN)            (Member ID#)          (SSN or ID)                (SSN)                (ID)

(       )

M

SEX

DAYS
OR

UNITS

F. H. I. J.24. A. B. C. D. E.

PROVIDER ID. #

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 

EMG
RENDERING

32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH #

NUCC Instruction Manual available at: www.nucc.org

c. INSURANCE PLAN NAME OR PROGRAM NAME

Full-Time           Part-Time

17b.   NPI   

a. b. a. b.

NPI

NPI

NPI

NPI

NPI

NPI

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

G.
EPSDT
Family
Plan

ID.
QUAL.

NPI NPI

CHAMPUS

 (      )

1500

APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)
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INSUREDS ID NUMBER
1a
Prints the Subscriber Insurance ID or SSN for the Current Insurance.

INSUREDS NAME
4
Subscriber’s First and Last Name for the Current Insurance. For Michigan Insurance Type 1-BCBS, the Middle Initial Does Not Print


INSURED'S ADDRESS
7
Prints the Guarantor Address and Home Phone.  


INSUREDS POLICY GROUP OR FECA NUMBER
11
Patient or Subscriber Group ID for the Current Insurance




PATIENT'S NAME
2
Patient’s First and Last Name Prints. For Michigan Insurance Type 1-BCBS, the Middle Initial Does Not
Print.

PATIENTS ADDRESS
5
This Box is Blank for Michigan Insurance Type 1-BCBS.


INSUREDS DOB/SEX
11a
This Box is Blank for Michigan Insurance Type 1-BCBS Insurance.




EMPLOYERS NAME OR SCHOOL NAME
11b
This Box is Blank for Michigan Insurance Type 1-BCBS Insurance.



INSURANCE PLAN NAME
11c
For Michigan Insurance Type 1-BCBS this box will be Blank.


IS THERE ANOTHER HEALTH BENEFIT PLAN?
11d
For Michigan Insurance Type 1-BCBS Primary Insurance this Box is Blank. For Michigan BCBS or Secondary or Tertiary Claims, an “X” Prints in the “Yes” box when the other insurance is Not Medicare. Otherwise, the “No” Box will be Marked.
 


OTHER INSUREDS NAME
9
For Michigan Insurance Type 1-BCBS Primary Insurance this Box is Blank. For BCBS Secondary or Tertiary Claims, the Subscriber’s Name for the Other Insurance Prints for TPL (Third Payor Liability or NON-Medicare Insurance Only). Otherwise, this Box will be Blank.

PATIENTS DOB
3
Prints the Patient's 6-Digit Date of Birth and an "X" in the M or F box.

PATIENT RELATIONSHIP TO INSURED
6
Prints an "X" in the Applicable box.

PATIENT STATUS
8
For Michigan Insurance Type 1-BCBS, this box will be blank. 

IS PATIENTS CONDITION RELATED TO
10
Prints an "X" in the Yes or No Box and the Two-Digit state for the accident when Applicable.
  


OTHER INSUREDS POLICY OR GROUP NUMBER
9a
For Michigan Insurance Type 1-BCBS Primary Insurance this Box is Blank. For BCBS Secondary or Tertiary Claims, the Patient or Subscriber's Policy, Group Number or SSN from the Other Insurance Prints for TPL (Third Payor Liability or NON Medicare Insurance Only). Otherwise, this Box will be Blank.


OTHER INSUREDS DOB/SEX
9b
For Michigan Insurance Type 1-BCBS Primary Insurance this Box is Blank. For BCBS Secondary or Tertiary Claims, the Subscriber's Date of Birth from the Other Insurance Prints for TPL (Third Payor Liability) or NON-Medicare Insurance Only). The M/F Sex Box is not Marked.


EMPLOYERS NAME OR SCHOOL NAME
9c
For Michigan Insurance Type 1-BCBS Primary & Secondary Insurance this Box is Blank. For BCBS Tertiary Claims, the Subscriber's Employer from the Other Insurance Prints for TPL (Third Payor Liability or Non-Medicare Insurance Only). Or, this Box is Blank.

INSURANCE PLAN NAME OR PROGRAM NAME
9d
For Michigan Insurance Type 1-BCBS Primary Insurance this Box is Blank. For BCBS Secondary or Tertiary Claims, the Other Insurance Name Prints for TPL (Third Payor Liability or Non-Medicare Insurance Only). Or, this Box is Blank.




RESERVED FOR LOCAL USE
10d
 For Michigan Insurance Alt Name “BCBSPPO” the Referring Doctors Provider ID Prints, or the word “ATTACHMENT” can print or this Box is Blank. For Michigan Insurance Type 1-BCBS (Not BCBSPPO) the word “ATTACHMENT” can print or this Box is Blank.


PATIENTS SIGNATURE            DATE:
12
Prints “Signature on File”, “One Time Authorization”, “Patient not Present”, or the Box is Blank.  It can also Print the Date the Claim was Originally Filed, Refiled, Patient Registration Date, or Patient Release of Information Date.

  


INSUREDS SIGNATURE
13
For Michigan insurance type 1-BCBS, when “Benefit Assign” is answered “No” in Charge entry, this box will print “PRIOR AGREEMENT”. When “Benefit Assign” is answered “Yes” or “Always” for Michigan BCBS insurance type this box is “Blank”.


DATE OF CURRENT
14
Prints the Date of Onset, Date of Service, Initial Chiropractic Date, or Last Menstrual Period or is Blank.

IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS
15
For Michigan insurance type 1-BCBS, this box is always blank. .


TYPE OF COVERAGE
1
For Michigan Insurance type 1-BCBS an “X” prints in the Group Health Plan box.


DATES PATIENT UNABLE TO WORK
16
For Michigan insurance type 1-BCBS, this box is always blank. 

NAME OF REFERRING PROVIDER 
17
Prints the Referring Doctor, Ordering Provider, CRNA or Operating Surgeon Name if Entered on the Charge.



  
17a
For Michigan insurance type 1-BCBS AND insurance company file field 3) Addt’l Name BCBSPPO the referring doctor state license prints. Otherwise Prints a Two-Digit Qualifier followed by the Referring Doctor ID or Taxonomy Code, Ordering Provider Taxonomy Code, CRNA ID, or Operating Surgeon ID Associated with the Entry in box 17.



NPI
17b
Prints the Referring Doctor, Ordering Provider, CRNA, or Operating Surgeon NPI Associated with the Entry in Box 17.

  


HOSPITALIZATION DATES
18
Prints the Admit and Discharge Dates if Entered in Charges.

RESERVED FOR LOCAL USE
19
For Michigan Insurance Type 1-BCBS this Box will be Blank.  For BCBSPPO the Referring Doctor NPI # Prints.



DIAGNOSIS OR NATURE OF ILLNESS
21
Prints Up to 4 Diagnosis Codes


MEDICAID RESUBMISSION CODE
22
This Box is Always Blank


PRIOR AUTHORIZATION NUMBER
23
Prints the Prior Authorization, CLIA # or is Blank.
  


PLACE OF SERVICE
24B
Prints the Place of Service Code (Non-Shaded Line).

EMG
24C
Prints an "X", Other Value or is Blank.
(Non-Shaded Line).

MODIFIER
24D
Prints the Modifier Code(s).
(Non-Shaded Line).

CPT/HCPCS
24D
Prints the Procedure Code(s).
(Non-Shaded Line).

DIAGNOSIS POINTER
24E
Diagnosis Indicators 1-4 with no commas (Diagnosis Codes will not print in Box 24E, only Indicators in the Non-Shaded Line).


DAYS OR UNITS
24G
Prints the Number of Days or Units for this Line Item. (Non-Shaded Line).

CHARGES
24F
Prints the Dollar Amount of the Total Charge for this Line Item.  (Non-Shaded Line).


EPSDT FAMILY PLAN
24H
Prints an X, Other Digit(s) or is Blank.
(Shaded & Non-Shaded Line).

ID QUALIFIER
24I
Prints the Two-Digit Qualifier Associated with the ID Printing in Box 24J   (Shaded Line).



RENDERING PROVIDER ID
24J
Prints the Doctor ID, CRNA ID, Taxonomy Code or is Blank (Shaded Line).



NPI
24J
Prints the Doctor NPI, CRNA NPI or is Blank  (Non-Shaded Line).


OUTSIDE LAB?       $CHARGES
20
For Michigan insurance type 1-BCBS, this box is always blank. 


DATE(S) OF SERVICE
24A
Prints 6-Digit From and To Date(s) of Service or Blank (Non-Shaded Line).

FEDERAL TAX ID NUMBER  
25
For Michigan insurance type 1-BCBS, and 136 Parameters, 1) Practice Demographic Info, “State” field is “MI”, this box is blank. Otherwise the Practice or Doctor EIN, SSN or is Blank. For Anesthesia Claims, the CRNA EIN or SSN Prints.


PATIENTS ACCOUNT NO
26
Prints the Claim Number, Patient Account Number, Company Number, Location Number.


ACCEPT ASSIGNMENT?
27
Prints an "X" in the Yes or No box or Neither Box is Marked.


TOTAL CHARGE
28
Prints the Total Charges from Column 24F or “Continued” for Claims That are More Than One Page. 



AMOUNT PAID
29
For Michigan insurance type 1-BCBS primary claims, this box will be blank. For Michigan BCBS Secondary or Tertiary claims, 0.00 prints when the previous carried paid zero amount or the paid amount prints.

BALANCE DUE
30
For Michigan insurance type 1-BCBS Primary Insurance Claims this Box is Blank. Otherwise Prints the Balance Due for this Claim.

SIGNATURE OF PHYSICIAN 
31
Prints the Practice, Doctor or Other Authorized Agent’s Name and Date or can be left Blank. For Anesthesia Claims, the CRNA Name and Date can Print.


SERVICE FACILITY LOCATION INFO
32
Prints the Name and Address of Location of the Service Unless the Place of Service Indicates Home (Place of Service Type 4). If Place of Service is 4 for Home, Nothing Prints. 



BILLING PROVIDER INFO & PH #
33
Prints Practice or Provider Name, Address, and Phone Number or is Blank.  For Anesthesia Claims, the CRNA Name and Practice Address can Print.    



NPI
32a
Prints the Location NPI Number or is Blank.

32b
Prints Two-Digit Qualifier and Location or Taxonomy Code or is Blank.


NPI
33a
Prints Practice NPI, Doctor NPI or is Blank.    


33b
Two-Digit Qualifier followed by Practice ID, Doctor ID or Taxonomy Code or is Blank


 
HEADER
Prints the Insurance Company, Plan, Patient, Guarantor, or Employer Name and Address or is Blank. The Patient Type Number for this Patient Account Prints to the Right of the Header Name. It can also Print the Page Number for Multiple Page Claims.




24A-G Shaded line
 
For Michigan insurance type 1-BCBS claims when secondary to Medicare, the Medicare allowed amount prints followed by a slash followed by the Medicare deductible amount entered. If no deductible was entered when posting the Medicare payment only the allowed amount will print. No decimals. Otherwise, the following applies: Prints Up to 61 Characters Starting in Box 24A Shaded Line Area.  Items Include: Procedure Name, Visit Line Comments, Insurance Claim Remarks, National Drug Codes, Time, Anesthesia message Indicators


DianeS
TIP: DOUBLE CLICK ON ? MARK TO KEEP BOX OPEN. 
Marked set by DianeS

Patient Account Number
Patient Account  or Claim Number

 
Heading
          Heading Area



Box on Form:  Heading 

Prints on Claim 

Insurance Company, Plan, Patient, Guarantor, or Employer Name and Address or is Blank.  The Patient Type 
Number for the Patient Account Prints to the Right of the Header Name.  It can also Print the Page Number 
for Multiple Page Claims. 

Location in Misys PM 
 
File Maintenance, 1) Miscellaneous Files, 4) Insurance Companies, 2) Change, field 39) Print ins address, 
answer “Y” or “L”.  The name and address will print on the top right-hand side of the form as indicated below.    
 
To Print the Insurance Company Name and Address: 
 
Patient file, field 27, 47 or 67) SCT for the current insurance, answer “I”.  This prints the insurance company 
name and address from File Maintenance, 1) Miscellaneous Files, 4) Insurance Companies, 2) Change,  
field 2) Name and 4) Address. 
 
To Print an Alternate Address:   
 
This field allows you to send claims to two different addresses.  An alternate address can be used if one of 
your doctors does not participate with a particular insurance.  Therefore, the claims may need to go to an 
alternate address.   
 
File Maintenance, 1) Miscellaneous Files, 4) Insurance Companies, 2) Change, field 18) Use alt ins addr, 
options are: 
 

 “1” Never use the alternate address for this carrier.   
 “2” Always use the alternate address for this carrier. 
 “3” Use the alternate address only if the benefit assignment is Y. 
 “4” Use the alternate address only if the benefit assignment is N. 
 “5” Use the alternate address only if the doctor is participating Y. 
 “6” Use the alternate address only if the doctor is nonparticipating N 
 “7” Use the alternate address associated with the alternate form indicated in field 15) Alt form. 

 
Note:  If you answer “5” or “6” you will need to go to File Maintenance, 1) Miscellaneous Files, 3) Doctors,  
2) Change, field 13) Doctor Participating and answer “Y” or “N” as needed in each doctor’s record. 
 
When you answer “2, 3, 4, 5, 6, or 7”, you will need to setup the alternate address by pressing the F6 key at 
Enter field to be changed.  Type in the alternate address in field 4) Alt Addr.  If you do not type a valid state in 
the Alt Address field, your claims will not print.  You will get the error message “Invalid State” when printing. 
 
To Print the Insurance Company Plan Name and Address: 
 
Patient file, field 27, 47 or 67) SCT for the current insurance, answer “I”.  In field 28, 48, or 68) Plan for the 
current insurance, enter the plan number.  The plan name and address is located in File Maintenance, 
1) Miscellaneous Files, 4) Insurance Companies, 9) Plan, 2) Change, field 3) Description and 4) Address.  
You will also need to answer field 12) Use plan name on claims?  “Y” in the Plan file.  
  
 
 
 
 
 

(Heading Box Continued on Next Page) 
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(Box 24A-G Continued from Previous Page) 
 
To Print ZZ Qualifier and Insurance Claim Remarks:  
 

1. File Maintenance, 1) Miscellaneous Files, 4) Insurance Companies, 2) Change, field 44) Print VL 
comments, answer “Y”.  

 
2. 135 parameters, 5) Insurance claim formats, 2) Change, form 6, field 9) Visit comments, answer 

“L”. 
 
3. Receipts, 1) Receipt Entry, 2) Add insurance receipt, 2) Enter insurance receipts using pay by 

line, or 11) Update Pay by Line info, enter the claim number and then press F1-Addl Info screen, 
enter the comments in field 1) Remarks.  Note: When both insurance pay by line remarks and visit 
line comments are entered on the first line item, only the pay by line remarks will print.  

 
To Print N4 Qualifier and 10-Digit National Drug Code:  
 
File Maintenance, 1) Miscellaneous Files, 8) Procedures, 2) Change, field 22) Additional grouping code, 
type the word “DRUG”, and in field 32) NDC, enter the NDC for the procedure. 
 
To Print “All Line Items Have Been Suppressed on this Claim”: 
 
All procedures in Charge entry are answered “N” in the PRT column for the current insurance.  This 
indicates that this procedure should not print on the claim.  If this is incorrect and the procedure should 
print on the claim go into Charges, 3) Change a Charge, enter the ticket #, and press enter until you are at 
the second screen.  At Enter field to be changed type the line number you need to correct, press enter 
until your cursor is in PRT column.  Type “Y” in the PRT column for the current insurance.  There are three 
positions in the PRT column which represent the three insurance coverage’s a patient can have.  If you 
want this procedure to print for all three insurance coverage’s, type “YYY”.   
 
OR  File Maintenance, 1) Miscellaneous Files, 8) Procedures, 2) Change, field 21) Grouping code 
indicators “NOPRT” is answered “Y” for all procedures entered on the charge. 
 
To Print 7 Qualifier and Time:  (Applicable for systems that are not using the Anesthesia Module.) 
Enter the time in Charges, 1) Add a Charge, field 16, 17, 18 or 19) TIME.  “Time” charge variable prints 
7HR:MM on the first line for the first line item only.  (See Appendix for Time Charge Variable Setup 
Information) 

 
To Print 7 Qualifier with Anesthesia Message Indicators and/or Time:  (Applies to systems that are 
set up to use the Anesthesia Module.) 
 
Message Indicators:   Up to five message indicators can print.  Each message indicator starts on a new 
shaded line.  If the message indicator is longer than 59 characters, the 60th character begins printing on 
the next shaded line, preceded by the qualifier “7”.  
 

1. File Maintenance, 1) Miscellaneous Files, 4) Insurance Companies, 2) Change, field                   
73) Messages on form, answer “A”. 

 
2. Message Indicators are entered in Charges, 1) Add a Charge or 3) Change a Charge, on the 

second screen in field 97) Message Ind.  
 
Time:  Enter the time in Charges, 1) Add a Charge, field 21) Start Time & Stop Time. 
 

1. File Maintenance, 1) Miscellaneous Files, 4) Insurance Companies, 2) Change, field 55) Time unit 
definition, options are: 

 

 “Y” to print the beginning time, end time and total minutes 
 “T, F, P, X or U” to print the beginning time and end time 

Minimum Revision Requirements:  Misys PM 7.02 1/31/06 SP3, 7.02 5/30/07 SP1, or 7.02 10/27/08 SP1
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Box on Form:  24A. Date(s) of Service  
Prints on Claim 

 
From and To Date of Service or is Blank (Non-Shaded Line) 
 

Location in Misys PM 
 
Charge entry, on the second screen, From and To Service Dates column.  If both the “From” and “To” dates 
are the same, only the “From Date of Service” prints on the claim. 
 
To Print Both the “From and To DOS”:  
 
File Maintenance, 1) Miscellaneous Files, 4) Insurance Companies, 2) Change, field 61) To DOS print 
option, answer “Y”. 
 
To Suppress the Dates of Service from Printing: 
 
Charges, 1) Add a Charge or 3) Change a Charge, enter “1” for the “ESTIMATE” charge variable that 
appears in field 16, 17, 18, or 19. 
 

(See Appendix for Estimate Charge Variable Setup Information and Date Format Setting Options) 
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Box on Form:  24B. Place of Service   
Prints on Claim 

 
Place of Service Code (Non-Shaded Line) 
 

Location in Misys PM 
 
The place of service code that prints in Box 24B is determined by several files.  Follow the steps below to 
determine where the place of service code that is or is not printing on the claim is entered. 
 

1. Charges, 3) Change a Charge, note the location # entered, the insurance company # for the current 
coverage and the procedure key codes entered. 

 
2. File Maintenance, 1) Miscellaneous Files, 8) Procedures, 4) Show, enter each procedure key code 

from step one, look at field 13) Done at Location to see if there is a location entered.  If any 
procedure has “Done at Location” entered, it is the Done at Location that is determining the Place 
of Service Code.  Otherwise, it is the location # entered on the charge in field 5) Location that is 
determining the Place of Service Code. 

 
3. File Maintenance, 1) Miscellaneous Files, 5) Locations, 4) Show, enter the location # noted from 

step one or step two if applicable, note the key # number in field 5) Place/service.  
 
4. File Maintenance, 1) Miscellaneous Files, 4) Insurance Companies, 4) Show, enter the insurance 

company # noted from step one, field 12) Code slots for Pos. Note the Pos slot #.   
 

5. 135 parameters, 2) Places of service, 4) Show.  Enter the place of service # found in step three.  
View the code slot that you noted in step four.  This is the place of service code that is printing on 
the claim is entered.  If you need to change this, seek assistance from support as any changes may 
require the utility “UDATEPOS” to be run.  

 
WARNING: Use caution when changing place of service codes.  An incorrect entry can cause claim 
rejections.  Sometimes “Done at Location” in the Procedure file is answered in error.  This field normally is 
answered for lab procedures, or procedures that are performed at another location other than the office.   
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Date Format Setting Options 
Prints on Claim 

6-Digit Date in Boxes 3, 9b, 11a, 12, 14, 15, 16, 18, 19, 24A, 31  

Location in Misys PM 
 
Michigan insurance type 1-BCBS requires 6-digit date format. 
 
The date fields on the CMS-1500 form 6 can prints as 6-digits or 8-digits.  This is controlled by File 
Maintenance, 1) Miscellaneous Files, 4) Insurance Companies, 2) Change, field 58) Use 8-digit/Y2K date 
format, options are: 

 “Y” for all date fields to print in eight-digits for this insurance.  (Eight digits:  DD/MM/YYYY) 
 

 “B” to only print the birthdate field in eight-digits.  All other date fields will print in six-digit format for 
this insurance.  (Six digits:  DD/MM/YY) 

 Answer “N” or leave blank for all dates print in six-digit format.  (Six digits: DD/MM/YY) 

If the patient’s insurance has a plan, the response to the Y2K date format field in File Maintenance,               
1) Miscellaneous Files, 4) Insurance Companies, 9) Plan, 2) Change, field 15) Use plan 8-digit/Y2K date 
format overrides the answer in the Insurance Companies file.  Same options Y, B, N above apply. 
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Box 24G - TIME 
Prints on Claim 

Box 24G Shaded Line Prints the Time in Hours and Minutes 

Location in Misys PM 
 
WARNING:  If the field you are using to enter this variable is not blank, you must follow the steps                    
located in Appendix, Variables to clear the field before renaming it. 
 
Applies only to companies that are not set up to use the Anesthesia Module. 
 
TIME Charge Variable Setup: 
 

1. From the main menu at Please select a task type “136” and press enter.   
 
2. Type “4” and press enter to select Charge parameters.  

 
3. Type “20” and press enter to go to the Misc chg vars field.  The charge variable fields are not 

apparent unless all four are used.  Here is an example of what field 20 looks like with no variables 
entered so you can understand the field positions.  There are four slots for the variable name 
followed by a one-digit character field for the type. 

 
      20)  Misc chg vars    __________   _     __________   _     __________   _     __________  _ 
  

Return to the available slot or to the slot you are going to rename.  Type “TIME” and press enter.  
 
For example:  
 
20)  Misc chg vars     TIME  N    __________   _     __________   _      __________  _ 

 
4. In the field to the right of the TIME, type “N” for numeric and press enter thru the remaining fields.  
        
5. All users must exit out of Misys PM and log back in to see the new variable. 
 

Entering TIME in Charge Entry: 
 

1. Highlight Charges and select 1) Add a Charge or 3) Change a Charge.  
 

2. Enter a posting date and batch number.  
 

3. Enter the ticket number or patient number.  
 

4. You will see the TIME variable in field 16, 17, 18, or 19.  Enter the time in the format of HHMM 
(enter a two-digit hour and two-digit minutes.  For example, type 0213 for two hours and 13 minutes 
and press enter.  
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Box 24G - DOSAGE 
Prints on Claim 

The Number Entered for Dosage up to Three-Digits in Box 24G Non-Shaded Line 

Location in Misys PM 
 
WARNING:  If the field you are using to enter this variable is not blank, you must follow the steps                 
located in Appendix, Variables to clear the field before renaming it. 
 
DOSAGE Charge Variable Setup: 
  

1. From the main menu at Please select a task type “136” and press enter.   
 
2. Type “4” and press enter to select Charge parameters.  
 
3. Type “20” and press enter to go to the Misc chg vars field.  The charge variable fields are not 

apparent unless all four are used.  Here is an example of what field 20 looks like with no variables 
entered so you can understand the field positions.  There are four slots for the variable name 
followed by a one-digit character field for the type. 

 
20)  Misc chg vars    __________   _     __________   _     __________   _    __________   _ 

  
Return to the available slot or to the slot you are going to rename.  Type “DOSAGE” and press 
enter. 
     
For example:  
 
20)  Misc chg vars     DOSAGE  N     __________   _      __________   _     __________   _ 
  

4. In the field to the right of DOSAGE, type “N” for numeric and press enter thru the remaining fields.   
 

5. All users must exit out of Misys PM and log back in to see the new variable. 
 
Entering DOSAGE in Charge Entry: 
 

1. Highlight Charges and select 1) Add a Charge or 3) Change a Charge. 
 

2. Enter a posting date and batch number.  
 

3. Enter the ticket number or patient number.  
 

4. You will see the DOSAGE charge variable in field 16, 17, 18, or 19.  Enter the dosage units up to 
three-digits. 
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