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INTRODUCTION

The CMS-1500 (12/90), the UB-92 and the American Dental Association (ADA) 2002 paper forms have
been revised and will be replaced with the new CMS-1500 (08/05), the UB-04 and the ADA 2006 claim
forms, respectively. Medicaid will begin accepting the claim forms effective with the dates shown below.
Paper claims submitted on the old forms will not be processed after the date shown in the last column and
will be returned to the provider.

Claim form Medicaid will accept the new | Claim forms must be on new
paper form on: format no later than:
CMS-1500 (08/05) Jan. 1, 2007 April 1, 2007
UB-04 March 1, 2007 May 18, 2007
ADA 2006 March 1, 2007 May 18, 2007

The revised paper claim forms coincide with the implementation of the National Provider Identifier (NPI)
as the standard unique health identifier for providers (see http://www.ncdhhs.gov/dma/ for more
information). N.C. Medicaid will allow a transition period to convert from the old paper claim forms to
the new claim forms. Each form contains specific changes that will affect Medicaid claims processing,
and specific time periods within which particular information must be submitted. Explanation of Benefits
(EOB) verbiage will be changing to reflect the use of the revised paper claim formats. Please carefully
review the Medicaid-related guidelines in this Bulletin.
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DEFINITIONS

Atypical Provider: Provider who does not render health care services and is not eligible for an
NPI. Example: a contractor who builds a wheelchair ramp on a recipient’s home.

CA PCP: Carolina ACCESS Primary Care Physician

National Provider Identifier (NP1): New identifier issued through the National Plan and
Provider Enumeration System (NPPES) developed by CMS. NPI will replace all Medicaid
provider numbers currently used for billing purposes.

Qualifier: Identifies whether the number to the immediate right on the claim represents a
Medicaid provider number (1D) or a taxonomy code (ZZ)

Taxonomy number: Code identifying a provider type and specialty

OVERVIEW OF CLAIM FORM CHANGES

The following table provides a brief overview of changes for all claim forms. These changes will affect
claims processing. Explanations of these changes and definitions of terms will be provided in the
following pages.

UB-04

CMS-1500

ADA

Carolina ACCESS NPI or
Medicaid Provider Number

Carolina ACCESS NPI or
Medicaid Provider Number

NPI—Billing, Attending

No Signature field

NPI—Billing, Attending or
Referring

Taxonomy—-Billing,
Attending

NPI—Billing, Attending and
Referring

Qualifier

ZIP + 4 Code

Payer Code Taxonomy—Billing, Medicaid Number for Prior
Attending Approval Purposes

Qualifier Timeline

Taxonomy—Billing, ZIP + 4 Code

Attending

Value Codes

ZIP + 4 Code
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CLAIM FORM INSTRUCTIONS

Because providers are allowed to submit both Medicaid provider information and NPI information on
claims during the transition period, there are two claim examples for each claim form: one for revised
claim transition and one for NP1l implementation. Refer to NPI publications for NPl implementation
dates.

CMS-1500 (08/05) Changes Effective Jan. 1, 2007: Revised Claim Transition

Please note: These instructions apply to N.C. Medicaid only and are not intended to replace
instructions issued by the National Uniform Claim Committee (NUCC). The NUCC instruction
manual can be found at www.nucc.org.

o Field 17a: Enter either the referring provider or CA PCP provider number (the Medicaid provider
number) or the CA ACCESS override number assigned by EDS in the shaded field 17a. Qualifier
1D must precede either of these numbers in the delimited block immediately to the right of the
field identifier “17a.”

e Field 17b: The referring provider’s NP1 or CA PCP provider number may be entered in this field.
N.C. Medicaid requests that providers immediately start submitting the NPI in addition to the
Medicaid provider number.

o Fields 24i and 24j, Attending Provider Number: If the procedure requires an attending provider
number, the attending number must be entered.

o0 Field 24j, NPI (lower portion of the field): The attending provider’s NPl may be entered
in this field. N.C. Medicaid requests that providers immediately start submitting the NPI
and taxonomy in addition to the Medicaid provider number.

0 Fields 24i and 24j (upper shaded portion of the field): Enter qualifier 1D in field 24i and
the attending provider’s Medicaid number in 24j.

o Field 32, Service Facility Location: Address where service was rendered, including ZIP + 4 Code.

e Field 33, Billing Provider Information: Provider address must include ZIP + 4 Code.

o Field 33a: Enter the Medicaid billing provider’s NPI1. N.C. Medicaid requests that providers
immediately start submitting the NPI and taxonomy in addition to the Medicaid provider number.

o Field 33b: Enter the legacy Medicaid number, preceded by qualifier 1D. (This field is not
specifically delimited.) It is not necessary to enter a space between qualifier 1D and the legacy
Medicaid number.
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CMS-1500 (08/05) Line-by-Line Instructions Effective Jan. 1, 2007

Instructions for completing the standard CMS-1500 claim form are listed below. Changes are
highlighted. Please note: These instructions apply to N.C. Medicaid only and are not intended to
replace instructions issued by NUCC. The NUCC instruction manual can be found at
www.nucc.org. Refer to NPI publications for NPl implementation dates.

Block Block Name Explanation
1. Type of Coverage Place an (X) in the Medicaid block.
la. Insured’s ID Number Enter the recipient’s 10-character identification
number found on the MID card.
2. Patient’s Name Enter the recipient’s full name (last name, first name,
middle initial) exactly as it appears on the MID card.
3. Patient’s Birth Date Enter the recipient’s date of birth using eight digits
(e.g., July 19, 1960, would be entered as 07191960).
Note: A two-digit year is acceptable on paper claims.
A four-digit year is required for electronic claim.
Sex Place an (X) in the appropriate block to indicate the
recipient’s sex (M = male; F = female).
5. Patient’s Address Enter the recipient’s street address including city, state
and ZIP code.
Telephone Entering the recipient’s telephone number is optional.
9. Other Insured’s Name If applicable, enter private insurance information. For
programs that use Medicare override statements, enter
applicable statement.
10. Is Patient’s Condition Related | If applicable, check the appropriate block.

To:
a. Employment?
b. Auto Accident?
c. Other Accident?
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Block

Block Name

Explanation

15.

If Patient Has Had Same or
Similar HIness, Give First
Date

Leave blank EXCEPT when billing for:

OB Antepartum Care Package Codes: Enter the first
date recipient care was rendered for current
pregnancy.

Health Check: The next screening date (NSD) may be
entered in block 15.

Dialysis Treatment or Supervision: Enter the dialysis
start date.

If the date the provider enters in block 15 is within the
periodicity schedule, the system will keep this date. If
the NSD entered by the provider is out-of-range with
the periodicity schedule or the provider chooses one
of the three options listed below, an appropriate NSD
will be systematically entered during claims
processing according to the Medicaid periodicity
schedule.

To leave block 15 blank:

Place zeros in block 15 (example: 00/00/0000), or
Place all ones in block 15 (11/11/1111)

Note: A two-digit year is acceptable on paper claims.
A four-digit year is required for electronic claims.

16.

Dates Patient Unable to Work
in Current Occupation
“From” and “To”

If billing for postoperative management only
(designated by modifier 55 in block 24D), enter the
“From” and “To” dates the provider was responsible
for recipient’s care. If the provider was responsible for
care for nonconsecutive periods of time per follow-up
period, multiple claims must be filed. Date spans
cannot overlap with dates on another claim. Refer to
the April 1999 Special Bulletin 11, Modifiers, for
billing guidelines.

17.

Name of Referring Provider
or Other Source

Use for referring provider’s name.

17a.

Other ID Number

Use for CA override or current Medicaid provider
number with qualifier 1D, or taxonomy code with
qualifier ZZ.

17b.

NPI

Use for referring provider or Carolina ACCESS
PCP’s NPI.

19.

Reserved for Local Use

Please be aware that Medicaid will no longer use
block 19 for Carolina ACCESS.

20.

Outside Lab?

Check *“yes” or “no.”
“No” indicates that the lab work was performed in the
office.

21.

Diagnosis or Nature of IlIness
or Injury

The written description of the primary diagnosis is not
required unless using diagnosis code V900. However,
the claim must be ICD-9-CM coded to describe the
primary diagnosis.
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Block Block Name Explanation

23. Prior Authorization Number | Any provider billing for laboratory services must

enter the CLIA number in this field.
It is not necessary to enter the authorization code in
this block. However, if prior approval is a service
requirement, it is still necessary to obtain the approval
and keep it on file.
24A. Date(s) of Service “From” Enter the eight-digit date of service in the “From”
and “To” block.
Example: Record the date of service Jan. 31, 2003, as
01312003. If the service consecutively spans a period
of time, enter the beginning service date in the “From”
block and the ending service date in the “To” block.
Note: A two-digit year is acceptable on paper claims.
A four-digit year is required for electronic claims.
24B. Place of Service Enter the appropriate code from the Place of Service
Code Index.
24C. Emergency Indicator Not used at this time.
24D. Procedures, Services or Enter the appropriate five-digit CPT or HCPCS code.
Supplies Note: Providers mandated to bill modifiers can bill up
to three modifiers per procedure code, if applicable.
Health Check claims may also contain modifiers.
Refer to guidelines listed in the April 2006 Special
Bulletin I, Health Check Billing Guide 2006.
24F. Charges Enter the usual and customary charge for each service
rendered.
24G. Days or Units Enter the number of visits or units.
24H. EPSDT Family Plan If the service is the result of an EPSDT (Health
Check) screening referral, enter “E.” If the service is
related to family planning, enter “F.”
241. (upper | Qualifier Enter qualifier 1D if entering Medicaid provider
shaded number or ZZ if entering taxonomy.
portion)
24J. (upper | Rendering Provider ID Enter Medicaid attending provider number or
shaded Number taxonomy.
portion)
24). (lower | Rendering provider ID Enter attending provider NPI.
unshaded | number
portion)

26. Patient’s Account No. A provider has the option of entering either the
recipient control number or medical record number in
this block. This number will be keyed by EDS and
reported back to the provider in the medical record
field of the RA. This block will accommodate up to
20 characters (alpha or numeric) but only the first 9
characters of this number will appear on the RA.

28. Total Charge Enter the total charges. (Medicaid is not responsible
for any amount that the recipient is not responsible for
if the recipient is private pay or has third-party coverage.)

29. Amount Paid For dates of service after Oct. 1, 2002, but before
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Block Block Name Explanation

Sept. 6, 2004, enter the total amount received from
Medicare, including penalties and outpatient
psychiatric reductions and other third-party payment
source(s) (TPL). If there is a payment from Medicare
and a TPL, leave block 29 blank and submit the claim
with the appropriate EOBs attached. Refer to the Sept.
2002 Draft Special Bulletin 1V (Revised Nov. 14,
2002) Medicare Part B Billing Guidelines, for detailed
instructions on billing for Medicare Part B.

Effective with date of service Sept. 6, 2004,
professional charges will be reimbursed a specific
percentage of the co-insurance and deductible in
accordance with the Part B reimbursement schedule.
Do not enter Medicare payments on the claim. Attach
the Medicare voucher when submitting the claim to
Medicaid. Refer to the August 2004 Special Bulletin
V, Medicare Part B Billing, for detailed instructions.

31. Signature of Physician or The physician, supplier or an authorized
Supplier Including Degrees or | representative must either:
Credentials 1. sign and date all claims, or

2. use asignature stamp and date stamp (only
script-style stamps and black ink stamp pads
are acceptable), or

3. if a Provider Certification for Signature on
File form has been completed and submitted
to EDS, leave the signature block blank and
enter the date only.

Printed initials and printed signatures are not
acceptable and will result in denied claims.

32. Service Facility Location Enter the ZIP + 4 Code.
Information

33. Billing Provider Info and Enter the billing provider’s name, street address
Phone Number including ZIP + 4 Code and phone number.

33a. NPI Enter the billing provider’s NPI.

33b. Other ID Number Enter the taxonomy with ZZ qualifier or Medicaid

provider number with 1D qualifier.
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CMS 1500 Example Effective Jan. 1, 2007: Revised Claim
Transition. Refer to NPI publications for NPl implementation dates.

HEALTH INSURANCE CLAIM FORM

APPROVED BY MATIOMAL UMIFORM CLAIM COMMITTEE D808

[T P PICA

1. MEDICARE  MEDICAID TRICARE GHAMPYVA GROUP FECA OTHER | 1. INSURELY'S |.D. NUMEER {For Program in hem 1)
T e GHAMPUS ' HEALTH PLAN — BOSLUNG —

[ Jimedicars #) Drmmca-d #1[_] (Bponsors sany |:| MambariD#) |:| (SN or 1) (SSN) |:| (o)

2. PATIENT'S NAME (Last Name, First Nama, Midd Iritial 3 FATIE SEX 2. INSURED'S NAME (Lest Name, First Narme, Middl nital)

MM

NT'S BIRTH DATE
| DD oYY

M

FL

E. PATIENT'S ADDRESS (Mo., Street)

& PATIENT RELATIONSHIP TO INSURED

Se|f|:| Spouse|:| I':HIdl:l on-.er|:|

7. INSURED'S ADDRESS (Mo, Strest)

CITY STATE

ZIP CODE TELEPHONE (Irnelude Area Coda)

)

8. PATIENT STATUS

CITY STATE
Single [ ] Maried[ | other[ |
ZIF CODE TELEPHOME (Include Arsa Cods)
Full-Time Fart-Tims|
Student Student I:l ( )

Employed ||

8. OTHER INSURED'S NAME (Last Mame, First Hame, Middle Initial)

a OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH SEX

10. 1S PATIENT'S COMDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

[ Jves

b AUTO ACCIDENT?

11, INSUREL'S POLICY GROUP OR FECA NUMBER

[ no

. INSURED'S DATE OF BIRTH SEX
MM DD vy

i ] F[]

b. EMPLOYER'S NAME OR SCHOOL MAME

PATIENT AND INSURED INFORMATION ———— | <—CARRIER—»

3. SIGNATURE OF PHYSICIAN OR SUPFLIER
INCLUDIMG DEGREES OR CREDENTIALS
{1 certify that the statements on the reverse
apphy to this bil and ars mads a part thereof.)

32, SERVICE FAC&ITY LOCATION INFORMATION

1
33, BILLING PROVICER INFO & FH 4

ZIP + 4 Code.

MM =l FLACE (State)
| | | M F |:| |:| YES |:| NO
. EMPLOYER'S NAME CR SCHOOL MAME . OTHER ACCIDENT? . INSURAMNCE PLAN NAME ©OR PROGRAM MAKME
|:| YES |:| HO
o, INSURAMNCE PLAN NAME ©R PROGRAM NAME 10d. RESERVED FOR LOGAL USE . 15 THERE AMOTHER HEALTH EEMEFIT PLANT
D YES |_| MO I yes, raturn to and complats item 9 a-d.
2 parenrs o] L7 Enter qualifier 1D and - FErome T NS RESS o MUTRORZED PERSONS SR Tauieres
E‘prooase this clairn. | als Med|Cald CA PCP @ party who accspts assignment sarvices described below.
- referring provider or CA J— +
—— H H =
TR g"e[{é‘gglg;mber (if ATt s ¢ e 1
I I N . !
17. NAME OF REFERRING H pp I 18, HOSPIT.GI':‘IZATI%H DL'«.TESYHYELATED TO CUMREENTDSEHVICES\’Y
[T [WFT] FROM i i 0 i i
19. RESERVED FOR LOCGAL USE 20. CUTSIDE .
A 17b: NPI fgr CAPCPor [ Jves| 24l and J: Enter Qualifier
19: No lon erl used for iRv Rele ten) - referring provider. =2 uegescd 1D and Medicaid attending
e g provider number. |
Carolina ACCESS. 23 PRICR ALT
Al
24, A DATE(S) OF SERVICE E. . C. PROCEDURES, SERVICES, OR SLIFFLIES E. F. G, H. . o =
From Ta PLAI:EDFI (Explain Unusual Gircumstances) CIAGNOSIS s F"g’ o, RENDERING =
MK oD Y MM Do WY |SERVKE ] EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Plari | QILAL. ROVIDER 1D, # lE
=
| ! 1 ! ! | i I =
N A T O N | I g
L L] N i ., A =
- - Lo ! il ad g
. . —
ol | Ll 24): Attending provider | >4---------- %
1 1 1 1 1
NPI. @
A O T I I R T T E 8
=
. . L
| ] 32: Rendering location |1 | L | [ 3]
| 1 . | 1 I NPl W
o . address. Must include o =
I 1 + 1 ! . —_— .
25, FE|DEHALITAXI.D!. NUME:EF! ZIP 4 COde ZJ%&‘\%E’I{TG‘"%SE%EHE‘NTO 28, TOTAL I’.‘Hr'-'«lFlGE | 28, AN 33 Bllllng prOVIder
| [Jves [ Jno 5 i |s [ information. Must include

<
<

a.

SIGHMED DATE
—

|h

|h

!

MNUCC Instruction Manual available at: www.nucc.org

APPH*ED OMB-0938-0299 FORM CMS-TSUO (08/05)

33a: NIDI for billing provider. Béb:
Enter qualifier ZZ and taxonomy or
qualifier 1D and Medicaid provider
number.

10
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(1| implementation dates.
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CMS-1500 Example: NP1 Implementation. Refer to NPI publications for NPI

APPROVED BY MATIONAL UNIFORM CLAIM COMMITTEE 0805

—|_|_|PIOA

PICA

1. MEDICARE MEDICAID THIF‘AHE CHAMPYA

I:lmfsn'-rsrs n,lljrﬁbn’-r‘a-n’ # l:l rqpunsors SEN) |:| Membear iDW) |:|

GROL
HEA

=
LTH PLAN
(SBNar D) |:|

{5ER)

2, PATIEMT'S HAME (Last Name, First Mame, Midds Iritial)

3. PATIENTS
MM
|

BLK LLING

CTHER

l:l [{lw]

1a. INSURED'S .. NUMBER {Fer Program in ltem 1)

BIFTH CaTE
|
i u[]

SEX

L]

4. INSURED'S MAME (Last Marne, First Narme, Middls Initial)

5. PATIENT'S ADDRESS (Mo, Street)

salf |:| Spouse |:| m-i|c||:|

€. PATIENT RELATIONSHIP TO IMEURED

omer_]

7. INSURED'S ADDRESES (Mo, Strest)

CITY STATE

ZIF CODE TELEFHOME (Include Area Code)

8. PATIENT STATUS

single || Maried[_|

Full-Time
Employed l:l Student

Cther |—_|

Part-Time
Student l:l

CITY ETATE

ZIF CODE TELEPHOME (Include Arsa Cods)

C )

0. OTHER INSURED'S NAME (Last Mame, First Mame, Middle Initial)

a OTHER INSUREL'S FOLICY OR GROUP NUMBER

[[Jves [ no

10. 1S PATIENT'S COMDITION RELATED TO:

a EMPLOYMENT? (Current or Previous)

b. (E‘THEH INSURED'S DATE OF BIRTH SEX

| | w1 f[]
. EMPLOYER'S MAME CR SCHOOL NAME

d. INSURANCE FLAN NAME ©R PROGRAM NAME

17a: Enter qualifier 1D and
CA override number (if
applicable) OR qualifier
ZZ and PCP/referring

11, INSUREL'S POLICY GROUP OR FECA NUMBER

a. INSUREL'S DATE OF BIRTH SEX
MM, DD YY

i v FL]

b. EMPLOYER'S NAME OR SCHOOL NAME

. INSURANGE PLAN NAME OR PROGRAM MAME

. IS THERE ANCTHER HEALTH BENEFIT FLANT

PATIENT AND INSURED INFORMATION ————— | <— CARRIER—»

l:l YES |_| NO ¥ yes, raturn to and complete item 9 a-d.
READ BACK OF FORM BEFORE ¢ pI’OVIder'S taxonomy 13, INSUREC'S OR AUTHCRIZED PERSON'S SIGNATURE | authcrize
12 PATIENT'S OR AUTHORIZED PERSCON'S SIGNATURE | auy payrment of medical banefits to the undersignad physician or supplisr for
to process this daim. | also request payment of govemment bel number sarvices described below,
bdow,
SIGNED DATE SIGNED ¥
14, DATE OF CURRENT: ILLNES {First symptom) OR 16, IEJPATIT Has ME QF SIMILAR ILLNESS. | 16. DATES FATIENT UNABLE T WORK IN GURRENT QGOUPATION
il it N I o | O T Y 1
i ] i il
17. NANE OF REFERRING PROVIDER OR GTHER SOURCE 17a 18, HOSPITALIZATION IJATESYHELATED TOCU MREENT SEF!I‘JIPES
17h. | WF1 FROM i TO | i
19. RESERVED FOR LOGAL USE 3 20. OUTSIDE LA .
A 17b: NPI fdr CA PCP or [Jves | 241 and J: Enter qualifier
] II mv e tem| - referring provider. = wepesod  ZZ and attending ]
19: No longer used for -
. taxonomy code. L
Carolina ACCESS. 5. FRIOR ALT
- 41
3L A DATE(S) OF SERVICE B. | ©. | D. FROCEDURES, SEAVICES, OR SUFFLIES E. F. G [H] I i3 =
From To FLACE (Explain Unusual Circumstances) DIAGNOSIS mrs FE&;' y RENDERING =]
MM DD ¥Y MM DD ¥Y |SERVWCE| EMG | CPTIHCPCE | MODIFIER FOINTER § CHARGES s | P | cul 'WROVIDER ID. # E
=
| ! | ! | ! | F——q-———=""=""-"""-- =
A I N N S A N N A 5
=
I | ) ; ; R =
L1 R L 24J: Attending provider u
Lot o N NPI. Required if billing = [F===---------- g
[ I S B I with aroun NPI s
| | | | | 9 P e e =
Pl [ | Ll o
1 1 1 1 1 =
] 32: Rendering location L T T e — 2
. | [iall =
: : address. Must include — : g
| | | | | |
+ . T .
I I ZIP + 4 Code. || 33: Billing provider
5. FEDERAL TAX 1.D. NUMEER 27._@5255 ASSIGNMENT? | 25 TOTAL CHARGE EN . .
[Jves [ wo 5 t |4 | information. Must include
I — 1
31, SIGNATURE OF PHYSICIAN OR SUPFLIER 32. SERVICE FAGLITY LOGATION INFORMATION = ewmerrovermroarnd  ZIP + 4 Code.
INGLUDING DEGREES OR GREDENTIALS
(| certify that the stataments th 4——
'ap?hr g thias bl asns a reerrn:adoena p‘;rrte;;eerrse;.}
SIGNED DATE = B o |h Y
MNUCC Instruction Manual available at: www.nucc.org APPROWED OMB-0938-0999 FORM CMS-1500 (08/05)

11

33a: NIDI for billing provider. Béb:
Enter qualifier ZZ and taxonomy.
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UB-04 Changes Effective March 1, 2007: Revised Claim Transition

Please note: These instructions apply to N.C. Medicaid only and are not intended to replace
instructions issued by the National Uniform Billing Committee (NUBC). The NUBC instruction
manual can be found at www.nubc.org. Refer to NPI publications for NP1 implementation dates.

e Form locator 1: Billing provider name and address must include ZIP + 4 Code.

e Form locators 39-41 (Value Codes): Use value codes to identify covered days (80), non-covered
days (81), co-insurance days (82) and lifetime days (83). Refer to the UB-04 manual for other
value code definitions.

e Form locator 56 (NPI): Billing provider’s NPI. Enter the Medicaid billing provider NPI. N.C.
Medicaid requests that providers immediately start submitting the NP1 and taxonomy in addition
to the Medicaid provider number.

e Form locator 57 (Other Payer ID): Enter the billing provider’s Medicaid number, preceded by the
qualifier 1D on line A, B or C, to correspond with the Medicaid payer name.

e Form locator 76A and B: Attending provider information. The attending provider’s NPl may be
entered in this form locator, if applicable. When an attending provider’s Medicaid provider
number is entered, it must be preceded by the qualifier 1D.

e Form locator 78 (Other) A and B: Enter either the CA PCP Medicaid provider number, referring
provider or the CA ACCESS override number assigned by EDS. Qualifier 1D must be entered in
the QUAL field, preceding the CA PCP number or the CA override number assigned by EDS,
regardless of which number is entered.

0 The NPI of the CA PCP or the referring provider number may be entered in form locator
78A, in the first entry position identified as NPI. N.C. Medicaid requests that providers
immediately start submitting the NPI and taxonomy in addition to the Medicaid provider
number during this time period.

12
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UB-04 Line-by-Line Instructions

Instructions for completing the standard UB-04 claim form are listed below. Changes are
highlighted. These instructions apply to N.C. Medicaid only and are not intended to replace
instructions issued by NUBC. The NUBC instruction manual can be found at www.nubc.org. Refer
to NPI publications for NPI implementation dates.

Form Locator/Description

Requirements

Explanation

1. Provider Name/Address/
City/State/Zip

Required

Enter the provider’s name as it appears on the RA and
up to three lines of the address. The ZIP code must be
in the ZIP + 4 format.

Note: Do not abbreviate the provider’s name.

3a. Patient Control Number

Optional

Enter the recipient control number or medical record
number that the provider has selected to appear on the
RA. This number will be keyed by EDS and reported
back to the provider in the medical record field of the
RA. The first nine characters of this number will
appear on the RA.

3b. Medical Record Number

Optional

If a number is entered, it will not appear on the RA.

4. Type of Bill

Required
Three Digits

11X Hospital Inpatient (including Medicare Part A)

12X Hospital Inpatient (Medicare Part B only)

13X Hospital Outpatient

14X Hospital Laboratory services provided to non-
patients

18X Hospital Swing Beds

21X Skilled Nursing—Inpatient (including Medicare
Part A)

22X Skilled Nursing—Inpatient (Medicare Part B)

23X Skilled Nursing—Outpatient

28X Skilled Nursing—Swing Beds

32X Home Health—Inpatient (plan of treatment under
Part B only)

33X Home Health—Outpatient (plan of treatment
under part A, including DME under part A)

34X Home Health—Other (for medical and surgical
services not under a plan of treatment)

41X Religious Non-Medical Health Care Institutions—
Hospital Inpatient

43X Religions Non-Medical Health Care Institutions—
Outpatient Services

65X Intermediate Care—Level 1

66X Intermediate Care—Level 2

71X Clinic—Rural Health

72X Clinic—Hospital-Based or Independent Renal
Dialysis Center

73X Clinic—Freestanding

74X Clinic—OQutpatient Rehabilitation Facility

75X Clinic—Comprehensive Outpatient Rehabilitation
Facility
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Form Locator/Description

Requirements

Explanation

76X Clinic—Community Mental Health Center

79X Clinic—Other

81X Special Facility—Hospice (non—hospital-based)
82X Special Facility—Hospice (hospital-based)

83X Special Facility—Ambulatory Surgical Center
84X Special Facility—Free Standing Birthing Center
85X Special Facility—Critical Access Hospital

86X Special Facility—Residential Facility

89X Special Facility—Other

5. Federal Tax Number Required,
where applicable
6. Statement Covers Period Required Enter the eight-digit beginning service date in the
“From” and “Through” “From” block. Enter the eight-digit ending service date

in the “Through” block.
Example: Record the date of service Jan. 31, 2004, as
01312004.
Note: A two-digit year is acceptable on paper claims.
A four-digit year is required for electronic claims.

8a. Patient Name—ID Required Enter the recipient’s Medicaid Identification Number.

8b. Patient Name Required Enter the recipient’s full name exactly as shown on the
MID card (last name, first name, middle initial).

9a. Patient Address—Street Required Enter the recipient’s street.

9b. Patient Address—City Required Enter the recipient’s city.

9c. Patient Address—State Required Enter the recipient’s state.

9d. Patient Address—Zip Required Enter the recipient’s ZIP code.

10. Patient Birth Date Required Enter the recipient’s date of birth using eight digits.
Example: July 19, 1960, would be entered as
07191960.
Note: A two-digit year is acceptable on paper claims.
A four-digit year is required for electronic claims.

11. Patient Sex Required Enter one alpha character indicating the sex of the
recipient. Valid characters are “M,” “F” or “U.”

12. Admission Date Required Enter the eight-digit date that the recipient was

admitted.

Example: Record the date Jan. 31, 2004, as 01312004.
Note: A two-digit year is acceptable on paper claims.
A four-digit year is required for electronic claims.
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Form Locator/Description

Requirements |

Explanation

13. Admission Hour

Required
(Hospital,
Ambulance)

For multiple outpatient visits on the same day, indicate
the admission hour and submit each visit on a separate
claim.
Time AM Time PM
Code Code
00 12:00 12
midnight
through 12:59
01 01:00-01:59 13
02 02:00-02:59 14
03 03:00-03:59 15
04 04:00-04:59 16
05 05:00-05:59 17
06 06:00-06:59 18
07 07:00-07:59 19
08 08:00-08:59 20
09 09:00-09:59 21
10 10:00-10:59 22 10:00-10:59
11 11:00-11:59 23 11:00-11:59

12:00 noon
through 12:59

01:00-01:59
02:00-02:59
03:00-03:59
04:00-04:59
05:00-05:59
06:00-06:59
07:00-07:59
08:00-08:59
09:00-09:59

14. Admission Type

Required
(Hospital)

Indicate the applicable code for all inpatient visits. A
“1” must be used to indicate an emergency department
visit that meets emergency criteria to ensure that a co-
payment amount is not deducted during the claim
processing.

1 Emergency: The patient requires immediate
intervention as a result of severe, life-threatening,
or potentially disabling conditions. Generally, the
patient is admitted through the emergency
department.

2 Urgent: The patient requires immediate attention for
the care and treatment of a physical or mental
disorder. Generally, the patient is admitted to the
first available and suitable accommodation.

3 Elective: The patient’s condition permits adequate
time to schedule the availability of a suitable
accommodation.

4 Newborn: Any newborn infant admitted to the
hospital within the first 24 hours of life.

15. Source of Admission

Required
(Hospital)

1 Physician Referral:
Inpatient: The patient was admitted to this facility
upon the recommendation of his or her personal
physician.
Outpatient: The patient was referred to this facility
for outpatient or referenced diagnostic services by
his or her personal physician, or the patient
independently requested outpatient services (self-
referral).
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Form Locator/Description

Requirements |

Explanation

Clinic Referral:

Inpatient: The patient was admitted to this facility
upon recommendation of this facility’s clinic
physician.

Outpatient: The patient was referred to this facility
for outpatient or referenced diagnostic services by
this facility’s clinic or other outpatient department
physician.

HMO Referral:

Inpatient: The patient was admitted to this facility
upon the recommendation of a health maintenance
organization physician.

Outpatient: The patient was referred to this facility
for outpatient or referenced diagnostic services by
a health maintenance organization physician.
Transfer from a Hospital:

Inpatient: The patient was admitted to this facility
as a transfer from an acute care facility where s/he
was an inpatient.

Outpatient: The patient was referred to this facility
for outpatient or referenced diagnostic services by
a physician of another acute care facility.

15. Source of Admission,
continued

Required
(Hospital)

Transfer from a Skilled Nursing Facility:
Inpatient: The patient was admitted to this facility
as a transfer from a skilled nursing facility where
s/he was an inpatient.

Outpatient: The patient was referred to this facility
for outpatient or referenced diagnostic services by
a physician of the skilled nursing facility where
s/he was an inpatient.

Transfer from Another Health Care Facility:
Inpatient: The patient was admitted to this facility
as a transfer from a health care facility other than
an acute care facility or a skilled nursing facility.
This includes transfers from nursing homes, long-
term care facilities and skilled nursing facility
patients that are at a nonskilled level of care.
Outpatient: The patient was referred to this facility
for outpatient services or referenced diagnostic
services by a physician of another health care
facility where s/he is an inpatient.

Emergency Department:

Inpatient: The patient was admitted to this facility
upon the recommendation of this facility’s
emergency department physician.

Outpatient: The patient was referred to the facility
for outpatient services or referenced diagnostic
services by this facility’s emergency department
physician.
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Form Locator/Description |

Requirements |

Explanation

For Newborns:

1 Normal Delivery: A baby delivered without
complications.

2 Premature Delivery: A baby delivered with time
or weight factors qualifying it for premature status.

3  Sick Baby: A baby delivered with medical
complications, other than those relating to premature
status.

4 Extramural Birth: A baby born in a nonsterile
environment.

5-8 Reserved for National Assignment

9 Information Not Available

16. Discharge Hour Required Time AM Time PM
(Hospital) Code Code
00 12:00 12 12:00 noon
midnight through 12:59
through 12:59
01 01:00-01:59 13 01:00-01:59
02 02:00-02:59 14 02:00-02:59
03 03:00-03:59 15 03:00-03:59
04 04:00-04:59 16 04:00-04:59
05 05:00-05:59 17 05:00-05:59
06 06:00-06:59 18 06:00-06:59
07 07:00-07:59 19 07:00-07:59
08 08:00-08:59 20 08:00-08:59
09 09:00-09:59 21 09:00-09:59
10 10:00-10:59 22 10:00-10:59
11 11:00-11:59 23 11:00-11:59
17. Patient Status Required 01 Discharged to home or self care (routine

(except for

ambulance and

personal care
services)

discharge).

02 Discharged/transferred to another short-term
general hospital.

03 Discharged/transferred to skilled nursing facility.

04 Discharged/transferred to an intermediate care
facility.

05 Discharged/transferred to another type of
institution for inpatient care or referred for
outpatient services to another institution.

06 Discharged/transferred to home under care of
organized home health service organization.

07 Left against medical advice.

08 Discharged/transferred to home under care of a
home IV provider.

20 Expired.
30 Still a patient or expected to return for outpatient
services.

61 Discharged/transferred within this institution to a
hospital-based, Medicare-approved swing bed.
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Form Locator/Description |

Requirements

| Explanation

62 Discharged/transferred to another rehabilitation
facility, including rehabilitation-distinct part units
of a hospital.

63 Discharged/transferred to a long-term care
hospital.

64 Discharged/transferred to a nursing facility
certified under Medicaid but not under Medicare.

18-28. Condition Codes

Required, where
applicable

D7 Medicare Part A noncovered service or does not
meet Medicare criteria for Part A.

D9 Medicare Part B noncovered service or does not
meet Medicare criteria for Part B.

Refer to the July 1999 N.C. Medicaid Ambulance

Services Manual for applicable ambulance condition

codes.

Note: Condition codes should not be entered for

entitlement issues.

31-34., a-b
Occurrence Codes and Dates

Required, where
applicable

Accident-Related Codes:

24 Date Insurance Denied: This code should be used
when a provider receives a denial from the
recipient’s third party insurance. It allows the
provider to file the claim to Medicaid without a
voucher attached. This code allows the TPL
indicator to override during claim processing.
When using this code, enter the date from the
third party insurance EOB.

25 Date Benefits Terminated By Primary Payer: This
code should be used when a recipient’s third party
insurance has been terminated. It allows the
provider to file the claim to Medicaid without the
voucher attached. This code allows the TPL
indicator to override during claim processing.
When using this code, enter the date from the
third party insurance EOB.

Note: Medicare crossover claims require a paper

insurance denial.

Special Codes:

A3 Benefits Exhausted: Providers should use this
code to indicate the last date for which benefits
are available and after which no payment can be
made by payer A.

B3 Benefits Exhausted: Providers should use this
code to indicate the last date for which benefits
are available and after which no payment can be
made by payer B.

C3 Benefits Exhausted: Providers should use this
code to indicate the last date for which benefits
are available and after which no payment can be
made by payer C.
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Requirements |

Explanation

11 Date of Initial Treatment: Providers should use
this code to indicate the first date of dialysis
treatment.

39.-41., a—d

Value Codes and Amounts

Required, where
applicable

23 Recurring Monthly Income: This code indicates
that Medicaid eligibility requirements are determined
at the state level. Applicable deductible/patient liability
amounts should be indicated with a value code of 23.
Value code 23 and amounts only pertain to a long-term
care facility, hospital, psychiatric residential treatment
facility or, if the recipient lives in a nursing facility, a
hospice.

Note: Include code 23 and value (even if it is O) for any

inpatient stay extending beyond the first of the month

following the 30™ consecutive day of admission.

80 Covered Days

81 Noncovered Days

82 Co-insurance Days

83 Lifetime Reserve Days

42. Revenue Code

Required

Enter the appropriate revenue code. Refer to program-
specific Medicaid services information for applicable
codes.

43. Revenue Code Description

Not required

44. HCPCS/Rates

Required, where
applicable

Enter the appropriate HCPCS procedure code. Refer to
program-specific Medicaid services information for
applicable codes.

45, Service Date

Required, where
applicable

Enter an eight-digit service date for each line item
billed.

Required if multiple dates of services are billed on one
outpatient claim.

Note: A two-digit year is acceptable on paper claims.
A four-digit year is required for electronic claims.

46. Unit of Service

Required, where

Enter the number of units for each detail line. Refer to

applicable program-specific Medicaid services information for
unit definitions.
47. Total Charges Required Enter the total of the amounts in this column.
Enter the revenue code 001 on the corresponding line
in form locator 42.
50. Payer Name Required Enter the name of the insurance payer and the two-

character payer code.

Payer Codes
09 Self pay
10 Central certification
11 Other non-Federal programs

12 Preferred Provider Organization (PPO)

13 Point of Service (POS)

14 Exclusive Provider Organization (EPO)

15 Indemnity insurance

16 Health Maintenance Organization (HMO)
Medicare risk
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Form Locator/Description |

Requirements |

Explanation

AM Automobile risk
BL Blue Cross/Blue Shield
CH Champus

Cl Commercial insurance company
DS Disability

HM  Health Maintenance Organization
LI Liability

LM Liability medical
MA Medicare Part A
MB Medicare Part B

MC Medicaid
OF Other Federal program
TV Title V

VA  Veteran Administration Plan
WC  Workers’ compensation health plan
Y74 Unknown

54. A, B, C, Prior Payments

Required, where

For dates of service before Oct. 1, 2002, enter any

(from payers) applicable applicable third-party amount. Enter the Medicare Part
B payment amount in this block for hospital inpatient
claims when Part A benefits are exhausted or not
applicable to the claim.

For dates of service after Oct. 1, 2002:

54A  Enter any applicable Medicare payment or
third party.

54B  If the Medicare payment is indicated in field
locator 54A, enter any applicable third party
payments in form locator 54B. The Medicare
Part B payment amount should be entered for
hospital inpatient claims when Part A benefits
are exhausted or not applicable to the claim.
Include penalties and outpatient psychiatric
reductions with Medicare Part B payments.
Refer to the August 2004 Special Bulletin V,
Medicare Part B Billing, for detailed
instructions.

Amounts entered in this block will be deducted from

allowable payment.

55. Estimated Amount Due Required For claims filed to Medicaid for dates of service after
(hospital Oct. 1, 2002, where Medicare Part B has made a

outpatient)

payment, enter the sum of both the co-insurance and
the deductible.

56. NPI

Required

Enter your National Provider Identification number.

57. Other Provider ID

Required

Enter the Medicaid provider number or taxonomy with
qualifiers. ZZ will represent the taxonomy number and
1D will represent the Medicaid provider number.

63. A, B, C, Treatment
Authorization Code

Not required

It is not necessary to enter the authorization code in
this block. However, if prior approval is a service
requirement, it is still necessary to obtain the approval
and keep it on file.
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Explanation

67. Principal Diagnosis Code Required Enter the applicable ICD-9-CM diagnosis code.
67., A-Q. Required, where | Enter any additional diagnosis codes.
Other Diagnosis Codes applicable
69. Admitting Diagnosis Required, Enter the ICD-9-CM code for the admitting diagnosis.

inpatient only

74. Principal Procedure Code
and Date

Required, where
applicable

Enter the codes for any surgical or diagnostic
procedures performed during this period. Use only
ICD-9-CM procedure codes. Enter the eight-digit date
of service.

Note: A two-digit year is acceptable on paper claims.
A four-digit year is required for electronic claims.

74., A-E.
Other Procedure Codes
and Dates

Required,
where applicable

Enter the codes for any additional surgical or
diagnostic procedures performed during this period.
Enter the eight-digit date of service.

Note: A two-digit year is acceptable on paper claims.
A four-digit year is required for electronic claims.

76. Attending Provider
Information

Required, where
applicable

Enter the attending provider’s NPI with their
taxonomy number and ZZ qualifier, or Medicaid
provider number and 1D qualifier.

78. Carolina Access
PCP/Referring Provider

Required, where
applicable

For paper claims for services provided to CA
enrollees, enter the PCP NPI referral authorization or
the CA override number with the 1D qualifier.

For electronic claims, enter the PCP’s referral
authorization in field locator 11.

For referring provider, enter their NPl and Medicaid
provider number with 1D qualifier.

80. Remarks

Required,
where applicable

Enter any information applicable to the specific claim
billed.
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- UB-04 Example Effective March 1, 2007: Revised Claim
Transition. Refer to NP1 publications for NPI implementation dates.

AN

4 TYPE
CFBILL

Ry i Pr— [F STRTEWERT CWERS FERCD— |7
FL1: Billig provitet I o
(must include ZIP + 4 sPrET woREss |-
Code). E [ ¢ <]
TONGITION CO0ES EE R
ST 48 48 2 2 2 = 24 2% 6 o7 | swE
3 OGCURRENGE E BCCURRENCE SPAN TLCURRENGE SFRR i
COOE DATE conE FROM u | cooe FROM THROUGH
Ez] VALUE CODES a0 VALUE CODES £ VALUE COLES
conE AMOUNT CODE AMDUNT CooE AMOUNT
a .
b
c
d :
42 FEV. CD. 43 CESCRIFTION 44 HCFCS /! RATE ! HIFPS CODE | 45 EERV. DATE | 42 SERM UNITS | 47T CHARGES | 48 NON-COVERED CHARIGES 40

New value codes to report
covered/non-covered days, co-
insurance and lifetime reserve.

! FL 50: New two-
digit code

FL 56: Billing provider
NPI.

] identifying payer.
[PAGE__| OF CREATION DATE OTA : : =
50 PAYER HAME 51 HEALTH PLAN ID Tu:"él 2oy | 5+ PRIOR REYMENTS 55 EST. AMOUNT DUE SENPI
A v | il i

FL 57: Qualifier 1D o

58 NSURED'S NAME

80 INSURED'S UMICUE ID

&1 GROUP NAME

and Medicaid

provider number
(required). o

B3 TREATMENT AUTHORIZATION CODES

B4 DOCUMENT CONTROL NUMEER

| =

FL 76: Attending

FL 76: Attending Medicaid provider |

@{ NPI. number. Use qualifier 1D.
S AT — T I 'y
oR NG PROCEDLRE oo THER PROGEDURE. e e W |a.m_| |
LasT [First
oo THER PROCEDURE e cosIHER PROCEDURE. 77 OPERATING }"P' |a.m_| |
LasT [FinsT
80 REMARKS a . woen [ ha W EEY
b FL 78: CAPCP or s [rrest
L1 referring provider’s NP1, [=emen | -
: gp T FL 78: Medicaid CAﬁumber,
E54 EHE-1353 APFROVED CRE . THE CERTIFICATD
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UB-04 Example: NPI Implementation. Refer to NPI

- - - . 4 TYPE
' publications for NPI implementation dates.
N . oD, T 7
L1: Billing provider e EEOM THAOUGH
8 PUTIE] (mUSt include ZIP + 4 & PATIENT ADDRESS [-]
b Code)_ b| e |d| a
10 BIRT] snc |19 DHR ”SW| B 48 = N T ez m | Emen|
El unnsncs 0 = | OCCLRAENCE SPAN | = | TEEURFENCE SFRR B
GoDE DATE CoDE DATE ConE ATE coo CODE FROM THROUGH | CODE FROM THROUGH
ES ] VALUE CODES 40 VALUE CODES “ VALUE CODES
coDE AMOUNT CODE AMOUNT CODE AMOUNT
a :
b :
c :
d 5 i é
I 42 FEV. CD. 43 CESCRIFTION 44 HCFCS /! RATE ! HIFPS CODE 45 £ NeW Value Codes to rep% 40 )
! covered/non-covered days, co- 2
: insurance and lifetime reserve. :
H 1]
H 8
¥ 8
1 11
L 14
? : — : -
! FL 56: Billing provider
! FL 50: New two- NPI.
digit code
] identifying payer.
PAGE_ | OF CREATION DATE g : =
50 PAYER HAME 51 HEALTH PLAN ID ‘f":"?- 2 on"| & PRIOR PAYMENTS 55 EST. AMOUNT DUE SENPI
i A I -
B B
: FL 57: Qualifier Zz > .
58 NSURED'S NAME =aR REL| 80 INSURED'S UNICUE ID &1 GROUP NAME and b||||ng
) taxonomy.
53 TREATMENT AUTHORIZATIC CODES 54 DOCUMENT CONTROL NUNEER
o FL 76: Attending -
i NPI. FL 7_6': Attending taxonomy. Use
(o qualifier ZZ. Y
5 AT B3 I ¥
cgpZ™ER PROCEDURE oG TR PROCEDURE. E I m |a.m_| |
LasT [FisT
oo ITHER FROCEDURE o THER PROCEDURE TTOPERATING_um oua] T
| LAST |F|RS1
830 REMARKS e - woner | bW [ |
b FL 78. CA PCP or =
:|_I referring provider NPI. ~ f=eres [ T — )
: gp wst FL 78: CA override r}umber (if
B34 CHE-1850 EFPROVED OVE HO. THE CERTIFIGETIC]

applicable) and 1D qualifier OR
PCP taxonomy and ZZ qualifier.
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Instructions for the 2006 ADA Claim Form

Please note: These instructions apply to N.C. Medicaid only and are not intended to replace
instructions issued by the ADA. The ADA instruction manual can be found at www.ada.org. Refer
to NPI publications for NP1l implementation dates.

ADA Changes Effective March 1, 2007: Revised Claim Transition

e Field 35 (Billing Taxonomy): Enter the billing provider’s taxonomy code.
e Field 48 Address: Provider address information must include the ZIP + 4 Code.

o Field 49 (Billing NPI): Enter billing provider’s NPI. N.C. Medicaid requests that providers
immediately start submitting the NP1 and taxonomy in addition to the Medicaid provider number.

o Field 52A (Additional Provider ID): Enter the billing provider’s Medicaid number. This number
will also be required after NP1 implementation for prior approval purposes only.

o Field 54 (NPI): Enter attending provider’s NPI. N.C. Medicaid requests that providers
immediately start submitting the NP1 and taxonomy in addition to the Medicaid provider number.

e Field 56 (Address): Provider address information must include the ZIP + 4 Code.
o Field 56A (Provider Specialty Code): Enter the attending provider’s taxonomy.

e Field 58 (Additional Provider ID): Enter attending provider’s Medicaid number.
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ADA Line-by-Line Instructions

Instructions for the 2006 ADA Form are listed below. Changes are highlighted. Please note: These
instructions apply to N.C. Medicaid only and are not intended to replace instructions issued by the
ADA. The ADA instruction manual can be found at www.ada.org. Refer to NPI publications for

NPI implementation dates.

Field Number Field Name Explanation

12 Name Enter the recipient’s full name (last, first, middle)
as it appears on the Medicaid ID card.

13 Date of Birth Enter the recipient’s date of birth using eight
digits (example: July 1, 2006 = 07012006).

14 Gender Check the appropriate box: M = Male, F =
Female.

15 Subscriber Information Enter the recipient’s 10-digit identification
number listed on the Medicaid card.

23 Patient ID/Account # Enter the recipient’s medical record number if
used by your office. This is optional but will
appear on your RA if entered.

24 Procedure Date Enter the date the procedure was completed,
using eight digits (example: July 1,
2006=07012006).

25 Area of Oral Cavity Enter a valid code for procedures that require a
quadrant or arch indicator in field 25 or 27.

27 Tooth Number(s) or Enter a valid code for procedures that require a

Letter(s) tooth number or letter.

28 Tooth Surface Enter a valid code for procedures that require a
tooth surface.

29 Procedure Code Enter the five-digit dental procedure code
rendered. Note: All procedure codes must begin
with the letter “D.”

30 Description Enter the description of the procedure.

31 Fee Enter your usual fee for the procedure, not the
established Medicaid fee.

32 Other Fee(s) If applicable, enter the amount of payment
received from third-party insurance plan(s). Do
not include any payments from Medicare Part B
or allowable Medicaid co-payments.

33 Total Fee Enter the total charges for all procedures listed on
the claim form. Do not deduct Medicaid co-
payments or third-party insurance payments
listed in field 32. The fiscal agent will calculate
the maximum amount payable by taking into
account any co-payments or third-party
payments.

34 Missing Teeth Cross out (X) missing teeth, slash (/) teeth to be

Information extracted, circle impacted teeth and show space
closure with arrows(€, ).

35. Remarks Enter billing provider’s taxonomy.
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Field Number Field Name Explanation

38 Place of Treatment Enter the appropriate code (below) for the facility
where the recipient was treated. Only one place
of treatment can be entered per claim.

3 = provider’s office (or check box)

1 = inpatient hospital

2 = outpatient hospital

F = ambulatory surgical center

4 = rest home or recipient’s home

7 = intermediate care facility

8 = skilled nursing facility

48 Billing Address, City, Enter address, including ZIP + 4 Code.
State, Zip Code
49 NPI

Enter the billing provider’s NPI number of the
dentist or practice that is to receive payment.

e If payment is to be made to a group
practice, then enter the group NPI
number.

e |f payment is to be made to an
individual dentist, then enter the
individual dentist NP1 number.

52A Additional Provider ID Enter Medicaid provider number. After NPI
implementation, the Medicaid provider number is
for prior approval purposes only.

52 Phone number Enter the area code and phone number of the
billing dentist or practice.

53 Signed (Treating Dentist) Signature of provider rendering service. The
signature certifies that: “Services for which payment
is requested are medically necessary and indicated in
the best interest of the recipient’s oral health. The
provider’s signature on Medicaid documents and
claims shall be binding and shall certify that all
information is accurate and complete.”

22 MGl Enter the attending provider’s NPI number for
the individual dentist rendering the service. This
number should correspond to the signature in
field 53.

56 Address, City, State, Zip | Enter address, including ZIP + 4 Code.

Code
56A Provider Specialty Code Enter attending provider’s taxonomy.
58 Additional Provider ID Enter Medicaid provider number.
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ADA Example Effective March 1, 2007: Revised Claim Transition.
A3A Dental cla| Refer to NPI publications for NPl implementation dates.

HEADER INFORMATION
1, Typeol Transaclion (Mark 21 appicate boxes)
[ statemant of Actual Services [ Recuest ror Precetamination fPreauorzation
[] epsoT e
2 Pradesrminakion /Rreauthoizaion Murmber POLICYHOLDER/SUBSCRIEER INFORMATION |Far Insurance Company Mam e in #3)
12, Polieyhoider Subeen ber Mame: (Last, First, Middle hilal, Sullig, Addess, Cily, Stale, Zip Code

INSURANCE COMPAN YDENTAL BENEFIT PLAN INFORMATION
3 CompanylFlan Name, Addess, City, State, 2ip Code

13, Date of Hrih (MADOICCYY) 14 Gander 15, Polic yholder Subscriber 1D (35N or ID8)

CGTHER COVERAGE 16 Plan (Group Nom 2t
4, OMher Dental o Medical Coverage? || Mo (SkipS-11) [ s iwompiet 5113
5. Narne of Poilcyholcr /Bukscrier in #4 (Lask First, Mudle Irival, Sulkx) PATIENT INFORMATION
i8.F ip o Folcyh
8 15 Date ol Brih DY) 7. Cender B Polie phelder Bubscriber 10 (35N or D8 Jet [s

Ox e 20. Mame (Las, Firsl, Mdde In
9. Plan iGroup Mumber 101, Patent s Rslaionship 1o Perscn Namedin 45
[Jeet [Jowouse [ Joepengent [] omer

11, Ciher Insurance Compan yDental Benedt Flan hame, sddress, Cily, Stale, Zip Code

21, Date of Bl (W ten! ID/ACeoUnt # (Aswgned by Dentst)

RECORD OF SERVICES PROVIDED

24, Prccodus Date 13, Areal 26, 27. Toolh Munbsi(s)
T
(MWDDCCYY) LSral gooh o Leflers) 2. Fee
| !
z :
3 1
4 i
5 }
8 i
7 H
al :
k] '
40 :
* Billi 32, Ciher i
35: Billing taxonomy. = E
L« Joon ree] i
i a5 Remarke B
AUTHORIZATI : S AMGILLARY CLAIM/TREATMEN T INFORMATION
39, Num v of Endiosures 0 1095
£ !hau&baem : ot mya®, 8. Place of Trealment o) o o ' Vit
hie Fealing den ; " g\"mmnngaamlmu [ Prostc's ottee [ rosp [ Jecr [ amer 1 1 ]
SUCh charges. To t D Your i
nkerraion o e et v b sy 0. & Tieatmon! i Omodonice? 4. Dus Appiance Placed (NAVDDIOCTY)
X e [ne (eipai-42  [ves toon ek 41-42)
PatentGrandan signanra Dawe 42 s of 43 Rey ie7 | 44 Date Frier Flacamen! (MMDDICCY )
Femaining
[ e [ ] ves campiete a4y

7. | heretyauthortze and d ect pa
denliel or dentd anfily
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ADA Example: NPI Implementation. Refer to NPI publications for

NPI implementation dates.
ADA Dental Clorrrrrrererr

HEADER INFORMATION

1, Typeof Transaclicn (Mark 2l appicatie boes)

[7] statement of Actual Serices [ Rewest tor Prevetamination fPreautonzation
[] epsoT e
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13, Date of Hrih (MADOICCYY) 14 Gander 15, Polic yholder Subscriber 1D (35N or ID8)

f—
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QUICK REFERENCE GUIDES FOR CAROLINA ACCESS PROVIDERS

Significant changes regarding the placement of Carolina ACCESS information have occurred on both the
CMS-1500 and the UB-04 claim forms. Outlined below are specific timeframes and requirements for
recording Carolina ACCESS PCP numbers, Carolina ACCESS overrides and referring provider

information on the claim. Please make note of these filing requirements.

CMS-1500 (08/05)

Claims Processed with CA PCP Authorization and/or CA Override

Transition Dates: Jan. 1 through May 17, 2007 (Date of Processing)

Effective April 1, 2007, providers must submit the new CMS-1500 (08/05) claim form.
Providers filing on the new CMS-1500 (08/05) claim form must follow the process below for claims received

from Jan. 1 through May 17, 2007.

Block Block Name Required Value Explanation
Field
Yes / No
17 Name of Referring No
Provider
17a Qualifier Yes 1D Qualifier 1D represents Medicaid
(smaller provider number.
shaded box)
17a PCP Referral Yes Medicaid Enter the CA PCP referral number
(larger shaded | Number or CA Provider # or CA | (Medicaid provider number) or the CA
box) Override Number Override # override number assigned by EDS.
17b NPI (National No NPI Number The CA referral information is

Provider Identifier)

processed from block 17a.
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CMS-1500 (08/05)
Claims Processed with CA PCP Authorization
Effective May 18, 2007 (Date of Processing)

Block Block Name Required Value Explanation
Field
Yes / No

17 Name of Referring | No

Provider
17a (smaller | Qualifier No
shaded box)
17a Taxonomy Number | No
(larger shaded | of Referring
box) Provider
17b NPI Yes CA referring This is a required field.

provider’s NPI
number

Note: If any value is entered in field 17a other than ZZ or blank, the claim will deny. If you enter a ZZ
qualifier in field 17a you must enter the taxonomy number in field 17a or the claim will deny.

CMS-1500 (08/05)
Claims Processed with CA Override
Effective May 18, 2007 (Date of Processing)

Block Block Name Required Value Explanation
Field
Yes / No
17 Name of Referring | No
Provider

17a (smaller | Qualifier Yes 1D Qualifier 1D represents Medicaid
shaded box) provider number.

If any other value is entered, the

claim will be denied.
17a CA Override Yes EDS-issued override
(larger shaded | Number number
box)
17b NPI No Will not have NPI of referring

provider.
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uB-04

Claims Processed with CA PCP Authorization/Referral or CA Override
Transition Dates: March 1 through May 17, 2007 (Date of Processing)

Effective May 1, 2007, providers must submit the new UB-04 claim form.
Providers filing on the new UB-04 claim form must follow the process below for claims received from March 1
through May 17, 2007.

Form Locator Description Required Value Explanation
Field
Yes / No
78 (blank field 1) | NPI No The CA authorization is processed from
field locator 78, blank positions 2 and 3.
78 (blank field 2) | Qualifier Yes 1D Qualifier 1D represents Medicaid
provider number.
If any other value is entered, the claim
will be denied.
78 (blank field 3) | PCP Referral Yes Medicaid Enter the current CA PCP number
Number or CA provider # or (Medicaid provider #) or the CA
Override EDS-issued CA | override number assigned by EDS.
Number override #
78 (blank field 4) | Last Name of | No
Last Referring
Provider
78 (blank field 5) | First Name of | No
First Referring
Provider
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UB-04
CA Claims Processed with PCP Authorization/Referral
Effective May 18, 2007 (Date of Processing)
Form Locator Description Required Value Explanation
Field
Yes / No
78 (blank field 1) | NPI Yes CA referring This is a required field.
provider’s NPI
number

78 (blank field 2) | Qualifier No
78 (blank field 3) | Taxonomy No

Number of

Referring

Provider
78 (blank field 4) | Last Name of No
Last Referring

Provider
78 (blank field 5) | First Name of | No
First Referring

Provider

Note: If any value is entered in field 78 (blank field 2) other than ZZ or blank, the claim will be denied. If
you enter a ZZ qualifier in field 78 (blank field 2), you must enter the taxonomy number in field 78 (blank
field 3) or the claim will be denied.

UB-04

CA Claims Processed with CA Override Number
Effective May 18, 2007 (Date of Processing)

Form Locator Description Required Value Explanation
Field
Yes/No
78 (blank field 1) | NPI No Will not have NPI number of referring
provider.
78 (blank field 2) | Qualifier Yes 1D Qualifier 1D represents Medicaid
provider number.
If any other value is entered, the claim
will be denied.
78 (blank field 3) | CA Override Yes EDS-issued
Number override number
78 (blank field 4) | Last Name of No
Last Referring
Provider
78 (blank field 5) | First Name of | No
First Referring
Provider
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