


06/01/09 South Carolina Medicaid 
 

THIRD-PARTY LIABILITY SUPPLEMENT 

 

20 

SAMPLE FORMS 
 

Form Page 
Health Insurance Information Referral Form: Carrier change 

Health Insurance Information Referral Form: Coverage ended 

21 

22 

Reasonable Effort Documentation Form: Failure to respond – beneficiary  

Reasonable Effort Documentation Form: Failure to respond – insurer 

23 

24 

Reasonable Effort Flowchart 25 

Adjustment Form 130: Won appeal to primary 

Adjustment Form 130: Retroactive private coverage and subsequent private payment 

26 

27 

UB-04: Medicare paid; private insurer denied 28 

Dental: Two private insurers paid 29 

CMS-1500: Two private insurers; one paid, one denied 

CMS-1500: Medicare and private insurer paid 

30 

31 

ECF: Correction to add carrier payment 

ECF: Correction to add carrier denial and note about policy lapse 

32 

33 
 



Sample Only

Provider or Department Name:  ________________________________   Provider ID or NPI:   ____________________    

Contact Person:  _____________________   Phone #:  _______________________________   Date:   ______________ 

I       ADD INSURANCE FOR A MEDICAID BENEFICIARY WITH NO INSURANCE IN THE MEDICAID       
MANAGEMENT INFORMATION SYSTEM (MMIS) – ALLOW 25 DAYS 

Beneficiary Name: ___________________________________     Date Referral Completed: _______________________ 

Medicaid ID#:  ______________________________________     Policy Number:  ______________________________ 
   
Insurance Company Name:  ____________________________     Group Number:  ______________________________ 

Insured's Name:  _____________________________________     Insured SSN:  ________________________________ 

Employer's Name/Address:  __________________________________________________________________________ 

II       CHANGES TO AN INSURANCE RECORD THAT IS IN THE MMIS – MIVS SHALL WORK WITHIN 5 DAYS 

_____   a.     beneficiary has never been covered by the policy – close insurance.  

_____   b.     beneficiary coverage ended - terminate coverage (date)  __________________________________ 

_____   c.     subscriber coverage lapsed - terminate coverage (date)   __________________________________ 

_____   d.     subscriber changed plans under employer - new carrier is  _________________________________ 
                                                            
                                                          - new policy number is  _________________________________ 

_____   e.    beneficiary to add to insurance already in MMIS for subscriber or other family member.   

    (name)  __________________________________________ 

ATTACH A COPY OF THE APPROPRIATE DOCUMENTATION TO THIS FORM.

Submit this information to Medicaid Insurance Verification Services (MIVS). 
                                               Fax:               or          Mail:
                                     803-252-0870                     Post Office Box 101110 
                           Columbia, SC  29211-9804 

III      NEW POLICY NUMBERS FOR INSURANCE IN THE MMIS WITH THE SUBSCRIBER SSN 
(SCDHHS is collecting new unique policy numbers and plans to replace existing insurance records through MMIS online 
modification as computer resources are available.) 

Medicaid Beneficiary ID: _______________________________   SSN: _______________________________________ 

Carrier Name/Code: ________________________________   New Unique Policy Number:  _______________________ 

Submit this information to South Carolina Department of Health and Human Services (SCDHHS).       
                            Fax:                     or            Mail: 
                                 803-255-8225                        Post Office Box 8206, Attention TPL 
                                                                                             Columbia, SC  29202-8206 
                            

DHHS 931 – Updated January 2008 

SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES 
MEDICAID HEALTH INSURANCE INFORMATION REFERRAL FORM

Acme Dental Clinic 1234560000

Richard Roe 803-555-5555 03/01/08

John Doe 02/28/08

9999999999 DH123456

National Dental Insurance QWE1234

Jane Doe 123-45-6789

South Carolina State Library, 1500 Senate Street, Columbia, SC, 29201

x GloboChem

A1111111110
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Provider or Department Name:  ________________________________   Provider ID or NPI:   ____________________    

Contact Person:  _____________________   Phone #:  _______________________________   Date:   ______________ 

I       ADD INSURANCE FOR A MEDICAID BENEFICIARY WITH NO INSURANCE IN THE MEDICAID       
MANAGEMENT INFORMATION SYSTEM (MMIS) – ALLOW 25 DAYS 

Beneficiary Name: ___________________________________     Date Referral Completed: _______________________ 

Medicaid ID#:  ______________________________________     Policy Number:  ______________________________ 
   
Insurance Company Name:  ____________________________     Group Number:  ______________________________ 

Insured's Name:  _____________________________________     Insured SSN:  ________________________________ 

Employer's Name/Address:  __________________________________________________________________________ 

II       CHANGES TO AN INSURANCE RECORD THAT IS IN THE MMIS – MIVS SHALL WORK WITHIN 5 DAYS 

_____   a.     beneficiary has never been covered by the policy – close insurance.  

_____   b.     beneficiary coverage ended - terminate coverage (date)  __________________________________ 

_____   c.     subscriber coverage lapsed - terminate coverage (date)   __________________________________ 

_____   d.     subscriber changed plans under employer - new carrier is  _________________________________ 
                                                            
                                                          - new policy number is  _________________________________ 

_____   e.    beneficiary to add to insurance already in MMIS for subscriber or other family member.   

    (name)  __________________________________________ 

ATTACH A COPY OF THE APPROPRIATE DOCUMENTATION TO THIS FORM.

Submit this information to Medicaid Insurance Verification Services (MIVS). 
                                               Fax:               or          Mail:
                                     803-252-0870                     Post Office Box 101110 
                           Columbia, SC  29211-9804 

III      NEW POLICY NUMBERS FOR INSURANCE IN THE MMIS WITH THE SUBSCRIBER SSN 
(SCDHHS is collecting new unique policy numbers and plans to replace existing insurance records through MMIS online 
modification as computer resources are available.) 

Medicaid Beneficiary ID: _______________________________   SSN: _______________________________________ 

Carrier Name/Code: ________________________________   New Unique Policy Number:  _______________________ 

Submit this information to South Carolina Department of Health and Human Services (SCDHHS).       
                            Fax:                     or            Mail: 
                                 803-255-8225                        Post Office Box 8206, Attention TPL 
                                                                                             Columbia, SC  29202-8206 
                            

DHHS 931 – Updated January 2008 

SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES 
MEDICAID HEALTH INSURANCE INFORMATION REFERRAL FORM

ABC Family Practice 8888888888

Betty Medicine, MD 803-555-1111 03/01/08

Jim Smith 02/29/08

2222222222 AZ99999999999

OmniCorp Insurers 390-OP-777777

N/A 777-77-0000

Retired

 x 12-31-2007
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SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES 
REASONABLE EFFORT DOCUMENTATION 

 
 

PROVIDER    Acme Orthopedic                      DOS    01/01/07  
 
NPI or MEDICAID PROVIDER ID    1234567890 _______________________________ 
 
MEDICAID BENEFICIARY NAME      Jane Doe________________________________ 
 
MEDICAID BENEFICIARY ID#         1111111111  
 
INSURANCE COMPANY NAME    Jones Health Insurance  
  
POLICYHOLDER      Jane Doe_____________________________________________ 
 
POLICY NUMBER      987654321J  
 
ORIGINAL DATE FILED TO INSURANCE COMPANY     01/15/07  
 
DATE OF FOLLOW UP ACTIVITY         02/16/07________________________ ___  
 

RESULT: 
Called insurer to check claim status. Insurer needs bene to fill out 
subrogation forms 

 
 
 FURTHER ACTION TAKEN: 
 

Called beneficiary on 02/16/07, 02/18/07, and 02/28/07. No answer and 
no answering machine. No other contact info on file w/ Medicaid or 
insurer. 

 
DATE OF SECOND FOLLOW UP     03/05/07  
 
 RESULT: 
 

Sent certified letter offering to help bene fill out forms. 
Bene refused letter. Called insurer 8/10/05; they will not 
act without forms. 

 
 
I HAVE EXHAUSTED ALL OPTIONS FOR OBTAINING A PAYMENT OR SUFFICIENT RESPONSE 
FROM THE PRIMARY INSURER. 
 
 

_____________________Mary Orthopod   03/12/07___________ 
     (SIGNATURE AND DATE) 
 
ATTACH A COPY OF FORM TO THE APPROPRIATE CLAIM OR ECF AND FORWARD TO YOUR 
MEDICAID CLAIMS PROCESSING POST OFFICE BOX. 
 
Revised 06/2007 
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SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES 
REASONABLE EFFORT DOCUMENTATION 

 
 

PROVIDER    Dr. Betty Smith       DOS    03/05/07  
 
NPI or MEDICAID PROVIDER ID    1231231230  
 
MEDICAID BENEFICIARY NAME       John Jones  
 
MEDICAID BENEFICIARY ID#     9999999999  
 
INSURANCE COMPANY NAME    Global Health  
  
POLICYHOLDER      John Jones  
 
POLICY NUMBER       8888888888  
 
ORIGINAL DATE FILED TO INSURANCE COMPANY  03/07/07  
 
DATE OF FOLLOW UP ACTIVITY     04/06/07  
 

RESULT: 
Called insurer. They received claim and have not suspended it. Sent 
follow-up letter requesting a response on 04/10/07. 

 
 
 FURTHER ACTION TAKEN: 
 

04/27/07: No response from insurer. Called again; they could not find 
claim. Resubmitted on 04/29/07. 
 

 
DATE OF SECOND FOLLOW UP     05/30/07  
 
 RESULT: 
 

Called insurer; no action on claim. Notified Dept. of Insurance 
05/31/07. Case is still open; Dept. of Ins. advised that we file with 
Medicaid now, as decision may take some time. 

 
 
I HAVE EXHAUSTED ALL OPTIONS FOR OBTAINING A PAYMENT OR SUFFICIENT RESPONSE 
FROM THE PRIMARY INSURER. 
 
 

                                    Betty Smith    06/03/07            
     (SIGNATURE AND DATE) 
 
ATTACH A COPY OF FORM TO THE APPROPRIATE CLAIM OR ECF AND FORWARD TO YOUR 
MEDICAID CLAIMS PROCESSING POST OFFICE BOX. 
 
Revised 06/2007 
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How to Obtain a Response from an Insurance Company 
A Suggested Third-Party Filing Process 

 
 Send a claim to the insurance company 

within 30 days of the service.  
 
 
 
 
 
 
 
 

If you have received no 
response, call the 

company’s customer service 
department to determine the 

status of the claim. 

The company has not 
received the claim. 

The company has received 
the claim but considers the 

billing insufficient. 

The company has 
received the claim, 

considers the billing 
valid, and has not 

suspended the claim

Supply all additional 
information requested by 

the company. 

Re-file the claim. Stamp the 
claim as a repeat submission 

or send a cover note. 

Confirm with the 
company that all 

requested information has 
been submitted. 

Make a note in your files 
and follow up with a written 

request for a response. 

Allow 
two 

more 
weeks. 

Allow 
30 

days 
for a 
reply. 

     Remember: 
 
• Keep detailed 

records. 
• Call your DHHS 

program 
representative if 
you need help. 

If you have received no reply, write to the 
company citing this history of difficulties. 

Copy the SC Department of Insurance 
Consumer Division on your letter. 
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South Carolina Department of Health and Human Services  - Claim Adjustment Form 130 
Provider Name: (Please use black or blue ink when completing form) 

Provider Address : 

Provider City , State, Zip: Total paid amount on the original claim: 

Original CCN: 

Provider ID: NPI: 

Adjustment Type: Originator: 

Void Void/Replace DHHS MCCS Provider MIVS 

Reason For Adjustment: (Fill One Only ) 

Insurance payment different than original claim Medicaid paid twice - void only 
Keying errors Incorrect provider paid 
Incorrect recipient billed Incorrect dates of service paid 
Voluntary provider refund due to health insurance Provider filing error 
Voluntary provider refund due to casualty Medicare adjusted the claim 
Voluntary provider refund due to Medicare Other 

For Agency Use Only Analyst ID: 

Hospital/Office Visit included in Surgical Package 
Independent lab should be paid for service Web Tool error 
Assistant surgeon paid as primary surgeon Reference File error 
Multiple surgery claims submitted for the same DOS MCCS processing error 
MMIS claims processing error Claim review by Appeals 
Rate change 

Comments: 

Signature: Date: 

Phone:
DHHS Form 130 Revision date: 03-13-2007 

Recipient ID: 

Johnson DME Supply

111 Oak Lane

Anywhere, SC 22222-2222 $1244.00

5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 A

A B C 1 2 3  1 2 3 4 5 6 7 8 9 0

 2 2 2 2 2 2 2 2 2 2

Insurer denied claim -- decided equipment wasn't medically necessary.
We filed to Medicaid, but then appealed to primary insurer. We won the appeal.

Jane Doe

(555) 555-5555

04/01/07

Sample Only
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South Carolina Department of Health and Human Services  - Claim Adjustment Form 130 
Provider Name: (Please use black or blue ink when completing form) 

Provider Address : 

Provider City , State, Zip: Total paid amount on the original claim: 

Original CCN: 

Provider ID: NPI: 

Adjustment Type: Originator: 

Void Void/Replace DHHS MCCS Provider MIVS 

Reason For Adjustment: (Fill One Only ) 

Insurance payment different than original claim Medicaid paid twice - void only 
Keying errors Incorrect provider paid 
Incorrect recipient billed Incorrect dates of service paid 
Voluntary provider refund due to health insurance Provider filing error 
Voluntary provider refund due to casualty Medicare adjusted the claim 
Voluntary provider refund due to Medicare Other 

For Agency Use Only Analyst ID: 

Hospital/Office Visit included in Surgical Package 
Independent lab should be paid for service Web Tool error 
Assistant surgeon paid as primary surgeon Reference File error 
Multiple surgery claims submitted for the same DOS MCCS processing error 
MMIS claims processing error Claim review by Appeals 
Rate change 

Comments: 

Signature: Date: 

Phone:
DHHS Form 130 Revision date: 03-13-2007 

Recipient ID: 

Dr. Joe Jones

123 Main Street

Somewhere, SC 22222-0000 $230

8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 8 A

 9 8 7 6 5 4 3 2 1 0

 7 7 7 7 7 7 7 7 7 7

Beneficiary just learned that her new private insurance is
retroactively effective. We filed with and were paid by the insurer.

Mary Smith

 (803) 555-5555

06/03/07

Sample Only
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 __  __  __

1 2 4 TYPE
OF BILL

FROM THROUGH
5 FED. TAX NO.

a

b

c

d

DX

ECI

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

A

B

C

A B C D E F G H
I J K L M N O P Q

a b c a b c

a

b c d

ADMISSION CONDITION CODES
DATE

OCCURRENCE OCCURRENCE OCCURRENCE OCCURRENCE SPAN OCCURRENCE SPAN
CODE DATE CODE CODE CODE DATE CODE THROUGH

VALUE CODES VALUE CODES VALUE CODES
CODE AMOUNT CODE AMOUNT CODE AMOUNT

TOTALS

PRINCIPAL PROCEDURE a. OTHER PROCEDURE b. OTHER PROCEDURE NPICODE DATE CODE DATE CODE DATE

FIRST

c. d. e. OTHER PROCEDURE NPICODE DATE DATE

FIRST

NPI

b LAST FIRST

c NPI

d LAST FIRST

UB-04 CMS-1450

7

10 BIRTHDATE 11 SEX 12 13 HR 14 TYPE 15 SRC

DATE

16 DHR 18 19 20

FROM

21 2522 26 2823 27

CODE FROMDATE

OTHER

PRV ID

THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

b

.
INFO BEN.

CODE
OTHER PROCEDURE

THROUGH

29 ACDT 30

3231 33 34 35 36 37

38 39 40 41

42 REV. CD. 43 DESCRIPTION 45 SERV. DATE 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

52 REL
51 HEALTH PLAN ID

53 ASG.
54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56 NPI

57

58 INSURED’S NAME 59 P.REL 60 INSURED’S UNIQUE ID 61 GROUP NAME 62 INSURANCE GROUP NO.

64 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME

66 67 68

69 ADMIT 70 PATIENT 72 73

74 75 76 ATTENDING

80 REMARKS

OTHER PROCEDURE

a

77 OPERATING

78 OTHER

79 OTHER

81CC

CREATION DATE

3a PAT.
CNTL #

24

b. MED.
REC. #

44 HCPCS / RATE / HIPPS CODE

PAGE OF

APPROVED OMB NO. 0938-0997

e

a8 PATIENT NAME

50 PAYER NAME

63 TREATMENT AUTHORIZATION CODES

6 STATEMENT COVERS PERIOD

9 PATIENT ADDRESS

17 STAT STATE

DX REASON DX
71 PPS

CODE

QUAL

LAST

LAST

National Uniform
Billing CommitteeNUBC

™

OCCURRENCE

QUAL

QUAL

QUAL

CODE DATE

A

B

C

A

B

C

A

B

C

A

B

C

A

B

C

a

b

a

b

ABC MEDICAL CENTER
111 OAK LANE
ANYWHERE SC 22222-0000

DOE1234

 111

00-0000000 030907 031007

JANE DOE COLUMBIA SC 22222-2222

01011960 F 030907 2 7  01  80 C5

 24 033107

 02 00 00MEDICAID

PO BOX 1458

COLUMBIA SC 29202-1458

206 ICU/INTERMEDIATE 975.00 031007 5 4875 00
270 MED/SURG SUPPLY 031007 104 1636 23

350 CT SCAN 030907 2 1821 00

450 EMERG ROOM 030907 1 591 00

 0001 1 1 042907 8923 00 0

618 MEDICARE

199 ACME HEALTH

619 MEDICAID

6000 00

0 00

12345678999

99911111111AZX

1234567890

4131

288.8

9876543210

031007

B3 1212121212

654321-654321

222 MAPLE STREET
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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
 IN

F
O

R
M

A
T

IO
N

P
H

Y
S

IC
IA

N
 O

R
 S

U
P

P
L

IE
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)

One Carrier Paid; One Carrier Denied

Doe, John A.

 x 1234567890

123 Windy Lane

Anytown SC

29999

A111111111122

 012345678

10.00

4000.00

 x134

295 32

01 31 07 01 31 07 11 99999

ZZ 1212121212

20 00 1 1234567890

DOE1234 x 20 00 10 0010 00

1

ABC Clinic

111 Main Street

Anytown, SC 22222-2222

1234567890 ZZ1212121212

01 01 1947 x

x

x

x

555555555  x
555 5555555

 x

Signature on File
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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
 IN

F
O

R
M
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P
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N
 O

R
 S
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P

P
L

IE
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)

Medicare Paid; Private Carrier Paid

Doe, John A.

 x 1234567890

123 Windy Lane

Anytown SC

29999

012345678

 111222333A

10.00

6205.00

 x400

295 32

01 31 07 01 31 07 11 99999

ZZ 1212121212

20 00 1 1234567890

DOE1234 x 20 00 5 0015 00

ABC Clinic

111 Main Street

Anytown, SC 22222-2222

1234567890 ZZ1212121212

01 01 1947 x

x

x

x

555555555  x
555 5555555

 x

Signature on File

x



Sample Only

 
RUN DATE 06/01/2007 000001204           SC DEPARTMENT OF HEALTH AND HUMAN SERVICES                  CLAIM CONTROL #9999999999999999A 
REPORT NUMBER CLM3500                              EDIT CORRECTION FORM                           PAGE  1136 ECF  1136 PAGE  1 OF  1 
    ANALYST ID                                   HIC - 60  PRAC SPEC - 12                         EMC Y                            
    SIGNON ID                                                          DOC IND  N                 ORIGINAL CCN:                      
 TAXONOMY:                SFL ZIP:                PRV ZIP:                                             ADJ CCN:                      
    1           2          3      4      5      6       7           8             9                           EDITS                  
 PROVIDER   RECIPIENT    P AUTH  TPL  INJURY  EMERG  PC COORD     ---- DIAGNOSIS ----               INSURANCE EDITS                  
    ID         ID        NUMBER        CODE                       PRIMARY   SECONDARY               00-150 
                                                                                                     
  ABC123    1111111111                                             485      787.91                CLAIM EDITS                      
  NPI: 1234567890                                                                                                                    
                                                                                                    LINE EDITS                       
                           
 10 RECIPIENT NAME – DOE, JANE             11 DATE OF BIRTH  01/25/1992   12 SEX   F                                      
                                                                                                    ******************************   
   13        14               15       16     17     18               19           20     21  22    **    AGENCY USE ONLY       **   
   RES    ALLOWED    LN    DATE OF   PLACE   PROC    MOD              INDIVIDUAL CHARGE  PAY  UNITS **     APPROVED EDITS       **   
                     NO    SERVICE           CODE                     PROVIDER     IND              **                          **   
                                                            23                                      **   REJECTED LINE EDITS    **   
                                                            NDC                                     **                          **   
                                                                                                    ******************************   
              .00     1    05/07/07    11   85025    000               ABC123     29.50       1.000                                  
          NPI: 1234567890     TAXONOMY: 1212121212                                                  !!!!!!!!!!!!!!!!!!!!!!!!!!!!!!   
                      2      /  /                                                                   !  CLAIMS/LINE PAYMENT INFO  !   
          NPI:                TAXONOMY:                                                             !                            !   
                      3      /  /                                                                   !  EDIT        PAYMENT DATE  !   
          NPI:                TAXONOMY:                                                             !!!!!!!!!!!!!!!!!!!!!!!!!!!!!!   
                      4      /  /                                                                                                    
          NPI:                TAXONOMY:                                                                                              
                      5      /  /                                                                                                    
          NPI:                TAXONOMY:                                                                                              
                      6      /  /                                                                                                    
          NPI:                TAXONOMY:                                                                                              
                                                                                                       
     24                25                  26                                                                                         
 INS CARR           POLICY             INS CARR                                                                                      
  NUMBER            NUMBER               PAID                     27  TOTAL CHARGE       29.50                                       
                                                                                                                                     
01                                                                28  AMT REC'D INS        .00                                          
                                                                                                                                     
02                                                                29  BALANCE DUE        29.50                                       
                                                                                                                                     
03                                                                30     OWN REF #   DOE12345                                          
                                                                                                                                     
RESOLUTION DECISION _R_                                                                                                             
                                                                                                                                     
  ADDITIONAL DIAG CODES:       .        .        .        .        .        .                                                        
                                                                                                                                     
                                                                                                                                   
                        RETURN TO:                          INSURANCE POLICY INFORMATION                                             
                        MEDICAID CLAIMS RECEIPT                                                                                      
                        P. O. BOX 1412                      401     1231231230                                                                         
                        COLUMBIA, S.C. 29202-1412           DOE    JOHN                                                                         
                                                                                                                                     

                        PROVIDER:                                                                                                    
                        ABC HEALTH PROVIDER 
                        PO BOX 00000                                                                                         
                        ANYWHERE,SC 00000-0000                                                                                
                                                                                                                                   
               "PLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"                   
               * INDICATES A SPLIT CLAIM                                                        

401        1231231230     5.00 5.00 
24.50 



Sample Only

 
RUN DATE 06/01/2007 000001204           SC DEPARTMENT OF HEALTH AND HUMAN SERVICES                  CLAIM CONTROL #9999999999999999A 
REPORT NUMBER CLM3500                              EDIT CORRECTION FORM                           PAGE  1136 ECF  1136 PAGE  1 OF  1 
    ANALYST ID                                   HIC - 60  PRAC SPEC - 12                         EMC Y                            
    SIGNON ID                                                          DOC IND  N                 ORIGINAL CCN:                      
 TAXONOMY:                SFL ZIP:                PRV ZIP:                                             ADJ CCN:                      
    1           2          3      4      5      6       7           8             9                           EDITS                  
 PROVIDER   RECIPIENT    P AUTH  TPL  INJURY  EMERG  PC COORD     ---- DIAGNOSIS ----               INSURANCE EDITS                  
    ID         ID        NUMBER        CODE                       PRIMARY   SECONDARY               00-150 
                                                                                                     
  ABC123    1111111111                                             485      787.91                CLAIM EDITS                      
  NPI: 1234567890                                                                                                                    
                                                                                                    LINE EDITS                       
                           
 10 RECIPIENT NAME – DOE, JANE             11 DATE OF BIRTH  01/25/1992   12 SEX   F                                      
                                                                                                    ******************************   
   13        14               15       16     17     18               19           20     21  22    **    AGENCY USE ONLY       **   
   RES    ALLOWED    LN    DATE OF   PLACE   PROC    MOD              INDIVIDUAL CHARGE  PAY  UNITS **     APPROVED EDITS       **   
                     NO    SERVICE           CODE                     PROVIDER     IND              **                          **   
                                                            23                                      **   REJECTED LINE EDITS    **   
                                                            NDC                                     **                          **   
                                                                                                    ******************************   
              .00     1    05/07/07    11   85025    000               ABC123     29.50       1.000                                  
          NPI: 1234567890     TAXONOMY: 1212121212                                                  !!!!!!!!!!!!!!!!!!!!!!!!!!!!!!   
                      2      /  /                                                                   !  CLAIMS/LINE PAYMENT INFO  !   
          NPI:                TAXONOMY:                                                             !                            !   
                      3      /  /                                                                   !  EDIT        PAYMENT DATE  !   
          NPI:                TAXONOMY:                                                             !!!!!!!!!!!!!!!!!!!!!!!!!!!!!!   
                      4      /  /                                                                                                    
          NPI:                TAXONOMY:                                                                                              
                      5      /  /                                                                                                    
          NPI:                TAXONOMY:                                                                                              
                      6      /  /                                                                                                    
          NPI:                TAXONOMY:                                                                                              
                                                                                                       
     24                25                  26                                                                                         
 INS CARR           POLICY             INS CARR                                                                                      
  NUMBER            NUMBER               PAID                     27  TOTAL CHARGE       29.50                                       
                                                                                                                                     
01                                                                28  AMT REC'D INS        .00                                          
                                                                                                                                     
02                                                                29  BALANCE DUE        29.50                                       
                                                                                                                                     
03                                                                30     OWN REF #   DOE12345                                          
                                                                                                                                     
RESOLUTION DECISION _R_                                                                                                             
                                                                                                                                     
  ADDITIONAL DIAG CODES:       .        .        .        .        .        .                                                        
                                                                                                                                     
                                                                                                                                   
                        RETURN TO:                          INSURANCE POLICY INFORMATION                                             
                        MEDICAID CLAIMS RECEIPT                                                                                      
                        P. O. BOX 1412                      401     9999999999                                                                         
                        COLUMBIA, S.C. 29202-1412           DOE    JOHN                                                                         
                                                                                                                                     

                        PROVIDER:                                                                                                    
                        ABC HEALTH PROVIDER 
                        PO BOX 00000                                                                                         
                        ANYWHERE,SC 00000-0000                                                                                
                                                                                                                                   
               "PLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"                   
               * INDICATES A SPLIT CLAIM                                                        

401        9999999999     0.00 

 1 

(No longer covered by this insurance.) 
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