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CODE ORIGINAL REF. NO.
L . < |
23. PRIOR AUTHORIZATION NUMBER
2l . 4 .
24. A. DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H. l. J. -4
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25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. éq%gleé}rﬁssgnyNT" 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
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31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)
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Claim Number
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INSUREDS ID NUMBER
1a
Prints the Subscriber Insurance ID or SSN for the Current Insurance.

INSUREDS NAME
4
Prints the Subscriber Name for the Current Insurance.


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


INSUREDS POLICY GROUP OR FECA NUMBER
11
When Michigan Medicaid is Primary, this Box will be Blank. When Michigan Medicaid is Secondary or Tertiary, the Primary Insurance Patient or Subscriber Policy and Group ID Prints.



PATIENT'S NAME
2
Prints Patient’s Last Name, First Name and Middle Initial.


PATIENTS ADDRESS
5
Prints the Patient or Guarantor Address and Home Phone.


INSUREDS DOB/SEX
11a
When Michigan Medicaid is Primary, this Box will be Blank. When Michigan Medicaid is Secondary or Tertiary, if the Subscriber is NOT the Patient, the Subscriber's Sex and Date of Birth for the Primary Insurance prints. If the Subscriber and Patient are the Same, Box 11a will be Blank




EMPLOYERS NAME OR SCHOOL NAME
11b
When Michigan Medicaid is Primary, this Box will be Blank. When Michigan Medicaid is Secondary or
Tertiary, the Primary Insurance Employer Name Prints if entered.



INSURANCE PLAN NAME
11c
When Michigan Medicaid is Primary, this Box will be Blank. When Michigan Medicaid is Secondary or Tertiary, the Primary Insurance Company Name or Plan Name Prints.


IS THERE ANOTHER HEALTH BENEFIT PLAN?
11d
For Michigan Medicaid, the “Yes” Box will be marked if Boxes 11-11c are Printing for a Secondary or Tertiary Claim. Otherwise, the “No” Box will be marked.

 


OTHER INSUREDS NAME
9
When Michigan Medicaid is Primary or Secondary, this Box will be Blank. When Michigan Medicaid is Tertiary, the Secondary Insurance Subscriber Name Prints.


PATIENTS DOB
3
Prints the Patient's 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
Prints an "X" in the Applicable box or is 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
When Michigan Medicaid is Primary or Secondary, this Box will be Blank. When Michigan Medicaid is Tertiary, the Secondary Insurance ID Prints.


OTHER INSUREDS DOB/SEX
9b
When Michigan Medicaid is Primary or Secondary, this Box will be Blank. When Michigan Medicaid is Tertiary, the Secondary Insurance Subscriber's Date of Birth and Sex Prints.


EMPLOYERS NAME OR SCHOOL NAME
9c
When Michigan Medicaid is Primary or Secondary, this Box will be Blank. When Michigan Medicaid is Tertiary, the Secondary Insurance Employer Name Prints.

INSURANCE PLAN NAME OR PROGRAM NAME
9d
When Michigan Medicaid is Primary or Secondary, this Box will be Blank. When Michigan Medicaid is Tertiary, the Secondary Insurance Name or Plan Name Prints.




RESERVED FOR LOCAL USE
10d
 Prints “Attachment” or 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
Prints “Signature on File”, “Pay Subscriber” or the 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
Prints the Date First Consulted if Entered in Charges.


TYPE OF COVERAGE
1
Prints an "X" in Medicaid Box.


DATES PATIENT UNABLE TO WORK
16
Prints the "From and To Dates of Disability" if Entered in Patient File.

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



  
17a
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
Prints the Visit Line Comment, Last X-Ray Date entered in Charges or is Blank.


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


MEDICAID RESUBMISSION CODE
22
For Michigan Medicaid Claims, Medicaid Resubmission Code “7” and the Original Ref No Prints if entered.


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
Michigan Medicaid Requires the Doctor's Legacy ID to Print Preceded by the Type Code



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


OUTSIDE LAB?       $CHARGES
20
Prints an X in the Yes or No Box and the Total Dollar Amount of any Outside Charges Included on the Claim.
 


DATE(S) OF SERVICE
24A
Michigan Medicaid Requires Both the “From” and “To” Date of Service Print (Non-Shaded Line)

FEDERAL TAX ID NUMBER  
25
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
Prints the Amount Paid by the Previous Insurance, or the Amount Written Off, or the Patient Paid Amount, or the Sum of all of the Above or Zero.

BALANCE DUE
30
Subtracts the Amount Paid Box 29 form the Total Charge Box 28 and Prints the Balance in Box 30.

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 Doctor Type and Practice ID or Doctor’s Legacy ID  
  


 
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
 
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
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