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Cyan indicates a Required field that must be completed. Otherwise, claim processing may be delayed or
claim may be returned to provider.
[ Green indicates a Conditionally Required field that must be completed when a particular condition is present.
Otherwise, claim processing may be delayed or the claim returned.
Yellow indicates an Optional field; information is helpful but not necessary.
Grey indicates an N/A field that is not applicable to HMSA claims processing.
Asterisk indicates field for which input error is relatively frequent. Take extra care when completing the field.

*

[T ] JPIcA PICA [T T]
— WEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OTHE = NSURED’S I.D. NUMBER (For Program in ltem 1)
= CHAMPUS HEALTH PLAN BLK LUNG _

—— Medicare #) D(Medicaid #) D (Sponsor’s SSN) D (MemberID#I I | (SSN or ID) D (SSN) D (ID)
— |TIf = [NAME (Last Name, First Name, Middle Initial) ATIENT’S EIRTH DATE SEX = [NSURED’S NAME (Last Name, First Name, Middle Initial)
= — | -

= = | v[] e[ 17
— |TIENT'S ADDRESS (No., Street) — ITIENT RELATIONSHIP TO INSURED — PURED’S ADDRESS (No., Street)

[ — | = |f|:| SpouseD ChiIdD OtherD :|
CITY STATE |[ — [TIENT STATUS CITY STATE

— Isingle D Married D Other D
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)
Full-Time Part-Time ( )
( ) Employed Student Student D
HER INSURED’S NAME (Last Name, First Name, Middle Initial) PATIENT’S CONDITION RELATED TO: ISURED’S POLICY GROUP OR FECA NUMBER
HER INSURED’S POLICY OR GROUP NUMBER PLOYMENT? (Current or Previous) URED’S DATE OF BIRTH SEX
MM | DD | YY

[l [ il O O

[HER INSURED’S DATE OF BIRTH SEX

‘DD‘ YY
L O O

?
TO ACCIDENT? PLACE (State)
I:' YES |:| NO

PLOYER’S NAME OR SCHOOL NAME

PLOYER’S NAME OR SCHOOL NAME

HER ACCIDENT?

DYES D NO

URANCE PLAN NAME OR PROGRAM NAME

URANCE PLAN NAME OR PROGRAM NAME

ESERVED FOR LOCAL USE THERE ANOTHER HEALTH BENEFIT PLAN?

]

PATIENT AND INSURED INFORMATION —— > | <—CARRIER—)

| YES D NO If yes, return to and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. — [SURED’S OR AUTHORIZED PERSON’S SIGNATURE | authorize
TIENT'S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical or other information necessary = |yment of medical benefits to the undersigned physician or supplier for
process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment rvices described below.
low.
SIGNED DATE Y
SIGNED
14. DATE OF CURRENT: ILLNESS (First symptom) OR PATIENT HAS HAD SAME OR SIMILAR ILLNESS. TES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM | DD YY INJURY (Accident) OR — |VE FIRST DATE MM | YY = MM, DD MM | DD Yy
| | PREGNANCY (LMP) } I oM } } TO ! }
— |AME OF REFERRING PROVIDER OR OTHER SOURCE = SPITOLIZATION DATES I;I(ELATED TO CURRENT SERVICES
= L ——1——— - - -—— = | | |
— — [NPI oM ! ! TO ! }
— JESERVED FOR LOCAL USE = — UTSIDE LAB? $ CHARGES
= — = ves [Jw |
— GNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 to ltem 24E by Line) j rSBICAID RESUBMISSION ORIGINAL REF. NO
< |
IOR AUTHORIZATION NUMBER
2. el :|_
—_ DATE(S) OF SEFIVICE — — | — ROCEDURES, SERVICES, OR SUPPLIES — — — -4
= E m 2 — = | = [Explain Unusual Circumstances) DIA( S = = |H = RENI E G o
Lrrrerd YY MM DD YY |SE Brro— /HCPCS | MODIFIER PO X $ Ct S fome] PROVI D. # IE
=
I I | ‘ I | | | | ‘ I I | | ] | (v | ] o]
| | I | 1 | | | NPI 8
=
o | | O | [w]| x
I I I I | I I I NP w
-l
| | | | | | | | T o
o
A I N S N N I N | N N B Y %
»n
| | I | | | | | F--d-----=-=-—=-=-=-=-=-—4 o
| i | I i | | | | i | i | | | | | NP o
I I I I I I I I =
<
o o | | | | B0 B o
] I | ] I | | I I I | I | | NP 7]
>
I I
I | I | | I |
N S (R N N A S B L [ [w >
DERAL TAX I.D. NUMBER SSN EIN — [ATIENT'S ACCOUNT NO. — JCEPT ASSIGNMENT? TAL CHARGE OUNT PAID — |ALANCE DUE
f— —— |rgovt. claims, see back) | = ‘
og = =pes [ v =
IGNATURE OF PHYSICIAN OR SUPPLIER — PERVICE FACILITY LOCATION INFORMATION — }LLING PROVIDEFI INFO & PH # ( )
CLUDING DEGREES OR CREDENTIALS f— =
ertify that the statements on the reverse
apply to this bill and are made a part thereof.)
—_— ' — e —
SIGNED DATE = | = = = Y
NUCC Instruction Manual available at: www.Hocc.org — — APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)



1.  Healthcare program 

Required

Select the appropriate program with an "X" in the accompanying box. The "Group Health Plan" box should be marked.

1a.  Insured's ID number*

Required

Enter the HMSA Member ID Number here. Copy this number exactly as it appears on the member's card. Exclude the first three alpha characters (e.g., XLA or XLB) for HMSA member identification numbers. However, include the alpha characters if the member is associated with an out-of-state Blue Cross and Blue Shield plan. Do not include the coverage code number.

Remind patients to show their membership card each time they visit. Use this information to validate your records and for continued membership verification.  You may also want to validate membership by using HHIN or calling Membership Connection.

Leaving this field blank or entering an erroneous number will delay claims processing.

Note:  For FEP and BlueCard, the entire member ID number must be entered, including the three-character prefix. For BlueCard, if the card does not have the suitcase logo or a three-character prefix, the member is enrolled in a plan that is exempt from the BlueCard program. You should submit the claim to the member’s home plan directly.

2.  Patient's name

Required

Enter the patient's legal name - Last Name, First Name, Middle Initial. If the patient is the plan subscriber, the patient's name must be entered exactly as it appears on the HMSA membership card. If the patient is the spouse or a dependent, the exact name should be used as was used when the person enrolled with HMSA. Please do not use nicknames, abbreviations or titles.

3.  Patient's birth date/sex

Required

Indicate the patient's birth date by month, day and year of birth. Date should be entered in the following format: MMDDYYYY (09181995 is preferred; 09-18-1995 or 09 18 1995 also are acceptable; 09/18/1995 is not acceptable). Place an "X" in the appropriate box for gender.

4.  Insured's name

Required

Enter the subscriber's name - Last Name, First Name, Middle Initial. The subscriber's name must match the name on the HMSA membership card.  Do not use nicknames, abbreviations or titles.

5.  Patient's address/telephone

Conditional

DME Ancillary Providers required field (BlueCard and MA programs claims only) - State and ZIP Code must be present.

This item will be used as backup information for verifying the previous data, should there be some discrepancy.

6.  Patient relationship to insured*

Required

Place an "X" in the appropriate box. (Spouse can be the husband or the wife of the plan subscriber.  For example, if the plan subscriber is the wife and the patient is the husband, an "X" should be entered in the "spouse" box.) If omitted, a delay in claims processing will result while information is researched.

7.  Insured's address/telephone

Optional

This item will be used as backup information for verifying the previous entry, should there be some discrepancy. Put "same" if this address is the same as the patient's. 

Note:  For FEP and BlueCard, this information is required.

8.  Patient's status

Conditional

If the patient is employed, mark the appropriate box. Other boxes are optional.

9.  Other insured's name

Conditional

If a "YES" is indicated in Block 11d, enter the needed information in Block 9.  This is important for determining the order of coordinated benefit payment when the patient is covered by more than one health plan (e.g., Medicare and/or private insurance).

Enter the other insured's name (name of the policyholder) - Last Name, First Name, Middle Initial.

9a.  Other insured's policy or group number

Conditional

Enter the policy number of the other insured.

9b.  Other insured's date of birth/sex

Conditional

Enter the date of birth for other insured. Date should be entered in the following format: MMDDYYYY (09181995 is preferred; 09-18-1995 and 09 18 1995 also are acceptable; 09/18/1995 is not acceptable). Indication of gender is optional.

9c.  Employer's name or school name

Optional

Enter the name of the employer or school from which the health benefit plan was provided to the other insured.

9d.  Insurance plan name or program name

Conditional

Enter the name of the insurance plan for the other insured.

10.  Is patient's condition related to:*

Required

An "X" must be entered in either the "YES" or "NO" box for each of the three circumstances listed. If "YES" is marked in any box, enter an "E" diagnosis code as the last diagnosis in Block 21. If "NO" is indicated, and HMSA determines that the condition is related to employment or to an accident, the claim will be delayed while we conduct further research.

Note:  For BlueCard claims, if you enter “YES” in any of the boxes, you must indicate the cause of the accident or injury in Block 19. You must also enter an E diagnosis code as the last diagnosis in Block 21.

10a.  Employment?

Required

Mark "YES" if Workers' Compensation may be involved.  The claim should be filed to  Worker's Compensation.  HMSA will not pay benefits for any services when the patient is entitled to receive benefits from Workers' Compensation.

10b.  Auto accident?

Required

Mark "YES" if motor vehicle insurance may be liable for payment. The claim should be filed to the motor vehicle insurance carrier.  HMSA will pay only if motor vehicle insurance benefits are denied or exhausted.  HMSA will not pay benefits for any services when the patient is entitled to receive benefits from his or her Motor Vehicle Insurance coverage. Also enter the two-character abbreviation for the state in which the accident took place (e.g., HI for Hawaii).

10c. Other accident?

Required

Mark "YES" for accidents for which neither 10a nor 10b applies. HMSA will determine if there is any potential  Third Party Liability.  HMSA will not pay benefits for any services when the patient is entitled to receive benefits from a third party who is responsible for the patient's injuries. 

10d. Other carrier information

Optional

Use this block to indicate attachment of information related to coverage by a third insurance.  Other carrier payment amounts must be entered in Column 24F.

11.  Insured's policy group or FECA number

N/A

This field is not applicable to HMSA.

Note:  For BlueCard, enter the insured’s group number.  This number can be found on the membership card.

11a.  Insured's date of birth/sex

N/A	

This field is not applicable to HMSA.

Note:  For BlueCard, enter the insured’s date of birth (four-digit year) and gender.  This is particularly important if the patient if not the subscriber of the plan.

11b.  Employer's name or school name

N/A

This field is not applicable to HMSA.

Note:  For BlueCard, enter the name of the insured’s employer or school.

11c.  Insurance plan name or program name

N/A

This field is not applicable to HMSA.

Note:  For BlueCard, enter the name of the out-of-area Blue Cross and Blue Shield plan.

11d.  Is there another health benefit plan?*

Required

An "X" must be entered in either the "YES" or "NO" box. If "YES" is indicated, then complete the information in Blocks 9, 9a, 9b and 9d. If "NO" is indicated, and HMSA determines the existence of coverage by another carrier, the claim will be delayed for other carrier payment research.

12.  Patient's or authorized person's signature

N/A

This field is not applicable to HMSA. HMSA does not accept assignment of benefits.  HMSA makes payment only to members and participating providers.

13.  Insured's or authorized person's signature

N/A

This field is not applicable to HMSA. HMSA does not accept assignment of benefits.  HMSA makes payment only to members and participating providers.

14.  Date of current (also known as onset date)

Required

Enter the date the first symptoms of this episode of illness appeared. If the exact date is unknown, an approximate date may be entered. 

For accident-related services give the date the accident occurred. 

For maternity-related services, give the date of the last menstrual period (LMP). 

The date should be entered in the following format: MMDDYY (091804 is preferred; 09-18-04 or 09 18 04 also are acceptable; 09/18/04 is not acceptable).

15.  If patient has had same or similar Illness, give first date

N/A

This field is not applicable to HMSA.

16.  Dates patient unable to work in current occupation

N/A

This field is not applicable to HMSA.

17.  Name of referring (or ordering) physician*

Conditional

DME, ICL and Special Pharmacy Ancillary Providers required field (BlueCard claims only) - Provider's name and NPI must be present.

This field is required whenever a patient is referred to you for service. Do not list the physician who previously treated the patient if there is no referral from that physician. 

The name of the referring (or ordering) physician is always required for laboratory or X-ray services, physical therapy, speech therapy, home IV therapy/infusion and consultations.  It is also required when a pharmacy is dispensing injectable drugs or when a DME supplier is dispensing DME equipment.

In addition, for patients covered by an HMO plan, referrals are often required for services rendered outside the patient's health center. See  HMO Referrals for more information.

Enter the provider's first name, middle name, and last name. Do not include any title or educational degree. If there's no referring provider, leave this field blank.


17a.  ID number of referring (or ordering) physician

Optional

This field has changed from the previous version of the CMS 1500 Claim Form.  The field is now a shaded field in the top portion of the block.

For the name given in Block 17, enter the HMSA provider number (legacy number), if known. If the number is not known, leave this block blank; do not enter any non-HMSA provider number. If entered, the HMSA provider number must consist of 10 digits, generally including an alphabetic character. If an alphabetic character is part of the provider number, it should be listed in the third position. Zeros may be used before the alphabetic character and between the alphabetic character and the remaining digits for a standard of 10 digits. Do not separate the check digit from the remaining numbers with a space or hyphen. For example, number A1234-5 should be entered as 00A0012345.

17b.  NPI number of referring (or ordering) physician

Conditional
 
This is a new field that has been added.  The field is the unshaded field in the bottom portion of the block.

DME, ICL and Special Pharmacy Ancillary Providers required field (BlueCard and MA programs claims only) - Provider's name and NPI must be present.

For the name given in Block 17, the NPI number, if known, may be entered.  If the number is not known, leave this block blank; do not enter a legacy provider number in this space.

18.  Hospitalization dates related to current services

Conditional

The patient's admission date is required for any service rendered on an inpatient basis (e.g., hospital visits). Date should be entered in the following format: MMDDYY (091804 is preferred; 09-18-04 and 09 18 04 also are acceptable; 09/18/04 is not acceptable).

19.  Reserved for local use

Conditionally required

Required for replacement, resubmission, and void claims. Indicate text explaining reason for corrected claim or attachments For other claims, this space can be used to document the patient's chief complaint, explain how the patient meets risk criteria or provide information about an accident. If a certificate of medical necessity is required for a DME item, this space should include a note that the CMN is attached. Any additional information that may be needed may be attached on a separate sheet.

Note:  For BlueCard, enter the full details of any accident or injury (cause, place, etc.) referenced in Block 10 and/or the patient’s chief complaint.

20.  Outside lab?

Optional

Place an "X" in the appropriate box. 

Note:  In most cases this field is not applicable to HMSA. When an HMSA member is referred to a lab for services, the lab will bill HMSA directly.  It is not necessary for the physician to indicate this on the claim.

21.  Diagnosis or nature of illness or injury*

Required

This field has changed from the previous version of the CMS 1500 Claim Form.  The lengths of the diagnosis lines have changed to accommodate future implementation of ICD-10.

The diagnosis code should be entered with the first three digits to the left of the decimal point.  It is not necessary to type in the decimal point itself, since it is already printed on the form.  You may simply leave a space.  The remaining digits (if any), should follow the decimal.  If entering a code with more than three beginning digits (e.g., certain E codes), enter the fourth digit directly over (on top of) the period.  

Examples:  998.59___     790.6____     496._____     V18.0____    E8788____

Illness:  Enter the appropriate ICD-9-CM diagnosis code(s) to describe the illness.

Always list the primary diagnosis as item 1. If the diagnosis is unknown, list the primary symptom or chief complaint. 

Do not list “rule out” diagnoses.

List only those diagnoses that substantially relate to the treatment rendered. Do not list historical diagnoses. 

Be sure the diagnosis is appropriate to the gender and age of the patient.

Injury:  Enter the appropriate ICD-9-CM diagnosis code(s) (no more than three) to describe the injury and where it occurred.  More information may be entered in Block 19 to explain the circumstances of the injury.

Injuries where a third party may be responsible for payment:  If the injury is the result of an accident for which a third party may be financially responsible, enter one of the "E" codes listed below to indicate the location where the injury occurred.  The "E" code should be the last code entered in Block 21.

E849.0 - Home 
E849.1 - Farm 
E849.2 - Mine/quarry 
E849.3 - Industrial place and premises 
E849.4 - Place for recreation and sport 
E849.5 - Street and highway 
E849.6 - Public building 
E849.7 - Residential institution 
E849.8 - Other specified places (please specify in Block 19) 
E849.9 - Unspecified place 

You do not need to include any other information about the accident on the claim form; HMSA will ask the member directly for details about the accident.

Injuries where a third party is not responsible for payment: If a third party is not financially responsible for the accident, list an "E" code that describes the circumstances of the injury (refer to your ICD-9-CM manual). For example, if a child was stung by a bee and began to have difficulty breathing, thus requiring medical care, the appropriate "E" code to use is E905.3.  As mentioned above, an "E" code should always be the last diagnosis code listed in Block 21.

22.  Medicaid resubmission

Conditionally required

Required for replacement, resubmisison and void claims. Indicate Code = "7" (replacement) or "8" (void). Original RefNo must contain Original HMSA Claim ID. Please refer to your RTP (shown just below the member ID) or HHIN to obtain the Oroginal HMSA Claim ID.

23.  Prior authorization number

Conditional

Enter the precertification number issued by HMSA or its designated agent in this block when precertification had been given for services that require precertification.

For home IV therapy/infusion, therapy that exceeds the standard duration or nursing care visits during the extended therapy period must be precertified.

Note:  This block is not applicable for BlueCard.

24 (Refer also to separate instructions for 24A through 24J.)

The 24 blocks have been changed from the previous version of the CMS 1500 Claim Form.  Each claim line on the form has a shaded upper portion and an unshaded lower portion. Do not attempt to use the upper and lower portions of each claim line independently to create additional service lines. Doing so will cause incomplete or inaccurate processing of your claims. Most text should be entered on the lower, unshaded portion of the service line. (Exceptions are noted below.)

24a.  Date(s) of service

Required

Enter the date of service for each procedure or service provided, using the "From" date portion. (If both "From" and "To" dates are used, the same date should be used.) 

Each service must be entered on a separate line. 

	For global surgical services, enter the date of surgery. 

	For global maternity services, enter the date of delivery. 

Dates should be entered in the following format: MMDDYY (091804 is preferred; 09-18-04 and 09 18 04 are also acceptable; 09/18/04 is not acceptable).

Do not bill for services not yet rendered (e.g., future dates).

24b.  Place of service (POS)*

This column has been changed from the previous version of the CMS 1500 claim form.

Required

Enter the appropriate code for each procedure or service provided. Use the two-digit POS codes specified by CMS.  See  Place of Service (POS) Codes for more information. 

Be sure the POS code matches the service provided.  For example an office visit should be billed with POS 11, while a hospital visit should be billed with POS 21.

Note:  For medical pharmacies please use the following POS codes when dispensing injectable drugs and vaccines.  Use POS code 11 (office) if the drug or vaccine is administered at the pharmacy or if the patient will be taking the drug or vaccine to the physician’s office for administration.  Use place of service code 12 (home) if the patient will be self-administering the drug at home.  For DME items to be used in the patient’s home, use POS code 12 (home).

24c.  EMG (emergency indicator)

This column has been changed from the previous version of the CMS 1500 claim form.
		
N/A

Not required by HMSA.

24d.  Procedures, services or supplies*

This column has been changed from the previous version of the CMS 1500 claim form.  To the right of the solid vertical line, additional space has been added to accommodate up to four modifier codes.

Required

Enter the CPT or HCPCS procedure code for each service. Please use current codes.

Enter only one procedure code per service line.

When applicable, enter one or more two-digit modifiers, as found in CPT or HCPCS, in the spaces to the right of the procedure code. If more than one modifier is needed to describe the particular service rendered, enter modifier 99 (multiple modifiers) in the first space, followed by up to three additional modifiers.

	S9999  Enter this code to indicate tax (optional). Tax should be billed based on the provider's actual charge. If the provider charges in excess of HMSA's eligible, the tax amount will be adjusted and the adjustment will be reported on the Report to Provider.

	Z9014  Enter this code to indicate “Less paid by other carrier.” This code may only be used on hard-copy claims. Do not use the code on EDI claims.

Drugs

When billing for injectable drugs, please select the specific HCPCS code. When a specific HCPCS J code is used, the NDC number is not required. If a specific J code does not exist, use an unclassified code (e.g., J3490) and indicate the NDC number in the shaded area above the code.

The shaded area above the codes may also be used to provide other supplementary information as needed to explain the use of the code.

24e.  Diagnosis pointer*

Required

Enter the supporting indicator reference number (1, 2, 3 or 4) from Block 21 for each procedure or service.  Enter the single number that best supports the service.  If left blank, the number is assumed to be "1."

24f.  $ Charges

Required

Enter a charge for each procedure or service.

Amounts of $0.00 cannot be accepted.

Amounts for tax (code S9999) and "Less Paid by Other Carrier" (code Z9014) should also be entered if applicable. 

Enter amounts in the standard dollars-and-cents format, including the decimal point (e.g., 48.00, not 4800).

24g.  Days or units*

Required

Enter the number of services, visits, days or units applicable to each service line. If left blank, the number is assumed to be "1."

For anesthesia services, enter the appropriate duration in total minutes. For example, for 4 hours and 15 minutes, enter 255. 

For injectable drugs with specific J codes, enter the number of units based on the HCPCS description of the J code used.  For example, if the HCPCS description is per 100 ml, and you administer 200 ml, the number of units is 2.

For injectable drugs that do not have a specific J code, the number of units will vary depending on the product and how it is dispensed.  (See Billing for Drugs.)  For example if the product is to be billed by milliliters, and you have dispensed 200 ml, the number of units in the unit column is 200.  

24h.  ESPDT - family planning

N/A

This field not applicable to HMSA's private business plans.

24i.  ID Qualifier

This column has been changed from the previous version of the CMS 1500 claim form. The column is used to designate whether the NPI is used or a legacy ID number is used for the ID number shown in 24j.

N/A  

This field is not applicable to HMSA.

24j.  Rendering provider number

This column has been changed from the previous version of the CMS 1500 claim form.

N/A

This field is not applicable to HMSA.  HMSA does not require the entry of individual provider numbers by line.  Each claim submitted should represent the services provided by a single provider only.  The provider’s ID number should be entered in block 33.

25.  Federal tax ID number

N/A

This field is not applicable to HMSA.

Note:  For BlueCard, please indicate the provider’s Federal Tax ID number.

26.  Patient's account number

Optional

If a provider includes a patient account number, this information will be reflected on the participating provider's Report to Provider.  This information can be helpful in posting patient accounts. 

27.  Accept assignment?

N/A

This field is not applicable to HMSA. HMSA does not accept assignment of benefits. HMSA makes payment only to members and participating providers.

Note:  For BlueCard, please indicate whether the provider accepts Medicare assignment.  This block is required for HMSA to pay out-of-area Blue Cross and Blue Shield claims at the appropriate benefit level for patients who are also eligible for Medicare benefits.

28.  Total charge*

Required

Enter the total of all charges on the claim from Column 24F. This sum includes the charges for each procedure or service and tax (HCPCS code S9999) minus the amount for "Less Paid by Other Carrier" (local code Z9014). Please double-check arithmetic to avoid errors as the claim will be rejected if the sum does not equal the line item charges.

When preparing a multi-page claim, you may enter the word "continued" in Block 28 of the first page and the total charge for both pages in Block 28 of the second page. See  Multi-page Claims for more information.

29.  Amount paid

N/A

This field is not applicable to HMSA.

30.  Balance due

N/A

This field is not applicable to HMSA.

Note:  For BlueCard, enter the balance due (including the total of all charges and tax).

31.  Signature of physician or supplier*

Required

The provider of an authorized agent must sign here. Legibility is essential. If a signature stamp is used, it must be initialed by the provider or authorized agent. The authorized agent's signature must be on file with HMSA. For more information see  Agent Authorization.

32.  Name and address of facility where services were rendered

Conditional

DME Ancillary Providers required field (BlueCard and MA programs claims only) - State and ZIP must be present.

If the service is rendered in a hospital, skilled nursing facility or an intermediate care facility, enter the name of the facility and address. 

32a.  Optional for hard-copy claims.

32b.  Optional for hard-copy claims. The HMSA provider number must consist of 10 digits, generally including an alphabetic character. If an alphabetic character is part of the provider number, it should be listed in the third position. Zeros may be used before the alphabetic character and between the alphabetic character and the remaining digits for a standard of 10 digits.  Do not separate the check digit from the remaining numbers with a space or hyphen. For example, number A1234-5 should be entered as 00A0012345. Important: Do not enter a two-digit ID qualifier as indicated in the NUCC instructions. The addition of a two-digit qualifier will cause delays in claims processing.

33.  Physician's, supplier's billing name, address, ZIP code and phone*

Required

Name and address

Enter the provider's name and the address/location where the services were rendered (e.g., street address and suite number).  The phone number is optional, but may be helpful.

33a.  Optional for hard-copy claims.

33b.  

Required.

Enter the provider’s HMSA number. The HMSA provider number must consist of 10 digits, generally including an alphabetic character. If an alphabetic character is part of the provider number, it should be listed in the third position. Zeros may be used before the alphabetic character and between the alphabetic character and the remaining digits for a standard of 10 digits. Do not separate the check digit from the remaining numbers with a space or hyphen. For example, number A1234-5 should be entered as 00A0012345. Important: Do not enter a two-digit ID qualifier as indicated in the NUCC instructions. The addition of a two-digit qualifier will cause delays in claims processing.


