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Claims Filing Tips

Claim forms that are submitted with incomplete or incorrect information hinder timely claims payment. Your
office can expedite claims resolution by submitting claims that are filled out correctly and completely. Please see
the following tips for completing and submitting the HCFA 1500 Claim Form.

= All blocks on the claim form(s) must be accurately completed to permit timely claims processing.

= When billing TRICARE as a secondary payer, you must include an Explanation of Benefits (EOB) from
the primary carrier.

= Contact your Provider Relations Representative with any changes to your Tax Identification Number
(TIN) or address information immediately. Any change in your information requires action within
PGBA’s computer system to ensure proper processing and accounting for your facility.

Inside is a more detailed guidance for specified areas of the HCFA 1500 claim form.

Important Phone Numbers/Addresses

Puerto Rico Call Center

Humana Military Healthcare Services
PO Box 195519
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Guidance on HCFA 1500 Claim Form Completion

HCFA Field #1-A — INSURED’S ID NUMBER

Make sure that you enter the sponsor’s 9-digit Social
Security Number. All eligibility information and
processing depends upon the correct name and Social
Security Number of the sponsor or “insured.” We
recommend that you keep A copy of the patient
identification card (front and back) in your file for
reference purposes. It provides the sponsor’s identifying
information, as well as eligibility information on the
individual patient.

HCFA Field #4 — INSURED’S NAME

The name of the person in whose name the insurance is
carried. For TRICARE submissions, the insured will
always be the Military sponsor.

HCFA Field #9 — OTHER INSURED’S NAME

Enter the name of the TRICARE beneficiary who is
insured by primary health insurance (OHI) in Field #9.
Make sure that fields 9A-9D are answered. Field 9D,
“Insurance Plan Name” is especially important.
Information on supplemental insurance policies should
not be included here.

HCFA Field #10-B and C

If the patient’s condition or injury resulted from an
accident, you must include details of the accident to
assist in processing the claim through subrogation or
third party liability process. Include information such as
when, where and how the accident occurred.

HCFA Field #11-D - HEALTH

BENEFIT PLAN?

Field #11-D cannot be left blank and must be checked
“YES” (if the patient has coverage which is primary to
TRICARE) or “NO” (if the patient truly has no other
health insurance or only a TRICARE supplement). Note:
If the patient has other health insurance through work, a
private policy or entitlement, that insurance must be
billed and adjudicated before submission to PGBA. An
Explanation of Benefits from the primary carrier must
be included with the claim submitted for TRICARE
benefits.

HCFA Field #17 — REFERRING PHYSICIAN
When billing for a consultation, you must include the

referring physician’s name or Tax Identification Number
in this field.

HCFA Field #21

Enter diagnosis codes on lines 1,2,3 and 4, using the
International Classification of Diseases, Ninth Revision
(ICD-9-CM). These codes are updated annually and
sometimes require a 4th or 5th digit to process correctly.
Each code must agree with the patients age and sex, and
with the procedure performed.

HCFA Field #23 —

PREAUTHORIZATION NUMBER

Failure to obtain required preauthorization will result in
a denial to the provider.

HCFA Field #24D — PROCEDURES, SERVICES OR
SUPPLIES

Describe service(s) rendered to patient, using the
American Medical Association’s current Physician’s
Current Procedural Terminology, CPT coding, including
a written description. Ambulance, DME, and Home IV
Therapy should be billed using HCPC codes (HCFA
Common Procedure Codes). These codes are updated
annually and may require detailed medical records. Each
code must agree with the patients age and sex, and with
the diagnosis submitted. When a piece of equipment is
rented, please indicate with the modifier “RR.”

HCFA Field #25 — FEDERAL TAX ID NUMBER
Include the proper TAX ID Number on each claim. If
you maintain two or more offices, and you know the
three digit suffix for each “satellite” office, you can
improve both the speed and accuracy of your claims
resolution by adding the correct suffix onto your Tax
Identification Number (TIN).

HCFA Field #27 — ACCEPT ASSIGNMENT?

Network providers must accept assignment on every
claim. Reimbursement is not to be collected up front
from the beneficiary for covered services. Your payment
is based on your negotiated contract rate and you will
receive payments from TRICARE.

HCFA Field #31 — SIGNATURE OF PHYSICIAN OR
SUPPLIER

The name of the rendering (or “hands on”) provider is
required on all HCFA 1500 forms. This information can
be placed in either Field #24-K or Field #31. Although it
is only necessary to identify the physician or supplier by
name, you can facilitate faster claim processing by
including the rendering provider’s Social Security
Number as well. Make sure the first name, last name,
and title and included and legible



Guidance on HCFA 1500 Claim Form Completion

HCFA Field #32 — NAME AND ADDRESS

OF FACILITY WHERE SERVICES

WERE RENDERED

Field #32 must be used to identify the physical address
of the site where services were rendered. This field is
required to complete claims processing.

HCFA Field # 33 — PHYSICIAN’S, SUPPLIER’S
BILLING NAME, ADDRESS, ZIP CODE AND
PHONE NUMBER

Field #33 should identify the provider’s billing or “pay
to” address where payment should be sent.
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