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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:

e Loop ID 2000B
e Segment/Data Element - SBRO9
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HEALTH INSURANCE CLAIM FORM
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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 LoopID2010BA
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.
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HEALTH INSURANCE CLAIM FORM
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Item 3 - Patient’s Birth Date & Sex

Enter the patient's 8-digit birth date (MM | DD | CCYY) and sex.
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837P Professional Version 5010/5010A1:
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.~ 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 8

*“ here_ When the insured and the patient are the same, enter the word 5
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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.
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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:
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Item 6 - Patient Relationship to Insured

April 19, 2024

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

837P Professional Version 5010/5010A1:

Loop ID 2000B
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" Enter the insured's address and telephone number. When the address 2

— 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.
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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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Enter the last name, first name, and middle initial of the enrollee in a Mediga
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
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 supplémental claims are forwarded automatically
to the private insurer if the private insurer coniracts with the A/B MAC (%Lor DME
MAC to send Medicare claim information electronically. If there is no su

contract, the beneficiary must file his/her own supplemental claim.
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A PYSICIAN OR SUPPLIER INFORNATION

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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— Item 9a - Other Insured's Policy or Group Number

Enter the policy and/or group number of the Medigap insured e
- preceded g} REDIGAP?MG, or MGAFP. B
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_ 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
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HEALTH INSURANCE CLAIM FORM
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"1 Leave blank ifitem 9d is completedOtherwise, 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

-

l=% is shown as "1257 Anywhere St MD 21204"
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April 19, 2024

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:

Loop ID N/A
Segment/Data Element:
o N/A



First Coast Service Options April 19, 2024

i

HEALTH INSURANCE CLAIM FORM
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PATIENT AND INGLAED INFORMATION

Item 9d - Insurance Plan Name or Program Name =

i Enter the Coordination of Benefits Agreement (COBA) Medlgap—based i
Identifier (ID). Refer to ter 28, section 70.6.4, of the Medi -
"9 Claims Processing Manual for more information.

" 837P Professional Version 5010/5010A1:
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4 PIYSICIAN OR SUPPLIGR INFORNATION —

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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HEALTH INSURANCE CLAIM FORM

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

Item 10a Iﬂruugn 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 H
"YES" indicates there may be other insurance primary to Medicare.

I dentify primary insurance information in item 11

L 837P Professional Verslon 5010/5010A1:

7L 57 e Loop ID 2300 (Iiems a - 10c) N
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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)

April 19, 2024

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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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 e
" DETER WHETHER MEDICARE IS THE PRIMARY
| SECONDARY PAYER.

- I there is insurance primary to Medicare, enter the insured's policy or
: group number and proceed fo items 11a - 11c. Items 4, 6, and 7 must
5w also be completed. —

W= 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. bowms
| 837P Professional Version 5010/5010A1: i

|| e Loop ID 2000B E—_—
i Se%menvuata Element:

(= I ¥ N S T

PITSICIAN OR SUPPLIER INFORNATION

|+ canmER—+

» | 4 PATIENT AND INSLRED INFORMATION

Item 11 - Insured’s Policy, Group, or FECA Number

April 19, 2024

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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PATIENT AND INELRED INFORMATION ———» | +— CARWER —&

Item 11a - Insured's Date of Birth, Sex
Enter the insured's 8-digit birth date (MM | DD | C and sex it —
 Insurers B (MM | DD | CCYY) -
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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:

e LoopID2010BA

e Segment/Data Element:
0o DMGO02
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HEALTH INSURAMNCE CLAIM FORM
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Item 11b - Other Claim ID &%ﬂthsly !n}sureds Employer Name or |
ame "

_ 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 | Y\g or B—Gigt EI)V]M | DD | CCYY) retirement date —
preceded by the word, "RETIRED."

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

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

837P Professional Version 5010/5010A1:
@ Loop ID 2010BA
—— @ Segﬂmenvbaha Element:

| - REFO01

 REFD2

O g W =
3 | [

|| P

| +———— PATIEMT AND INGLRED INFORMATION — = | +— CARRIER —+

fd LT
4 PIYEICIAN OR SUPPLIERINFORNATION

837P Professional Version 5010/5010A1:

e LoopID 2010BA

e Segment/Data Element:
0 REFO1
0 REF02

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

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

April 19, 2024

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.
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HEALTH INSURANCE CLAIM FORM
e W e

L B T A ST e

L_|__| S
PATIENT AND INSLAED 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 pﬁrgﬁapaﬁ?mgmm or plan
name. If the primary payer's EOB not in aims processing |
dress, record the primary claims processing address directly
.17~ onthe EOB. This is required if there is insurance primary to Medicare [
l— that is indicated in item 11.
n

= B37P Professional Version 5010/5010A1:
[~ ® Loop ID 2000B
L. Segment.‘nata Element:

—— - SBR04

e

=

n s W

(=3

'
§ ] 4 .
4 PIYSICIAN OR SUPPLIERINFORNATION —

= TR T TR IR T T

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:

e Loop ID 2000B
e Segment/Data Element:
O SBRO4
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HEALTH INSURANCE CLAIM FORM

APHROVED V7 NATINAL UMP M CLAM COMMITIER S 81

4 [TT]

D.mmmDme' )

IR0 s Ei i

T MBI, N

C

T TR are, TV i el T

v ETAT | & ST SO Ut

=1 T =y

TR INSNET§ ASE Lt tr, sl Wanieinl | 05 4TS COMDATION W ATH P

< TV DU 8 LG G GG GWRES @ HPLIMENTY Curpes o B

. REACSVED O WICT USE S AT ACETBLIT

= ALV O MGT

. TRURARCE P hAlE O perey

TEAS RLELEE Fidn AEFGRE,
1AFATIENT SO AUTHOHIZED PEIIONS ST
o sromaas e ke b e e perw

t
|
5|
g

Leave blank_ Not required by Medicare.

837P Professional Version 5010/5010A1:
K Loop ID 2520

.Sewe Element:

e

1 1 [ [ —— p—
o T PO B O O Y T I
S 0 e Py | g I
. o e T = T
< 2 S NN O . O S I i
0 O | S T T I
TLFRDRL WALE, WEN  SIN  | .AATRNTEACCOUMTHG, l»dq:::_:m i :qu T TR G [T AT AR e i e

TR O P T B L B PRI G T ORI
AEIENTILS

DI T |

T

- I3

Item 11d - Is there another Health Benefit Plan?

Leave blank. Not required by Medicare.

837P Professional Version 5010/5010A1:

e LoopID 2320
e Segment/Data Element:
0 N/A

April 19, 2024
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o

HEALTH INSURANCE CLAIM FORM
. N pr—— .

-

= [TT]

e

T

Gl
[ TEL W e
TP Vi oy L —— 4B ST CONDATION A TR B oy v A

fﬁlmﬁrir W

i

SR [ R T Ty

T NI TE UMM R R e aror TR S T TS

= | +————— PATIENT AND INGLAED INFORMATION —— | +— CARMIER—+

The

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

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) uriless the signature is on file. In lieu of signing the
claim, the patient may sign a statement to be retained in the provider,
ggysician, or supplier file in accordance with Chanl:ter 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

e

b -

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.

[ S )

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

|- B37P Professional Version 5010/5010A1:
® [oop ID 2300
tg:)ata Element:

@

event, the statement's signature line must indicate the patient's name followed

® Segmen
- CLMD!
F—— K

4 PIVEICIAN OR SUPPLIERINFORNATION

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

April 19, 2024

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

< [1T]

The patient or his/her authorized representative T I T e
signs this item or the signature must be on file

separately with the provider as an authorization. [w=rremsas

However, a patient’s signature or a “signature on |

file” is not required in order for Medicare payment | ™' 4 |
to be made. BT TR R
»

The presence of or lack of a signature or “
“signature on file” in this field will be indicated as T —
such to any downstream coordination of benefits 17 on
trading é]artners (supplemental insurers) with RO AR P
whorm CMS has a payer-to-payer coordination of | h b=
benefits relationship. Medicare has no control o :
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 —— | +—CARRIER —+

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 R 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
office must be insurer specific. It may state that

1 the authorization applies to all occasions of

- service until it is revoked.

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

837P Professional Version 5010/5010A1:

® Loop ID 2300 i [ L

° Se%rnenb’Data Element: St
- CLMo8

Eleids
A PYSICIAN OR SUPPLIER INFORNATION

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
I YA TIIAL R N A .

N OO R T T

s s acclisn ‘I'w,h_
O S A
s B

PATIENT AND INELRED INFORMATION —» | +— CARAIER—+

AR B

[ Item 14 - Date of Current Iliness, Injury, Pregnancy (LMP) B

" Enter either an 8-digit (MM | DD | CCYY) or 6-digit (MM | DD | YY) date of
current illness, injury, or pn?nancyr For chiropractic services, enter an 8-digit —|
(MM | DD | CCYY) or B—G!%_é “}D B(Y date of the initiation of the course

attreatrrtlent and enter an 8-digit (MM | CCYY) or 6-digit (MM | DD | YY)
H= date in item 19.

B Notezirou 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 qualifier, Medicare does not use this information; donot |~
enter a qualifier in item 14. b=

B37TP Prufesslunal Version 5010/5010A1:
® Loop D2
b ® SegDmenta'Data Element:

- DTPO3

-4|;z.:

PVSICIAN OR SUPPLIER INFORNATION —

(= N P S N

5 2

= ——r 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 iliness, 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

TH INSURANCE CLAIM FORM

0 LA T 18 e

T CARMIER —

] S 5 L MR

PAIENT AND FSURAED

|
T ARG N A o W

g

~.  |tem 15 - Other Date (prewouslw IT Patient Has Had Same or Similar |
=t lliness)
_,;_ Leave blank_

837P Professional Version 5010/5010A1: —
® Loop ID 2300 £
@ Se%nenl."Data Element; 8

- DTPO1 L]

- DTPO3

(=N ¢ I S I

e I EITT RSN T TIeE N TR TR Ty

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
" ¥ NATEORA

1A LAY COMATTER ) 2

F—CARRIER—»

DY
v, W T T Mo by WU

b © O

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 (Mg} DD | YY) date when patient |
is unable fo work. An entry in this field may indicate employment related

¢ insurance coverage. s
Nottje":, ;rou must choose the same date format for items 11b, 14, 16, 18, 19 |
L an a.

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

- DTPD3

B
F—————————— PHVEICIAN OR SOPPLEER.

(=S N S N

e L L]

T T T ECA TR RFOATIN e T S

T T T EPEEETTEIT

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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%E“ﬂg;
HEALTH INSURANCE CLAIM FORM
worne A THGIAL UM LA CIT 8

LTt T
seaans [ - - Item 17 - Name of Referring Provider or Other
Source

Enter the name of the referring physician and one of
T | = the qualifiers below (to the lefi of the dotted vertical
= L line) to identify the role the physician (or
£y non-physician practitioner) is performing:
e e e | @ DN - Referming 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.

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

= Examples of services that might be ordered include
diagnostic laboratory tests, clinical laboratory tests,
memre e pharmacedtical services, durable medical

- < equipment, and services incident to that physician’s
o Rollover'area” =™ | or non-physician practitioner's service.

R 8 B TR Ty WY

=

All claims for physical therapy, occupational
P o e ~ee s therapy, or speech-language pathology services,
e - including those furmnished incident to a physician or
e : * nonphysician practitioner, require that the name and
e T == NPI of the certifying physician or nonphysiggn
2 v | s ctitioner of the therapy plan of care be entered
@ T LS the referting physician In ems 17 and 17b.

837P Professional Version 5010/5010A1:
® Loop ID 2310A (Referring), 2310D
(Supenising), 2420F (Ordering)
L] e%Jrnenti'Da Element:
M101

|
| - NM103
|

- NM104
- NM105
- NM107

(o L T S~
Ll

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 INSURANCE CLAIM FORM
e IGIAL PO CLA CORTIER (e B

+— CARRIER—3

FATIENT AND [SURED

=

_l
&L Item 17a - Other ID#
.| Leave blank. o

B 33Tl.p Prc;fgsés:maal r\’e1'e?1r11 ﬂ’%?&g?ézpemm; 2420E (Ordering) =

® Loop ng), u B ng

L] Seq{nenﬂData élement
- REFO1 [

- REFD2

BUPPIER

D th P W M -

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 IMSURANCE CL’IM FO)IM

LA I 8 R

F— CARFIER—»

FATIENT AND MELRED

+

SR AT DA e I
g
- Item 17b - NPI#
Y
Enter the NP of the referring, ordering, or supervising physician or
% wﬁraotlhuner listed in item 17. All physicians and non-physician
- order services or refer Medicare beneficiaries must report
data.

GLJ'E"' [ |

BUPPY

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

:hu!-b-(.am#

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:

e Loop ID 2310A (Referring), 2310D (Supervising), 2420E (Ordering)
e Segment/Data Element:
0 NM109
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HEALTH INSURANCE CLAIM FORM
= ATIGIAL WA CLAY COMATTER ST 2

+— CARRIER —*

FATIENT AND MBUAED

—

Item 18 - Hospitalization Dates Related to Current Services f—

"
5
wl
Hrt 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 P
related hospitalizaton.

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

| @ Loop ID 2300 =

[ N T S 7

. sagDrnent.rData Element:
- DTPO3

B ‘_|>1l Cl= . | . IH

LT T

————————— PHYSICIAN O BUPPI

T T T P Sr

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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HEALTH INSURANCE CLAIM Item 19 - Additional Claim Information (previously
o el 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
Y freatrment trial claims

rm— ® 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

Note; You must choose the same 6-—digit &] M DD YY) or
8-digit (MM DD CCYY) format for items 11b, 14, 16, 18, 19
and 24A.

See CMS 10M Pub 100-04, Chapter 26, Section 10.4 for
guidance on completion of ltem 19

. B37P Professional Version 5010/5010A1:
® Loop ID 2300
L] Se%dmntfnata Element:
- NTE
- PWK
| e LoogID 2310A (Referring), 23108 (Rendering),
2310C (Service Facility), 2310D, (Supervising
L] Se%menthata Element:
- REFO1
- REF0D2

(= Y N S N B

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:

e X-ray date for chiropractic services

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

e Concise description of an unlisted procedure code

e Applicable modifiers when modifier 99 is used

e Specific surgery for dental examinations

e Demonstration ID number 30 for all national emphysema treatment trial claims

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

e 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.

e 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

0 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.

L | [
PATIENT AND FEURED INFGRATION ————— | +— CARAIER —>

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

B37P Professional Version 5010/5010A1; M

® |Loop ID 2400

L] Segpmentr‘Data Element:
- PS102

T e GO | =
| .,

DT T T e )

|

g (DM [ e e ey o) |

D o B W N =

PHVSICIAN GR BUPPLIER

T . -

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:
o PS102

Bl

HEALTH INSURANCE CLAIM FORM
PO A TIORAL U0

0 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?), all ghysician 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 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

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

=T+

= the following:
Indicator Code Set p
2 ICD-9-CM diagnosis
: e 0 ICD-10-CM diagnosis
peSe e = - e 837P Professional Version 5010/5010A1:
{ : ® Loop ID 2300
== e L ent/Data Element:

T ) T S S 2 - HI01-2, HID2-2

& W N =

(=]

—————————— FIVEICIAN OF SUPPLIER INFORNATION

EEIIT RSN E T T FTRTTTETETINT TN

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
H109-2, HI10-2
HI11-2, HI12-2

O O O O O
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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:
o0 CLMO5-3
O REF02

April 19, 2024
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HEALTH INSURANCE CLAIM FORM
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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 health agency (HHA) or hospice when CPT code GO181 (HH) or GD182 £

(Hospice) is billed.

1
i
B

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.

837TP Professional Version 5010/5010A1:

@ Loop ID 2300
L] Seq;rnenunata Element:
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Item 23 - Prior Authorization Number

April 19, 2024

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
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T CARRIEA—

ltem 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. Refum
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, 13 _|
and 24a

B37P Professional Version 5010/5010A1:
@ |oop ID 2400B
- SegDrnenta'Data Element: —
- DTPO3
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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
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HEALTH INSURIMCE CL“M FORM

il LA COMATTER ) 2

F—CARRIER—»
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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, Chapler 26, Section 10.5 for codes and T
| definitions. Identify the setting, using a place of service code, for each ]

j itemn used or service performed. This is a required field.

FATIENT AND PEORED

- 837P Professtonal Version 5010/5010A1:

® Loop ID 2
L SEgmenthata Element: =
CLMO5-

" @ Loop ID 24
L] rrﬁntfoata Element:

=
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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.

837P Professional Version 5010/5010A1:

e LoopID 2300

e Segment/Data Element:
0o CLMO05-1

e Loop ID 2400

e Segment/Data Element:

o0 SV105
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Item 24C - EMG

Medicare providers are not required to complete this item.

837P Professional Version 5010/5010A1:

e Loop ID 2400

e Segment/Data Element:
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HEALTH INSURAMNCE CLAIM FORM
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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
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.

FATIENT AND NEORED T

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.

= B3TP Professional Version 5010/5010A1: ]
. ® Loop ID 2400

° Se%menUData Element:
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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.

837P Professional Version 5010/5010A1:

e LoopID 2400
e Segment/Data Element:
0 SV101 (2-6)
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HEALTH INSURANCE CLAIM FORM
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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
cnﬁle (e.g., pap smears), the provider shall reference only one of the diagnoses
in item 21.

B83TP Professional Version 5010/5010A1:
® Loop ID 2400
L] Se%menvData Element:
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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:
o0 SV107 (1-4)
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Item 24F - $ Charges

Enter the charge for each listed service.

837P Professional Version 5010/5010A1:

e Loop ID 2400

e Segment/Data Element:
o SV102
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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 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.

837P Professional Version 5010/5010A1: i
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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.
837P Professional Version 5010/5010A1:

e Loop ID 2400
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| Leave blank. Not required by Medicare.
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Item 24H - EPSDT/Family Plan

Leave blank. Not required by Medicare.

837P Professional Version 5010/5
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HEALTH INSURAMNCE CLAIM FORM
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=" Leave blank, not required by Medicare.

® Loop ID 2310B

. Segnent.fDaHElement:
- PRV02
- REF01

® Loop ID 2420
L] Sev%ment.fData Element:
- PRVD2

- REF01

e Item 241 - ID Qualifier

)

B37P Professional Version 5010/5010A1:
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Item 241 - ID Qualifier

Leave blank, not required by Medicare.

837P Professional Version 5010/5010A1:

e |loopID 2310B

e Segment/Data Element:
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e LoopID 2420
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HEALTH INSURANCE CLAIM FORM
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Item 24.J - Rendering Provider ID#

Enter the rendering provider's NPl number in the lower unshaded portion. 1

In the case of a service provided incident to the service of a physicianor = [

7= 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 NP1 -

NOTE: Effective May 23, 2008, the shaded portion of 24 is not to be
v leported. [l

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.
837P Professional Version 5010/5010A1:

e LoopID2310B

e Segment/Data Element:
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HEALTH INSURANCE CLAIM FORM
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- complete this item for crossover pu

ractor will retrieve the tax ide

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

es since the Medicare =y
ification information from their

internal provider file for inclusion on the COB outbound claim.

FATIENT AND FSURED T

|

L delayed.
. B37P Professional Version 5010/5010A1:
® Loop ID 2010AA

® Segment/Data Element:
- REFO1
- REF02

== 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
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Item 25 - Federal Tax ID Number

April 19, 2024

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.

837P Professional Version 5010/5010A1:

e Loop ID 2010AA

e Segment/Data Element:
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HEALTH INSURANCE CLAIM FORM
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L_| ltem 26 - Patient's Account No.
[T Enter the patient's account number assigned by the provider's of

assist the provider in patient i . As a service, any
|| | B3TP Professional Version 5010/5010A1:
® Loop ID 2300
1 L] Segcmenta'Daha Element;
- CLMOD1

service or supplier's aomuntlr@ fzsterr_\. This field is optionalto |
oo e account numbers entered here will be retumed to the provider T — |
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Item 26 - Patient’s Account No.

April 19, 2024

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.

837P Professional Version 5010/5010A1:

e LoopID 2300
e Segment/Data Element:
o CLMO1
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HEALTH INSURANCE CLAIM FORM
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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.

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

® Clinical diagnostic Iaboratorny SEervices;
@ Physician services to individuals dually entitled to Medicare and Medicaid;
® Participating physician/supplier services;

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.

B37P Professional Version 5010/5010A1:
® Loop ID 2300
L Se%rnenVData Element:

- CLMO7

® Services of physician assistants, nurse practitioners, clinical nurse specialists,

FATENT AND INGURED NP GRRATION ————= | +— CARRIER —»
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Item 27 - Accept Assignment?

April 19, 2024

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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Item 28 - Total Charge

Enter total charges for the services (i.e., total of all charges in item 24f).
837P Professional Version 5010/5010A1:

e LoopID 2300
e Segment/Data Element:
o CLMO02
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Enter the total amount the patient paid on the covered services only.
‘837P Professional Version 5010/5010A1:
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Item 29 - Amount Paid
Enter the total amount the patient paid on the covered services only.
837P Professional Version 5010/5010A1:
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Leave biank. Not required by Medicare.
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Item 30 - Rsvd for NUCC Use (previously Balance Due)

Leave blank. Not required by Medicare.

837P Professional Version 5010/5010A1:
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HEALTH INSURANCE CLAIM FORM

R ———

oy G

Item 31 - Signature of Physician or Supplier Including Degrees or
Credentials

o Enter the signature of provider of service or supplier, or his/her —
reSresentaijve, 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

- signed. =

FATIENT AND PMSURED INFORMATION —————+ | +— CARRIER—»

= 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 v

signature of the ordering physician or non-physician practifioner 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
[: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 -
|

" generated signature. 5
|| 837P Professional Version 5010/5010A1: =
2 | ® Loop ID 2300

—- Se%ment.’Data Element: —
3 | -CLMOs e
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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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e LoopID 2300
e Segment/Data Element:
o CLMO6

8
i 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. o

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. \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 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 fo the lack of a ZIP
code.

| I H
PATIENT AND NEURED INFORRATION ——— I +— CARRIER —»

¥
|

[ 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 prlajzsician'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. I

B37P Professional Version 5010/5010A1:
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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 verify that the claim is not returned as

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 claims processing information.
837P Professional Version 5010/5010A1:
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Item 32a - NPI#

If required
service facility.

laboratory claims, even
a different A/B MAC (B) jurisdiction. See Pub.
for more information regarding claims filing jurisdiction.

837P Professional Version 5010/5010A1:
® Loop ID 2310C
| Se%lrnentmata Element:

- NM109

Medicare claims processing policy, enter the NPI of the

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 pt[\gsician or supplier on the claim on reference

I if the performing physician or supplier is enrolled in
. 100-04, Chapter 1, §10.1.1

|

OR SUPPLIER I

[ S S 7 N

————————— PHYHICAN

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
APAICHEL I SATICRAL (T 0N A COMPTTEE 3.0 200

T CARRIER—

e AR

osigp (RTINS

i O

S i v ARG s

PAIERT AND FISURED

B T A ARG A T el S

‘ T
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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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
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Enter the NP of the biling 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.

837P Professional Version 5010/5010A1:
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Item 33b - Other ID# |

|

Item 33b is not generally reported. However, for some Medicare
e policies you may be insfru 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.

s
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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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