Insurance Form Setup and Cross Reference ITI I EYE @

Client #:

***This is only a suggested setup. Different Insurance Companies require different numbers in
certain fields. Be sure to check with the individual payers and verify with the electronic cross
reference document for specific requirements.***

Claim Format Setup for Commercial Insurances

f'EL MISYSModify - Claim Format

Cormmercial

Type |E|En:tr|:uni|: 837 | Q

M otes

[ ]Inactive Send MNP

Claim Format Options

Option Type Yalue Type Default¥alue Codes

CLIA, CLIA | | | |
Facilty 1D ETIN [0 |

Facility ID' Type |Em|:u|u:|_l,ler's [dentification Mu | Be sure to set your
— default Filing Type

9 6 o M d—.
File a3 Growp or Individual |FI|IHEI Type =[] U Group Te T Tndividusl (Modify the Filing

b armmography Cert | | | | |: Type)
Practice/Group 1D |ETIN | | |

Practice/Group ID Type |Em|:u|cu_l,ler's Identification Mu |
Fieferring Provider D |L|F'IN | | |
Referring Provider |0 Type |L|F'IN |

Fiendering Provider |0 |ET|N | | |

Fendering Pravider D Type |Em|:u|cu_l,ler's |dentification Mu |

Submitter D ETIN @] | |

ok Cancel |

(Mo Batch Set)
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Insurances with Specific Provider Identification Numbers

f'EL MISYSModify - Claim Format

BLUE CROS5 ELUE SHIELD

MISYS @

Type  Electronic 837 | &
Notes
[ Inactive Send NP
Claim Format Options
Option Type Value Type DefaultValue Codes
CLIA CLIA @] | |
Facilty 1D ETIN [0 |
Faciliy 1D Type Emplayer's Identiication Nu [}
File: as Group of Individual Filing Type (&) O Group @ Individual
Mammography Cert | @] | |
Practice/Group 1D | el |
Practice/Group 1D Type | M Complete only if filing as a
Referting Provider ID UFIN @] | Group
Referting Provider ID Type | LIFIN 6=

BLUE CROSS ELEETHDNW@\

Rendering Provider [0

‘Blue Shield Provider Numbe |@/

Rendering Pravider ID Type

Use number entered in
Claim Format Value Types

Subrmitter (D

BLUE CROSS ELEETHDNﬂ@'I/

l

ak. ] [ Cancel ]

(Mo Batch Set)
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Configure Practice Settings
(i MISYSModify - Configure Practice Settings

Fractice |Billing Statementl b ezzage Fh:uutingl S_I,Isteml Frescrptions

Claim Submitter Service Site The Service Site you enter will

|Sheffield Pediatrics, PLLC A/I@/ determine what appears in Box 32

Fap Tao Service Site

|Sheffield Pediatrics Biling Site

A N | The Service Site you enter here
Electromic Claim Submitter 10 will determine where the

| | Insurance Payments are going to
be sent. Box 33

Ilze Code Y alidation Report Code Level |Err|:|r |
Reset Superbill Statuzs Lewvel |Err|:|r |

Default batch owner far system created batches
Myadmin, Myddmin |

Fizcal Year End

1243172008 |

[ k. ] [ Cancel ]

(Mo Batch Set)
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Paper Claim Cross Reference

Misys (1)

Box

Individual

Group

Referring Provider Name | 17

Referring Provider as
entered on the Superbill

Referring Provider as
entered on the Superbill

Referring Provider 17A
Secondary ID

Contents from 17a Type
and Box 17 A fields in
Claim Format (See Below)

Contents from 17a Type
and Box 17 A fields in
Claim Format (See Below)

Referring Provider NPI 17B Provider NPI Set up in the | Provider NPI Set up in the
Claim format Value Type | Claim format Value Type

Reserved for Local Use 19 Text from the Box 19 field | Text from the Box 19 field
on the superbill or Claim | on the superbill or Claim
Format Format

Billing Provider 24) Contents from Box 24) Contents from Box 24)

Secondary ID

type and Box 24 fields in
the Claim Format

type and Box 24 fields in
the Claim Format

Billing Provider NPI 24]) NPI Provider NPI: Set up in Provider NPI: Set up in
the Claim Format Value the Claim Format Value
Type Type

Service Site NPI 32A Service Site identified on | Service Site identified on
the Superbill the Superbill

Service Site ID 32B Facility ID identified in Facility ID identified in
the claim format the claim format

Billing Provider 33 Provider Default Paper Financial Center or, if not

Information Claim Box 33: Practice present, the superbill
Settings or use a different | billing Provider
Address

Billing Provider NPI 33A Must have NPI if NPI is Must have NPI if NPl is
checked; otherwise it is checked; otherwise it is
blank blank

Billing Provider 33B Contents from the Box 33 | Contents from the Box 33

Secondary ID

GRP field in the claim
format

GRP field in the claim
format

****To ensure you are formatting the paper claims correctly it is advised that you look at a

copy of a claim form that has been generated from the practice’s previous PM system. If no

claim is available it is up to the billing staff to provide information on what numbers should

appear in which boxes.****
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f'EL MISYSModify - Claim Format

CMS 1500 OTHER
Type  Paper CMS-1500 | &
Nates
[ Inactive Send NPI
Claim Format Options
Option Type Value Type DefaultValue Codes
Bl e e s s s s g o
BOX 174 UFIN [@] | | Provider dentification number
BOX 17a Type UFIN |=Y
| @ |
b0 2 | @ |
o0 24 | @ |
BOX 24) Tupe | |=Y
BOX 24K | [0 |
BOX 25 ETIN @] | | 1
B0 25 Type Employer's Identification Mu [

BOX 32b Type | |=Y

BOX 33 GRP | &) |
BOX 33 PIN | Q]| |
BOX 33GRP Type | =Y

LLIA CLIA QJ] |
reely D | @] [ select your filng type
File as Group of Individual | m

td ammography Cert | | | | | |
Cancel |

Mo Batch Set)

v

=
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Electronic Cross Reference

1a. INSUREDS |.D. MUMBER
1. MEDICARE f MEDICAID f CHAMPUS £ CHAMPY A F GROLUP fFECA F OTHER |

2 PATIEMTS name rLast, First. bl 3. PAT BIRTHDATE £ SEX 4. INSUREDS MAME (L, F, )
Patient information from demaoeranhics e A T I | [
5. PATENTS ADDRESS (Ma., Street) 6. PATIENT RELATIONSHIP 7. INSUREDS ADDRESS (Ma., Street)
| Sif=18|Sp=01[Chd=1 9 Cth=53 |
CITY STATE 8. PATIENT STATUS CITY STATE

I I sCome ol I I

ZIP { TELEFHOHE EMPLOYMENT ¢ STUDENMT STATUS FIP  TELEPHCME
| | Full-Time ¢ Part-Time | |
9. OTHER INSIUREDS MAME L, F, k) 10, COMDITION RELATED TC: 11 . NS POLICY GROUP OR FECA #
| | I_ Auto Accident=25Employment=Ekd |
Cther=,
a. OTHER INSUREDS POLICY State: a. INSUREDS BIRTHDATE f SEX
I a. Accident Indicator 1: ﬂ ! I_ b iF
k. OTHER INS BIRTHDATE Jf SEX b. EMPLOYERS MAME OR SCHOOL
ﬂ i I_ i F b. Accident Indicator 2 |
c. EMPLOYERS MAME OR SCHOOL . INSURAMCE PLAM MAME
| . Accident Indicator 3: |
d. INSURAKMCE PLAR MNAME o. &MOTHER HEALTH PLAR?
100, RESERWED FOR LOCAL USE

| v
12. PATIENTS OR AUTHORIZED PERSOMNS SIGNATURE f DATE 13. INSUREDS SIGHNATURE
[ { x| f
14. DATE OF CURREMT 15. SIMILAR ILLMESS DATE 16. DATES PAT UMNABLE T wWoRkK

=] =] I = =]
17. MAKME OF REFERRING PHYS 17&. REFERRING PHY'S 107 MPI 18, HOSPITALIZATION DATES
I I | I I I =1 (=]
8 RESERVED FO 20. LAB CHARGES:

' From Superbill except 17a which is from claim format ¥

2|_1 LDIRGMOSIST ) y5lue types for that particular insurance company |22' ELA AREE Il‘:’R'G' FEEF NS

DI&GMOSIS 2 Referring Doctor ID. 23. PRICR AUTHORIZATIOMN MUMEER
| I

o, From Date To Date POS TOS HCPCS Mod1 Mod? Diag code Chatges  Unitz FP EMG COBReserved MPI Dl

i ] = o O S O D |
Bl = i O O O O |
B | o O N O O N |
j | i O N O O N |
|
|

= i O N O O N B
i O O O OO O B

=)

25 FED Tax 1D |20 00024 |26, PAT ACCT # 57 mCCEPT? | 25.TOT CHARGE | 29.4MT PAD | 30BAL DUE
D TYFE: I_ Empa24|55M=34 A z=igned=24Mot Assigned=C I I I
3. SIGNATURE OF [PHY SICIARN F2 PACILITY MAKME 33, BILLING BARME
I I ﬂ Configure Practice Configure Practice Settings>Billing>
Settings>Billing>Claim Submitter Pay to Service Site
CFVT: Financial Center ETIN Service Site
li
RESERWED FOR
32 FACHITY MPI 33 BILLING PRON D LOCAL LISE P
CFVT: Service Site NPI Shauld be hlank | | CVET: Financial

Center NPI




