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STATE OF SOUTHCAROLINA - CONFIDENTIAL COMPLAINT

DEPARTMENT OF HEALTH
AND HUMAN SERVICES

SEND TO: DIRECTOR, DIVISION OF PROGRAM INTEGRITY
DEPARTMENT OF HEALTH AND HUMAN SERVICES
P.O. BOX 100210, 1801 MAIN STREET, COLUMBIA, SOUTH CAROLINA 29202-3210

PROGRAM INTEGRITY

THIS REPORT IS DESIGNED FOR THE REPORTING OF POSSIBLE ABUSE BY MEDICAID PROVIDERS
AND/OR RECIPIENTS. USE THE SPACE BELOW TO EXPLAIN IN DETAIL YOUR COMPLAINT. PLEASE
IDENTIFY YOURSELF AND WHERE YOU CAN BE REACHED FOR FUTURE REFERENCES. UNLESS
OTHERWISE INDICATED, ALL INFORMATION SHOULD BE PRINTED OR TYPED.

YOUR COMPLAINT WILL REMAIN CONFIDENTIAL.

SUSPECTED INDIVIDUAL OR INDIVIDUALS:

NPI or MEDICAID PROVIDER ID: (if applicable) MEDICAID RECIPIENT ID NUMBER: (if applicable)

ADDRESS OF SUSPECT: LOCATION OF INCIDENT:

DATE OF INCIDENT:

COMPLAINT:

NAME OF PERSON REPORTING: (Please print) SIGNATURE OF PERSON REPORTING: DATE OF REPORT

ADDRESS OF PERSON REPORTING: TELEPHONE NUMBER OF PERSON REPORTING:

SIGNATURE: (SCDHHS Representative Receiving Report)

SCDHHS Form 126 (revised 06/07)

I South Carolina Department of Health and Human Services - Claim Adjustment Form 130 I

Frovider Name. (Please use black or blue ink when completng form)

Prowder Address :







South Carolina Department of Health and Human Services
Form for Medicaid Refunds

Purpose: This form is to be used for all refund checks made to Medicaid. This form gives the information needed to properly
account for the refund. If the form is incomplete, the provider will be contacted for the additional information.

Items 1, 2 or 3,4, 5, 6, & 7 must be completed. Attach appropriate document(s) as listed in item 8.
1. Provider Name:

2. Medicaid Legacy Provider # D D D D D D

(Six Characters)

o AOOOOOOO0O0O e maenemy OOOOO00O0O000

6. Reason for Refund: [check appropriate box]

D Other Insurance Paid (please complete a — f below and attach insurance EOMB)
Type of Insurance: ( ) Accident/Auto Liability ( ) Health/Hospitalization

Insurance Company Name
Policy #:
Policyholder:
Group Name/Group:
Amount Insurance Paid:

D Medicare

( )} Full payment made by Medicare
( ) Deductible not due
( } Adjustment made by Medicare

-t Qon oW

D Requested by DHHS (please attach a copy of the request)

D Other, describe in detail reason for refund:

7. Patient/Service Identification:

Patient Name Medicaid [.D.# Date(s) of Amount of Amount of
(10 digits) Service Medicaid Payment Refund

8. Attachment(s): [Check appropriate box]

D Medicaid Remittance Advice (required)

[:I Explanation of Benefits (EOMB) from Insurance Company (if applicable)
D Explanation of Benefits (EOMB) from Medicare (if applicable)

] Refund check

Make all checks payable to: South Carolina Department of Health and Human Services
Mail to: SC Department of Health and Human Services

Cash Receipts

Post Office Box 8355

Columbia, SC 29202-8355

DHHS Form 205 (01/08)
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i' SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
#

-,,? ESRD ENROLLMENT FOR MEDICAID BENEFICIARIES
PART I — PATIENT INFORMATION |
Name: Date of Birth: Social Security No:
Address: Medicaid ID No: Medicare Eligible?
STREET OR RFD Medicare Application Submitted?
CITY STATE ZIP CODE Yes Date:
County: Medicare No: Effective Date: Medicare Denied?
O Yes O No
REASON FOR DENIAL:

| PART II - TREATMENT INFORMATION — DIALYSIS

Date of First Treatment:

Transplant Candidate?
O Yes ] No

Name of Facility Transferred From:

Mode of Treatment:
O HEMODIALYSIS

Home Dialysis:

TYPE:
[0 PERITONEAL DIALYSIS
SUPPLIER:
[0 SELF DIALYSIS
| PART I1I - MEDICAL TRANSPORTATION \
Reimbursed by DSS? Provider of Transportation:
O Yes 0 No
| ESRD PROVIDER INFORMATION DHHS USE ONLY \

Clinic Name:

ESRD Enrolled:

NPI or Medicaid Provider ID:

Code:

Physician’s Name:

Effective Date:

Form Completed By: Approved By:
NAME TELEPHONE NO.
Date Approved:
TITLE DATE
Mail To: ESRD SERVICES Comments:
SCDHHS
PO BOX 8206

COLUMBIA, SC 29202-8206

DHHS 218 (June 2007)

Replaces HHSFC 218 (Apr 1986), which is obsolete.



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

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:
I1 CHANGES TO AN INSURANCE RECORD THAT IS IN THE MMIS — MIVS SHALL WORK WITHIN 5 DAYS

___a. Dbeneficiary 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. bencficiary 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




State of South Caroling

Depaetment of Healtly aud Homan Services

CONSENT FOR STERILIZATION

NOTICE: YOUR DECISION AT ANY TIME NOT TO BE STERILIZED WILL NOT RESULT IN THE WITHDRAWAL OR WITHHOLDING OF ANY
BENEFITS PROVIDED BY PROGRAMS OR PROJECTS RECEIVING FEDERAL FUNDS.

B CONSENT TO STERILIZATION W

| have asked for and received information about sterilization from
. When | first asked

Doctor or Clinic
for the information, | was told that the decision to be sterilized is completely up
to me. | was told tha | could decide nct to be sterilized. If | decide not to be
sterilized, my decision will not affect my nght to future care or treatment. | will
not lose any help or benefits from progrems receiving Federal funds, such as
Temporary Assistance for Needy Families (TANF) or Medicaid that | am now
getting or for which | may become eligible.

| UNDER ST AND THAT THE STERILIZATION MUST BE CONSIDERED
PERMANENT AND NOT REVERSIBLE. | HAVE DECIDED THAT | DO
NOT WANT TO BECOME PREGMNANT, BEAR CHILDREMN OR FATHER
CHILDREN.

| wias told about those temporary methods of birth control that are available
and could be provided to me which will allow me to bear or father a child in the
future. | have rejected these dternaves and chosen to be sterilized.

| understand that | will be sterlized by an cperation known as a

_The discomforts, risks

Specify Type of Operation

and benefits associated with the operation have been explained to me. All my
quections have been answered to my satisfaction .

| understand that the operation will not be done until at least thirty days after |
sign this form. | understand that | can change my mind at any time and tha my
decision at any time not to be sterilized will not result in the withholding of any
benefits or medcd services provided by federally funded programs.

| am at least 21 years of age and was born on:

Daie
I , hereby consent of my own

free will to be sterilized by

Doctor or Clinic
by a method called My
Specily Type of Cperafion
consent expires 180 days from the date of my signature below,
| also consent to the release of this form and ather medical records about the
aperation to:
Reprazentatives of the Department of Health and Human Sarvices, of
Employees of programs or projects funded by the Department but only for
determining if Federal |aws were obsarved,
| have received a copy of this form.

onature Dale

Medicaid 1D
You are requested to supply the folowing information, but it is not required:
{Eihnicity and Race Designalion) (please check)
Ethacity: Race (mark ane or more).
[ Hispanic or Latino DAmerican Indian or Alaska Mative
[ net Hispanic or Latino [JAsian
[ Biack or African American
[ Mative Hawaian or Other Pacific | slander

O vvhite
H INTERPRETER'S STATEMENT B

If an interpreter is provided to assist the individual to be sterilized.

| have translated the information and advice presented orally to the in-
dividual to be sterlized by the person obtaining this consent. | have also read
him/er the consent form in
language and explained its contents to himfher. To the best of my knowledge
and belief he/she understood this explanation

Inferpreler's Signafure Data

DHHS 1723 (06/2010)

B STATENMENT OF PERSON OBTAINING CONSENT W

Baiors signed the

Name of Individual
cansentform, | explained to him/er the nature of sterilzation operation

,the fact that it is

Spechy Tvoe of Lperalion

intended to be a final and irreversible procedure and the discomforts, risks and
benefits associated with it.

| counseled the individual to be sterilized that alternative methods of birth
control are available which are temporary. | explained that sterlization is
different because it is permanent. | informead the individual to be sterilized that
hisfher consent can be withdrawn at any time and that hefshe will not lose any
health services or amy benefits provided by Federal funds

To the best of my knowledge and belief the individual to be sterilized 15 at
least 21 years dld and appears mentally competent. HelShe knowingly and
woluntarily requested to be sterilized and appears to understand the nature and
consaqueances of the procedure.

Signature of Person Oblaining Consent Dals

Faciity

Address

W PHYSICIAN'S STATEMENT B
Shartly before | perfarmed a sterilization operation upon

on
Nam of Individual Date of Steriization

| explaned to himer the nature of the sterilization operation
,the fact that itis

Specify Twpe of Cperation
intended to be afinal and irreversible procedure and the discomforts, risks and
benefits associated with it

| counseled the individual to be sterilized that alternative methods of hirth
control are avallable which are temporary. | explained that sterilization is
different because it is permanent.

| informed the indwidual to be sterilized that his/ner consent can be
withdrawn at any time and that hefshe will not lose any health services or
benefits provided by Federal funds

To the best of my knowledge and belief the individual to be stenlized is at
least 21 years old and appears mentally competent. He/She knovangly and
voluntarily requested to be sterlized and appeared to understand the nature
and consequences of the procedure.

(Instructions for use of alternative final paragraph. Use the first
paragraph below except in the case of premature delivery or emergency
abdominal surgery where the sterlization is performed less than 30 days after
the date of the individual’s signature on the consent form. In those cases, the
second paragraph below must be used. Cross out the paragraph which is not
used )

{1} At least thirty days have passed between the date of the individual's
signature on this consent form and the date the sterilization was performed.

{2) This sterilizetion was performed less than 30 days but more than 72
hours &'ter the date of the individual's signature on this consent form because
of the following circumstances {check applicable box and fill in information
requested);

Premature delivery
Individual's expected date of delivery:
Emergency abdominal surgery (describe circumstancas):

Physician’'s Signalure Dafe



SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
REASONABLE EFFORT DOCUMENTATION

PROVIDER DOS

NPI or MEDICAID PROVIDER ID

MEDICAID BENEFICIARY NAME

MEDICAID BENEFICIARY ID#

INSURANCE COMPANY NAME

POLICYHOLDER

POLICY NUMBER

ORIGINAL DATE FILED TO INSURANCE COMPANY

DATE OF FOLLOW UP ACTIVITY

RESULT:

FURTHER ACTION TAKEN:

DATE OF SECOND FOLLOW UP

RESULT:

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

(SIGNATURE AND DATE)

ATTACH A COPY OF THE FORM TO A NEW CLAIM AND FORWARD TO YOUR MEDICAID CLAIMS
PROCESSING POST OFFICE BOX.

Revised 04/2014



South Carolina Department of Health and Human Services
Electronic Funds Transfer (EFT) Authorization Agreement

PROVIDER INFORMATION
Provider Name

Deing Business As Name (DBA)
Provider Address

Street
City State/Province
Zip Code/Fostal Code Medicaid Provider Mumber

Provider Federal Identification Number (TIN) or
Employer |dentification Number (EIN)

National Provider Identifier (NPI)

Provider EFT Contact Infarmation
Provider Contact Name

Telephone Mumber Telephone Number Extension

Email Address

FINANCIAL INSTITUTION INFORMATION
Financial Institution Name
Financial Institution Address
Street
City State/Province

Zip Code/Postal Code
Financial Institution Routing Number

Type of Account at Financial Institution (select one) [0 Checking [J Savings

Provider's Account Number with Financial Institution

Account Number Linkage to Provider Identifier (select one)
[ Provider Tax Identification Number (TIN)

[J National Provider Identifier (NPIy
REASON FOR SUBMISSION: [ New Enrolliment [ Change Enrcliment [ Cancel Enroliment
| {(we) hereby authorize the Department of Health and Human Services to initiate credit enfries and to initiate, if necessary, debit entries for any credit entries in error to my
account indicated above and the financial institution named above, to credit andfor debit the same to such account These credit entries will pertain only to the Department of
Health and Human Services payment obligations resulting from Medicaid services rendered by the provider.
| (we) understand that credit entries to the account of the above named payee are done with the understanding that payment will be from federal andfor state funds and that any
false clams, statements or documents or concealments of a matenal fact, may be prose cuted under applicable federal or state laws.
| (we) certify that the information shown is correct. | (we) agree to provide thity (30) days written notice to the address shown below prior to revoking or revising this
authorization.

All EFT requests are subject to a 15-day pre-certification period in which all accounts are verified by the qualifying financial institution
before any Medicaid direct deposits are made.

Written Signature of Person Submitting Enroliment

Printed Name of Person Submitting Enroliment

Submission Date

TO PROCESS YOUR EFT ENROLLMENT OR CHANGE EXISTING INFORMATION, PLEASE RETURN THIS COMPLETED FORM ALONG
WITH VERIFICATION OF YOUR ELECTRONIC DEPOSIT INFORMATION ON YOUR FINANCIAL INSTITUTION'S LETTERHEAD TO:

Department of Health and Human Services
Medicaid Provider Enrollment
P.O. BOX 8809, COLUMBIA, S.C. 29202-8809
FAX (803) 870-9022

SPECIAL INSTRUCTIONS: For questions regarding the status of your EFT enroliment, please contact the Provider Service Center at 1-888-289-0709. Please refer to the
Electronic Funds Transfer (EFT) section of the Provider Enroliment manual found on the SCOHHS Provider web page for instructions on how to complete updates to your
EFT information.

Effective January 01, 2014, providers have the capability to link their EFT payment transaction with their electronic remittance advice (ERA) via a matching EFT Reassociation
Trace Number. This trace number will automatically be included in your SCOHHS electronic remittance advice. In order for this matching reassociation trace number to
appear in your EFT notification, you must contact your financial institution and request the addition of this information. Any questions regarding this matching trace number
and your ERA can be directed to the Provider Service Center at 1-888-289-0709.

EFT Enroliment Form Revision Date: January 1, 2014






South Carolina Department of Health and Human Services
Duplicate Remittance Advice Request Form

Purpose: This form is to be used for all requests for duplicate remittance advices from South
Carolina Medicaid. The form must be completed in its entirety in order to honor the request. If the
form is incomplete, the form will be returned requesting the additional information.

Please contact the SCDHHS Medicaid Provider Service Center (P5C) at 1-888-289-0709 or submit
an online inquiry at http://www.scdhhs.gov/contact-us for instructions on submission of your

request,
1. Provider Name:
7.8 Medicaid Legacy Provider # (Six Characters)
NPI# & Taxonomy
3. Person to Contact: 4. Telephone Number:
71 Requesting:
[0 Remittance Advice Pages [0 Edit Correction Form (ECF)
Pages Only*
(*) ECFs are available only for Remittance Advice dates prior to January 17, 2014. Please note that
SCDHHS no longer accepts ECFs for processing as of April 1, 2014.
6. Please list the date(s) of the remittance advice for which you are requesting a duplicate copy:
Note: Remittance advices are available electronically through the Web Tool. Please check
the Web Tool for the availability of the remittance advice date before submitting your
request.
7 Street Address for delivery of request:
Street:
City:
State:
Zip Code:
8. Charges for duplicate remittance advice(s) are as follows:

Request Processing Fee - $20.00

Page(s) copied - .20 per page

I understand and acknowledge that a charge is associated with this request and will be deducted
from my provider's payment by debit adjustment on a future remittance advice.

Authorizing Signature Date

SCDHHS (Revised 04/01/14)
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HEALTH INSURANCE CLAIM FORM Sample Claim Showing NDC

APPROVED BY NATIOMAL UNIFORM CLAIM COMMITTEE (NUCC) 02M2

o | N

1. MEDICARE MEDNCAID TRICARE CHAMPYA OTHEA | 1a. INSURED'S L.D. NUMBER (For Progmm in lam 1)
] x| ] I D;‘;“‘“‘“ m"‘mm 1234567890

& PATIENT'S NAME (Last Nema, First Name, Midde Iniial) awgﬂm BEX 4. INSURELD'S NAME (Last Nama, First Neme, Midde
DOE JOHN A P Wu[j e[ ]
5. PATIENT'S ADDRESS (No., Burest) 6. PATIENT RELATIOMESHIP TO INSURED 7. INBURED'S ADDRESS (No., Brest)

CImY STATE | 8. REBERVED FDR NUCC USE oy

2P CODE ‘TELEPHONE (Include Area Cade}

Imwuﬁ-ﬂsﬁl ﬂ)-tll-.mu-d 10, IS PATIENTS ATED TO:
& OTHER INSURELYS POLIGY OR GROUP NUMBER 8. EMPLOYMENT? (Gurmant or Previcus)

b RESERVED FOR NUGT USE B. AUTO ACGIDENT?

= RESEAVED FOR NUCT USE

i INSURANGE PLAN NAME OR PROGRAM NAME
READ BACK OF FORM BEFORE CO
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNAT E
o procass this cieim. | siso requast payme—t of g
bl
signen SIGNATURE ON FI aTE_ :
7.0 O RErERANG PR - wwwmwwwwm
. , nmzl.m lm
[ves [no | |
to servioa e below (24E) vy 1y :f nwm REE. NG
el 000 ol ]
a_ H 23. PRIOR AUTHORIZATION NUMBER
|
c. D. PROCEDURESR, BERVICES, OR BUPPLIES E. F. % L .l.m
|wmwwm RSN s | 2 RS  emme (B
1 flioziz W | | | [ 238500 | 4 e | E
o I S D S Y N I ) I
o S O A N A Y O " I
g T I F T T T T 4 I I 3 — 8
< I S I [ Sy Y O ¥ Ay
. O O O | —r—— | 1
25, FEDERAL TAX L.D. NUMBER B8N EIN 28. PATIENT'S ACCOUNT NO. . 8. TOTAL CHARGE 20. AMOUNT PAID 30. Raved for NUCC Uise.
] 11111111 M 238500 0100 2385 00
m.m:wwmwa 2. GEAVICE FAGILITY LOGATION INFORMATION :u.m.ln mmlmo [555 )555 5555
{1 cortify that the stalsments on the reverse ABC Clinic
mpply 10 this bil and are reds a part tersc! ) 123 Oak St
Anywhere, SC22222-2222
= s ™ [ 9999999922 Z227121212121%

NUCC instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 (02-12)



PROVIDER ID. PROFESSIONAL SERVICES PAYMENT DATE PAGE
e e T + DEPT OF HEALTH AND HUMAN SERVICES fommmmm ek fmm—t
| ABOOOBOO0OO | REMITTANCE ADVICE | 02/14/2014 |1
Fomm e + SOUTH CARCLINA MEDICAID PROGRAM e to———+
to————— o ——— - o - o o -t o ot o o +
| PROVIDERS | CLATM | | SERVICE RENDERED| AMOUNT|TITLE 19|S|RECIPIENT |RECIPIENT NAME |M |TLE. 18| COPAY | TITLE |
| OWN REF. | REFERENCE | | DATE(S) | | BILLED| PAYMENT|T| iD. | B M | © |ALLOWED| AMT | 18
| NUMBER | NUMRER | PY TND|MMDDYY | PROC. | |[MEDICAID|S| MNUMEER |I I LAST NAME | D|CHARGES| | PAYMENT |
Fmmm—————— Fommm e t==———= Fmm—————— F=———— tm——————= t=——————— t=t——————— +— NN — — — — ————— ===t Fm—————- t=————— +
| | | | | | I [ | | | | | I
| BBBLAA [14030048030127004 | | [ 27.00 | 6,72 P| 1112233333 |M CLARK | | | |
| | 01 | ]101713 |71010 | 27.00 | 6.721P| | [026] | 0.00] .00
| | | | | | | [ | | | | | |
| BEB2ARE |1403004804012700A | | | 259.00 | 0.00]571112233333|M CLARK | | | |
| | 01 | |101713 | 74176 | 259500 7| 0.00|s| | |026] | 0.00] 00|
| | | | | [ ([ | | | | | |
| ABE3AR | 1403004805012700A| | | | 24,00 0.00|R|I111L2233333 1M CLARK | | | 0.00|
| | 01 | |071913 |A5120 | 12.00] 0.00|R} | | 000 | | .00
| | Gz | [071913 | B4927 | 12.00]| 0.00R| | | 000 | | .00
| | | | [ | | | | Edits: LOO 946 LOZ2 852 08/30/13
| | | | | I | [ | | | | | |
| | TOTALS | | 3| | 310.00]| | | | | | 0.00]| ool
| | | | | I | ([ | | | | | |
trmm————— frmm e —————— tm———— trmm—————— to————— +-——- > ——--- =ttt m———— temm e ————— tmm—tm————— tom———- tm—————— +
| | | 56.72]
e + Fommmm + STATUS CODES: PROVIDER NAME AND ADDRESS
FOR AN EXPLANATION OF THE CERT. PG TOT MEDICAID PG TOT R +
ERROR CODES LISTED ON THIS o I e e - P = PAYMENT MADE |ABC HEALTH PROVIDER
FORM REFER TO: "MEDICAID | 50.00 | | 52B6.46| R = REJECTED |
PROVIDER MANUAL"™. o I et - 5 = IN PROCESS | PO BOX 000000
CERTIFIED AMT MEDICAID TOTAL E = ENCOUNTER | FLORENCE SC 00000
IF YOU STILL HAVE QUESTIONS+-———-—-————-——— I R - Fom o - |
PHONE THE D.H.H.5. NUMBER | | | 0.00] | | et et e e +
SPECIFIED FOR TNQUIRY OF frmmm e + ommm e I - fmm -

CLAIMS IN THAT MANUAL.

CHECK TOTAL CHECK NUMBER

This page shows a paid claim, suspended claim and rejected claim.




CLAIMS IN THAT MANUAL.

CHECEK TOTAL

PROVIDER ID. PROFESSICONAL SERVICES PAYMENT DATE PAGE
o DEBET OF HEALTH AND HUMAN SERVICES e +r— Am———+
| 1234560000 | A | | REMITTANCE ADVICE 02/28/2014 | | B 1
fm————— = T SOUTH CAROLINA MEDICAID PROGRAM e + - 4=t
Fe——————— B i Fm———— Fmm—————— Fm———— e i i Fom e e tm—————— fom—————
| PROVIDERS | CLAIM | | SERVICE RENDERED| AMOUNT|TITLE 19|S|RECIPIENT |RECIPIENT NAME M |TLE. 18| COPAY | TITLE
| OWN REF. | REFERENCE | | DATE(S) | | BILLED| PAYMENT|T| ID. |F M | O |ALLOWED] AMT | 18
|  NUMEBER | NUMBER |PY IND|MMDDYY | PROC. | MEDICAID|S| NUMBER |I I LAST NAME | DJ|CHRRGES | | PAYMENT
+—- ———t———————p———————— +- -—+—- -——+ —4—- s — = et — — ——t - pm————————————— +—- -—+—- —+-- +
l C l D MTE| | F G| | |H | J K l L M|l |IN| | Of ! P
| | | | | I 1 | I | |
| 12345 |14052004158122004 | | | | 2456.00 0.00|R|1234567890|J DOE | | | |
| | 01 | 021814 [59812 | 2456.00 0.00 R | [0SG| | 0.00] 0.00
| | | | | | | | ERDITS: LO1 709
| | | | | | | | A4 | | |
| 54321 [14030048040127002| | | |149971.32 O0.00|R|088B7654321 | B SMITH | | | |
| | 01 | 1101713 [31255 | 2937.58 0.00|R| | |0SG| | 0.00] 0.00
| | 02 | 1017132 [31255 | 2937.58 0. 00pR| [ | 0sG| | 0.00] 0.00
| | 03 | 101713 131032 | 3524.04 0.00|R| | |05G| | 0.00] 0.00
| | 04 | 1101713 [31032 | 3524.04 0.001R| | |0SG| | 0.00] 0.00
| | 05 | 101712 [31276 | 3524.04 000 R | [ 0SG| | 0.00] 0.00
| | 06 | 1101713 131276..3524.04| 0.00|R| | |0SG| | 0.00] 0.00
| | | | | | | ] | EDITS: LOO 205 L02 892
| | | | | | | ] | ERDITS: LO04 B892 L06 892
| | | | | | 1 | | | | |
| |VOID OF ORIGINAL CCN 13283002244813300A PAID 20131018 [T | | | | |
| 00001 11405200077700000U | | 13004.62-|7437.95-|P|1112233333|M JONES | | | |
| | 01 | [012112 |45380 |1585476= 291.30-|F]| | | 0SG| [ 2.00] 0.00
| | 02 | 012113 143239 |11418.86-| 146.65-|P| | | 050G | | 0.00] 0.00
| | | | | |1 | | | | |
| |REPLACEMENT OF CORIGINAL CCN 13047112536704302 PAID 20131018 | | | | | |
| 00001 [14052004148122004 | | | | 3004.62 437.95|P|1112233333|M JONES | | | |
| | 01 | 1100213 |45380 | 1585.76 291.30|P| | |0SG| | 2.00] 0.00
| | 02 | 1100312 |43239 | 1418.86 146.65|P| | |05G| | 0.00] 0.00
- F————————— F————— - - ————t - tm—————————————— t———t - +——————t

| | $437.95]
- + —(J ————————— + STATUS CODES: PROVIDER NAME AND ADDRESS
FOR AN EXPLANATION OF THE CERT. PG TOT MEDICAID PG TOT et
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This page shows two rejected claims, as well as a Void/Replacement claim for which
both the Void and the Replacement processed during the same payment cycle.
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This page shows a claim-level Void without a
corresponding Replacement claim.
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Gross-level adjustments always appear on
the final page of the Remittance Advice.




