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Public Law 2023, Chapter 410 (LD1795), An Act to Create Greater Transparency for Facility Fees
Charged by Health Care Providers and to Establish the Task Force to Evaluate the Impact of Facility Fees
on Patients, requires the Maine Health Data Organization (MHDO) to submit an annual report on
payments for facility fees made by payers, to the extent that payment information is already reported
to the organization, to the Office of Affordable Health Care and the Joint Standing Committee on
Health Coverage, Insurance and Financial Services.

Attached is a copy of our first annual report.

| want to thank the committee and the office of affordable health care for your patience as we
developed our first annual report on this topic.

Please do not hesitate to contact me directly with any questions. Karynlee

PHONE: (207) 287-6722 FAX: (207) 287-6732
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Overview

Public Law 2023, Chapter 410 (LD1795), An Act to Create Greater Transparency for Facility Fees
Charged by Health Care Providers and to Establish the Task Force to Evaluate the Impact of Facility Fees
on Patients, requires the Maine Health Data Organization (MHDO) to submit an annual report on
payments for facility fees made by payers, to the extent that payment information is already reported
to the organization, to the Office of Affordable Health Care and the Joint Standing Committee on
Health Coverage, Insurance and Financial Services.

Under contract with MHDO, Human Services Research Institute (HSRI) provided MHDO technical
support in the preparation of this report.

MHDO'’s first annual report on facility fees is a two-part report: Part-one provides the reader with a
general understanding of definitions and standards specific to healthcare billing practices and the
specific data elements in the MHDOQ's all-payer claims data (APCD) that allow MHDO to identify a
payment for health care services rendered within a hospital (in billing referred to as a facility setting
/institutional setting) and services provided by a healthcare provider (in billing referred to as a
professional setting /non-institutional setting). Part-two of the report is an overview of MHDQO's
observations specific to the analysis of thousands of data points from MHDQ’s health care cost and
quality website, CompareMaine. Using those data, MHDO looked at the proportion of payments that
are billed on a CMS 1500 vs. a UB-04, the specific procedure associated with the payment, the health
care setting where the service was provided and the ownership of the health care setting.

MHDO’s Purpose

MHDOQ’s mandate, described in Title 22, Chapter 1683, is to create and maintain a useful, objective,
reliable, and comprehensive health information data warehouse that is used to improve the health of
Maine citizens and to promote transparency of the cost and quality of health care in the State of
Maine, in collaboration with the Maine Quality Forum.


https://legislature.maine.gov/backend/App/services/getDocument.aspx?documentId=103412
https://legislature.maine.gov/backend/App/services/getDocument.aspx?documentId=103412
https://legislature.maine.gov/backend/App/services/getDocument.aspx?documentId=103412
https://www.comparemaine.org/

MHDO is responsible for the collection, storage, management, and release of healthcare data, which
includes claims data from public and commercial payers, prescription drug pricing data, hospital
inpatient and outpatient encounter data, hospital and nursing home quality data, and hospital financial
and organizational data. MHDO maintains over 1 billion healthcare records and that number grows
every month as new data are submitted. For years, MHDQ’s data have been an important data source
for a broad set of authorized data users in their analysis of health care costs, utilization, and outcomes
in the state of Maine.

Part-One

Overview of Medical Coding and Billing Between Provider and Payer

Medical coding and billing are the process of identifying medical diagnoses, tests, treatments, and
procedures found in the clinical documentation for patients and then transcribing this information into
standardized codes and then into standardized claims forms to bill government and commercial payers
for payment. There are over 10,000 codes used in the coding and billing process that describe medical
procedures and services provided to a patient. This process is an intricate and complex system, and
although there are national standards and guidelines from the Centers for Medicare and Medicaid
Services (CMS), there are differences in how these standards and guidelines are applied in the private
sector (commercial insurance companies) primarily based on differences in commercial payer policies.

The UB-04 standardized claim form is used by institutional providers for the billing of claims generated
for work performed in hospitals, skilled nursing facilities, and other institutions for outpatient and
inpatient services, including physicians' fees, the use of equipment and supplies, laboratory services,
radiology services, and other charges. (Note: this is the claim form CMS requires for the submission of
charges under Medicare Part A, often referred to as hospital insurance)

The CMS-1500 standardized claim form is used by non-institutional providers for the billing of claims
generated for work performed by physicians, suppliers, and other non-institutional providers for both
outpatient and inpatient services. (Note: this is the claim form CMS requires for the submission of
charges under Medicare Part B, often referred to as medical insurance). A CMS-1500 may also include
a technical component, indicated as a specific Procedure Modifier, to account for the cost of
equipment, supplies, and/or technical personnel associated with a service.

Both the UB-04 and the CMS-1500 standardized claim forms contain many of the same data elements
and information, including patient demographics, provider identification, identification of procedures
and associated charges, and insurance provider. There are however unique data elements in the UB-04
that are not present in the CMS-1500 form and vice versa. These differences allow MHDO to report on
payments made by payers to institutional providers (often referred to as facility fees) and payments
made to non-institutional providers (often referred to as professional fees).

Overview of Billing Between Provider and Patient

When a patient visits a provider’s office, the billing process typically involves several steps, and the
number of bills a patient receives can vary based on several factors. These factors can include the
number and types of services received during the visit, the location and type of health care setting the
patient visits (hospital, non-hospital) and the ownership (affiliated with a hospital system or
unaffiliated), the patient’s insurance coverage, and the billing practices and policies of the health care
provider and payer. Below is a general overview of the billing process:



1. Service Documentation: The documentation of the services provided to the patient during the
visit. This includes the medical exam, tests, procedures, and any other health care services.

2. Insurance Coverage: If the patient has health insurance, the provider will verify the coverage,
including what is covered under the patient’s plan.

3. Claims Submission: The health care provider submits a claim to the patient’s insurance for the
services rendered, and depending on the service provider, setting, and insurance type the claim
form used is a CMS-1500 or a UB-04 or both. The claim includes details about the patient,
services, and associated costs.

4. Insurance Adjudication: The insurance company reviews the claim and determines the amount
it will pay based on the patient’s coverage. The insurance company will send the patient an
Explanation of Benefits, which includes details about how a service was covered, what their
plan paid, and the patient’s cost share responsibility.

5. Patient Billing: If there is a remaining balance after insurance coverage, the health care
provider(s) send a bill to the patient. A patient may receive multiple bills or statements
throughout this process, especially if both a CMS-1500 and a UB-04 claim form are used to bill
for services rendered during the visit.

Part-Two

The Data

For this first report, MHDO is leveraging the information reported in our health care cost and quality
website, CompareMaine, the State of Maine’s health care transparency website that helps consumers
understand the average cost and quality of health care services. The cost data presented on
CompareMaine represents Commercial medical claims data only (data from public payers are not
included on CompareMaine or in this report) submitted by Commercial Insurance Companies to
MHDO. The costs are calculated as total estimated payments, displayed as the average dollar amount
the insurance company and the insured pay the provider for a health care service or procedure.
Additionally, the average payment data is broken down by facility and professional payments.
CompareMaine shows that there is variation in the average payments across health care settings,
geography, and by payer for health care procedures.

The structure, form, content and reporting frequency of the health care claims data submitted to
MHDO from commercial payers, used to support CompareMaine and this analysis, is defined in 90-590
Chapter 243, Uniform Reporting System for Health Care Claims Data Sets. The claims data MHDO
collects per these requirements is considered administrative data and mostly aligns with national
billing and reporting standards.

The screenshot below is from Appendix D-2 in Chapter 243, which provides the payer with the
instructions for creating the MHDO claims data files based on national billing standards. The table
identifies the specific data element number, the data element name, a column for where in the UB-04
and CMS-1500 standardized claim forms the data element can be located. This structure allows MHDO
to identify in the claims data what is billed on a UB-04 versus a CMS-1500 claim form. Specifically, a
claim that is generated on a UB-04 form is identified based on the presence of a populated MC036
Type of Bill and/or MC054 Revenue Code field, as these fields do not exist on a CMS-1500 form.


https://www.comparemaine.org/
https://mhdo.maine.gov/_finalStatutesRules/Chapter%20243%20Claims%20Data_231217.pdf
https://mhdo.maine.gov/_finalStatutesRules/Chapter%20243%20Claims%20Data_231217.pdf

90-590 Chapter 243  page 55
Appendix D-2
Maine Health Data Organization
Medical Claims File Mapping to National Standards

HIPAA Reference ASC X12N/005010A1
Transaction Set/Loop/
Data UB-04 CMS
Element Form 1500 Segment ID/Code Value/
# |Data Element Name Locator # Reference Designator
MC035 Placeholder N/A N/A N/A
MC036 [Type of Bill — Institutional 4 N/A 837/2300/CLM/05-1
MC037 JPlace of Service - Professional N/A 24B 837/2300/CLM/05-1
MC038 Claim Status N/A N/A 835/2100/CLP/02
MC039 [Admitting Diagnosis 69 N/A 837/2300/HI/BJ/01-2
MC040 E-Code 72 N/A 837/2300/HI/BN/01-2
MC041 Principal Diagnosis 67 21.1 837/2300/HI/BK/01-2
MC042 [Other Diagnosis — 1 67A 21.2 837/2300/HI/BF/01-2
MC043 [Other Diagnosis - 2 67B 21.3 837/2300/HI/BF/02-2
MC044 [Other Diagnosis - 3 67C 21.4 837/2300/HI/BF/03-2
MC045 [Other Diagnosis - 4 67D N/A 837/2300/HI/BF/04-2
MC046 [Other Diagnosis - 5 67E N/A 837/2300/HI/BF/05-2
MC047 [Other Diagnosis - 6 67F N/A 837/2300/HI/BF/06-2
MC048 [Other Diagnosis - 7 67G N/A 837/2300/HI/BF/07-2
MC049 [Other Diagnosis - 8 67H N/A 837/2300/HI/BF/08-2
MC050 IOther Diagnosis - 9 671 N/A 837/2300/HI/BF/09-2
MC051 [Other Diagnosis -10 67J N/A 837/2300/HI/BF/10-2
MC052 Other Diagnosis -11 67K N/A 837/2300/HI/BF/11-2
MC053 [Other Diagnosis -12 67L N/A 837/2300/HI/BF/12-2
MC054  |Revenue Code 42 N/A 835/2110/SVC/NU/01-2, 835/2110/SVC/04
MC055  [Procedure Code 44 24D 835/2110/SVC/HC/01-2, 835/2110/SVC/HP/01-2
MC056 |Procedure Modifier - 1 44 24D 835/2110/SVC/HC/01-3
MC057 !Procedure Modifier - 2 44 24D 835/2110/SVC/HC/01-4
The Analysis

MHDO created a detailed data set of over 100,000 data points leveraging the information reported in
CompareMaine — available here. The data set consist of 111 health care procedures displayed by
health care providers with a breakdown of the percentage of claims paid on a CMS-1500 (non-
institutional) and claims paid on a UB-04 (institutional) for each of the Top 5 commercial payers in
Maine, which include: Aetna, Anthem, Cigna Healthcare, Community Health Options, Harvard Pilgrim
Health Care. The procedures were organized in the following procedure categories:

Procedure Category? Number of CPT Codes

Office Visits 24
Behavioral Health Services 15
Outpatient Services 8

Radiology & Imaging 64
Total 111

Each provider associated with the 111 procedures was organized into two different categories —
ownership and health care setting type. Ownership indicates whether the provider is affiliated or
unaffiliated with a hospital or a health system based on data reported to MHDO per the requirements
of 90-590 Chapter 300. The health care setting type identifies if the provider is a hospital, critical access
hospital, or a non-hospital.

! Detailed information on the methodology on how costs are calculated can be found on CompareMaine.


https://mhdo.maine.gov/facilityFeePayments.htm

Category Number of Providers

Ownership
Affiliated with a Hospital or Hospital System 82
Unaffiliated 74
Setting Type
Hospital — Critical Access 16
Hospital — Not Critical Access 18
Non-Hospital 122
Total 218

Below are a few observations from the detailed data set.

e There are similarities in the percentage of claim payments reported on the CMS-1500 and/or
UB-04 for specific procedures and in specific health care settings across the top 5 commercial
payers; but there are also differences amongst these payers.

o An example where the percentage of claims reported on a UB-04 varied was psychiatric
diagnosis evaluations (CPT Code: 90791). Critical access hospitals rarely paid on a UB-04
and had a median cost of $149.12 across payers, other hospitals paid on a UB-04 almost
25% of the time and had a higher median payment of $165.

=  When looking at these hospitals by payers, those paying a lower percentage on a
UB-04 had lower median payments: Harvard Pilgrim paid 11.25% on a UB-04
with a median payment of $149.12; Aetna paid 40.82% on a UB-04 with a
median payment of $221.70; and Community Health Options paid 70.20% on a
UB-04 with a median payment of $332.75.

e Office visits were consistently paid on a CMS-1500, but even for instances where there were
payments on a UB-04 it did not result in higher median costs. Outpatient procedures
consistently billed using UB-04 across payers more than other procedures categories.

e The health care setting type associated with the lowest median payments varied by procedure
and payer, but largely occurred in unaffiliated, non-hospital health care settings. This was the
case for most outpatient services, behavioral health services, and radiology and imaging
services. This was not the case for office visits: the lowest median in office visit costs largely
occurred in the Hospital - critical access (CA) setting.

e There are three types of telehealth visits in the office visit category included in this analysis,
representing 79 providers (49 Affiliated providers, 30 Unaffiliated providers). Most of these
visits were billed exclusively on a CMS-1500. None of the Top 5 insurers paid unaffiliated
providers on a UB-04. There were less than ten affiliated providers who billed exclusively on a
UB-04 and approximately five providers who billed on both a UB-04 and a CMS-1500.

e The procedures in the office visit and radiology categories provided by an affiliated provider
were more likely to have payments paid on both a UB-04 and a CMS-1500. Unaffiliated
providers providing office visit and radiology services were more likely to be exclusively paid on

6



a CMS-1500. Hospital settings provided more radiology services, but the lowest median cost
was consistently in the unaffiliated, non-hospital health care setting across payers.

To further illustrate what appears in MHDQ's claims data, Table 1 provides detailed information on six
procedures in the detailed data set. Here are a few observations:

Colonoscopies with biopsy (CPT Code: 45380) is one procedure which unaffiliated, non-hospital
health care settings did use a UB-04, however with a lower percentage of the total payment
from the UB-04 than affiliated settings. Median payments were less overall in the unaffiliated,
non-hospital health care settings.

Some median payments were similar across providers, likely due to the volume of payments
that were the same amount. Psychotherapy (CPT Code: 90837) provides an example of this and
is an area that could be further explored for examples of standardization across providers and
payers.

Hospital settings completed more MRIs of joint lower extremity without contrast material (CPT
Code: 73721) than unaffiliated, non-hospital health care settings, and unaffiliated, non-hospital
health care settings largely had the lowest median payment for these procedures.

The radiology procedure diagnostic mammogram (CPT Code: 77066) provides an example of
how procedures may have similar costs, even if the percentage billed between UB-04 and CMS-
1500 was substantially different.



Table 1 Details for Six Procedures — Percentage of claims paid on a CMS 1500 vs a UB-04, Number of Episodes, and Median Payments

Total (All Payers)

Affiliated vs. | Health Care :
Category Procedure - . Number of % Payment % Payment Median
Unaffiliated | Setting Type .
Episodes  CMS-1500 UB-04 Payment
All All 245,372 98.27% 1.73% $ 112,93
CPT Code: 99213-Established patient for low t Affiliated Hospital 119,521 97.41% 2.59% S 105.86
ode: -established patient forflowto 1 atfiliated Hospital - CA 14,774 90.58% 942% $ 86.59
moderate problems . .
Affiliated Non-hospital 32,731 99.14% 0.86% S 125.75
Office Visits Unaffiliated Non-hospital 78,715 99.98% 0.02% S 128.04
All All 1,364 96.28% 3.72% S 69.43
PT Code: 95442-Physician teleoh Gent Affiliated Hospital 691 96.50% 350% S 62.83
. oae: . ysician te ep' one'pa |er:| Affiliated Hospital - CA 133 66.42% 33.58% S 64.34
service, 11 to 20 minutes of medical discussion o .
Affiliated Non-hospital 97 96.56% 3.44% S 149.15
Unaffiliated Non-hospital 445 100.00% 0.00% S 7290
All All 3,786 11.99% 88.01% $ 2,387.10
Outpatient CPT Code: 45380-Col ith bi f Affiliated Hospital 2,442 9.94% 90.06% S 3,467.45
urpatien -oce: -Colonoscopy With blopsyor | tfiliated Hospital - CA 579 11.72% 88.28%  $1,809.39
Visits benign neoplasm . .
Affiliated Non-hospital 18 5.67% 94.33% $3,103.10
Unaffiliated Non-hospital 760 28.94% 71.06% $1,386.40
All All 49,069 95.40% 4.59% S 114.34
Behavioral CPT Code: 90837-Psvchoth 60 minut Affiliated Hospital 8,614 81.64% 18.36% S 11434
ehavioral | Loae: -Fsychotherapy, 69 minutes Affiliated Hospital - CA 1,722 96.84% 3.09% S 11434
Health Visits with patient and/or family member . .
Affiliated Non-hospital 3,547 99.03% 0.97% S 147.94
Unaffiliated Non-hospital 35,365 99.91% 0.09% S 11434
All All 2,108 32.35% 67.65% $1,122.18
CPT Code: 73721-MRI of ioint | t it Affiliated Hospital 969 10.80% 89.20% $1,215.17
| Lode: -VIRTotjoint fower extremity | Affiliated Hospital - CA 359 6.28% 93.72%  $1,812.37
without contrast material . .
Affiliated Non-hospital 63 6.61% 93.39% $1,820.39
Radiology Unaffiliated Non-hospital 776 99.83% 0.17% S 933.03
Visits All All 2,989 28.98% 71.02% S 454.10
CPT Code: 77066-Diagnostic mammogram, Affiliated Hospital 2,040 16.55% 83.45% S 504.22
including computer-aided detection, both Affiliated Hospital - CA 446 17.76% 82.24% S 404.93
breasts Affiliated Non-hospital 53 14.91% 85.09% S 503.37
Unaffiliated Non-hospital 500 99.22% 0.78% S 417.20




Next Steps

As noted above, there are thousands of data points that support this first annual report that have been
organized into an excel spreadsheet. There are other data in MHDQO’s commercial claims data that
support the summary level data. The full scope of data collected by MHDO may support specific follow
up questions that the Health Coverage, Insurance and Financial Services Committee and/or the Office
of Affordable Health Care may have regarding the billing and payment transactions between the
provider and the payer. Because MHDO leveraged existing data sets in the creation of the contents in
the excel spreadsheet, the information is specific to commercial payers only and does not include data
for public payers (MaineCare and Medicare). As noted above there are coding and billing standards
and guidelines established by the Centers for Medicare and Medicaid Services (CMS) that may differ
from the policies of the commercial market. What appears to be universal across the different payer
categories is the use of the standardized claim forms (UB-04 and the CMS-1500). MHDO has the data
to analyze the billing and payment transactions that occur between the provider and the public payers.
However, this analysis will take more time as MHDO does not have the existing infrastructure built for
the public payers. To structure the data for the public payers in the same way as the commercial
payers, MHDO may require additional resources.



Appendix A: UB-04
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UB-DA NOTICE: THE SUBMITTER OF THIS FORM UINDERSTANDS THAT

OF ESSENTIAL

MISREPRESENTATION OR FALSIFICATION
AS REQUESTED BY THES FORM, MAY SERVE AS THE BASIS FOR

INFORMATION
CIVIL MONETARTY PEMNALTIES AND ASSESSMENTS AND MAY UPON CONVICTION INCLUDE
FINES ANIVOR IMPRISOMMENT UINDER FEDERAL ANDVOR STATE LAW(S).

Submission of this claim constintes cerification that the billing
information e shown on the face hersaf is trus, accurats and complets.
That the submitter did not knowingly or recklessly disregard ar
misrepresant or conceal material facts. The fallawing cartifications ar
verifications apply whers parfinent o this Bk

1. ¥ third party benefits are indicated, the appropriats assignments by

lespyaal guiewdiian covering authorization o releass nformation ana on fils.
Determinations & to the releass of medical and finandial information
should be guided by the patient or the patient’s legal representative.

2. If patient occupied a privale raom of required private nursing for
misdical nacassity, any nequinad cartifications are on fila.

3. Physician's certifications and re-carifications, if required by contract
or Federal regulations, are an file.

4. For Raligious Non-Medical faciliies, vexifications and if necessary re-
cartiications of the patient's nead for sandicss are on file.

5. Signature of patient or his representative on certifications,
authorization to release information, and payment request, as
requirad by Federal Law and Regulations (42 USG 1935, 42 GFR
42436, 10 USC 1071 through 1086, 32 CFR 188) and any other
applicable contract regulations, is on file.

6. Tha provider of care submitter acknowladgeas that the bill is in

conformance with the Civil Rights Act of 1864 as amanded. Records

describing sarvices will ba maintained and necasaary

information will ba fumished to such governmeantal agancias as
raquirad by applicable law.

7. For Madicars Purpasas: If the patient has indicated that othar haalth
insurance or a state medical assistance agency will pay part of
hisshar madical expanses and ha/she wants information about
hig/her clain releasad to them upon request, necessary authorzation
ia on file. The patient's signature on the provider's request to bill
Madicare madical and non-medical information, ncluding
amployment states, and whather the parson has employar group
health insurance which is responsible to pay for the services for
which this Madicars claim is mede.

8. For Madicaid purposas: The submitter understands that because
payment and satisfaction of this claim will ba from Fedaral and State
funds, any false statements, documants, or concealmant of a
matarial fact are subjact io prosécution under applicable Federal ar
Gtate Lawa.

8. For TRICARE Purposes:

(8) The information on the face of this claim is trua, accurats and
compilete to the beast of the submittar's lmowladge and balief, and
servicas ware madically necessary and approprists for the health
of the patient,

{b) The patient has rapresanted that by a reported residential address
putsicka & military medical reatment faciliy catchment ansa b or
she does not live within the catchment area of a U.S. military
medical freatment facility, or if the patient resides within a
catchmant area of such a facility, 8 copy of Nor-Availability
Statermant (DD Form 1251) is an fla, or tha physician has cerifisd
10 & madical smergancy in any instanca whars a copy of a Non-
Availability Staterment is not on fils;

(&) The patient or the patient's parent or guardian has respondad
direscily to the provider's request to identify all haalth insurancs
coverage, and that all such coverage is identified on the face of
the claim excapt that coverage which is exdusively supplomentsal
paymeénis to TRICARE-dedarmined banefits;

{d) The amount billed to TRICARE has bean billad after all such
coverans have baen billed and paid exrluding Medicaid, and the
amount billed to TRICARE is that remaining daimed against
TRIGARE banefits;

{6) The baneficiary's cost share has not been waived by consent o
failura o axarcise genemlly accepted billing and collecion effarts:;
and,

i Any hosptakbased physician under contract, the cost of whose
servicas are allocated in the charges incuded in this bill, is not an
employes or member of the Uniformed Services. For purposes of
this certification, an employee of the Uniformed Services is an
amployas, appointed in civil sarvica (refer ta § USC 2105),
including part-tims or intermittent employses, but axduding
contract surgeans or ather persanal service contracts. Similary,
marmber of the Uniformed Services doss not apply to resarve
miembers of the Uniformed Services not on active duty.

{g) Based on 42 United States Code 1385cc(a){1)(j) all providers
participating in Medicans must also parficipats in TRICARE for
inpatiant hospital services provided pursuant to admissions o
haapitals oecurring on or after January 1, 1887; and

(h) ¥ TRIGARE benafits are to be paid in a participating status, the
gsubmitter of this claim agreas to submit this daim to the
appropriate TRICARE claims processor. The provider of cara
submitter also agreas to accept the TRICARE detarminad
reasonable charge as the lotal changs for the medical senvices or
supplies Ested on the daim form. The provider of can will accept
thé TRICARE-determined reasonable charge even if it is kess
than the billed amount, and also agreas to accept the amaunt
paid by TRICARE combined with the cost-share amount and
deductible amount, if any, paid by or on bahalf of the patient as
full payrmeant for the Ested medical sarvices or suppliss. The
provider of care submitter will not attempt to collect from the
patient (or his or her parent or guardian) amounts over tha
TRICARE determined reasonable charge. TRICARE will maks
any benefits payable directly to the provider of cara, if the
prowider of care is a participating providar.

SEE http./fwww. nubc.org/ FOR MORE INFORMATION ON UB-04 DATA ELEMENT AND PRINTING SPECIFICATIONS

Source: ub-40-P.pdf (cdc.gov)
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Appendix B: CMS-1500
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HEALTH INSURANCE CLAIM FORM
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2. PATIENTS NARE (Lasl Name, First Nama, Middla Intial T FRIERTE BIRTH OATE SEX . INGURED'S NAME (Last Nama, First Nama, Mrdla Infid
] Y
T O

§. PATIENTS ADDRESS (M., Sirat)

Il i
6. PATIENT RELATICHEHIP TO NSURED

s s ][]

ame_]

7. INSURED'S ADDRESS (Mo, Straal)

clTy STATE

ZIF CODE TELEFMONE [Include Asas Sode)

()

B. AESERYED FOR MUGT LISE

% OTHER [NEURED'S HAME (Last Mama, Fiee Nama, Middla |oitial)

. OTHER INSURED'S POLICY OR GROUP HUMEBER

b, RESERYED FOR MUCT USE

¢. RESEAVED FOR NUCC USE

Tk, |5 PATIENT'S CONDITION RELATED TO:

i, EMPLOYMENT? [Gurmant ar Pravious)

YES
b AUTD ACCIDENT?

D\'ES

|1

g, INSURANCE PLAN NAME DR PROGRAM NAME

AEAD BACK OF FOAM BEFORE CO
12 PATIEMT'S OR AUTHOR| ZED FERSON'E S|GMATUR

¥ procass ths chim, | ek requaest parent ol govemme
Eakoaw.
SIGNED

I-I.MTE QEE].'IHHEQI; ILLMESS

7. NAME OF REFERR|NIG FRC

SHEGRANCY |

i .
v W

5

\

ATION ———————» |<— CARRIER —»

HIOGFAAM NAKE

. |3 THERE ARCOTHER HEALTH BENEFIT PLANY
D\'Es DND I pee, cornplele tame 3. Ga, and Bd.

PATIENT AND INSURED I

INSUREDS OF AUTHORIZED PERBON'S SIGMATURE | authorize

Py of madical Bsnalits o the undersigned physician or spglsr e
sanicas dascribad bejow.

S|GMNEDR
6. MTESATIENLHN:\H_E T-? WORK NCUR‘FL‘ENT (ﬁ)UP'JlTIUN

& OEFT AL TZATION DATES RELATED 10 CURRENT BEFVIEES,
MDD kil MM TG Y
FROM ™o 1 i

L I
20. DUTEIDE LAET 5 CHARGEE

[Jres [Jwo | |

i Bervice 7o LAl [24E]

! 23, BMIEEICH
ICTInd. || A ORIGIMNAL REF. NO.
[ — ol
& L . 23, PRIGR AUTHORIZATION NUMEER
K. L L
D. FROCEDURES, SEAYIGES, OF SUFFLIES E. F. G | H] I a1
[Explan Unususl Cimumstancas) DIAGROSES B B o RENDERING
EMG | CFT/HCPGE | MODIFIER FOINTER 3 CHARGES s | v | o FROVIDER ID. 8
I | 1 1 ] 1 ==~~~ ========-=
| | 1 | Ll
| 1 | 1 ; | I | O
A I I T T N I I
1 ' i 1 1 i | Foeqdemmmmmmcccaaan
T I T S N I N N I I KT
1 1 ! ] 1 1 T 1 v e
I S N S N N I A S 1 .
1 T 1 ] i 1 P | e
N I T I A T N I I
| ' | f i | ' N e
1 [ 1 ] | | I i 1 i | i HEl
i L i Il 1 i L
25, FEDERAL TAX |.0. NUMBER S8N EP 26, FATIENTE ACCOLNT MO, 27. WOSEPT iSQGNgg&NT? 20, TOTAL CHARGE 28, AMOUNT PAID 30, Pawd for NUGE Uss)
o L L) ¥ \ ) |
(1] ves [ Jwo | L I i
. BIGNATURE OF PHYSICIAN OR SUPFLIER 2. SERVICE FACILITY LOCATION INFORMATION 39, BILLING PROVIDER MFO & PH ¥ { :]
INCLUCHNG DEGREES OR CREDENTIALS
il certity thal fhe slalemenis on fe revene
apply 1o #is bl and are mads & part thersod )
a a
0= DATE F F
NUCC Instruction Manual available at: www.nuce.org PLEASE PRINT OR TYPE APPROVED OMB-0%38-11497 FORM 1500 (32-12)

| #—————— PHYSICIAN OR SUPPLIER INFORMATION
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BECALUSE THIS FOAM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS I5SUED BY APPLICABLE PROGRAMS.

NOTICE: Any person who b Ingly flles a stal 1 of claim containing any misrepresentation o any talse, incomplate or misleading Information mey be guilly of a
criminal act punishable undes lw and may be subject to clell penalties.

REFERS TO GOVERMNMENT PROGRAMS DMLY

MEDICARE AMD TRICARE PAYMENTS: & patient's signature requasts thal payment be mada and authortzes relaase of any nlomabion necesseny 10 process the claim and carilies that
thea irdormation providied in Blocks 1 Braugh 12 15 trea, accurats and complale. In the case of a Medicare clalm, tha patant's sgnature authonzes any enlity 10 ralaass to Medicara medical
ardt nonmedical infermation and whether the persen has employer group health insurance, Eadily, no-faull, worker's campensaton or ather nsurance whish is respensile 1o pay tor tha
services far which the Medicane claim s made. See 42 CFR 411 24(a). Fitem 9 s completed, the palient's sgnadure autheeizes relaass of Be information o tha healh plan or ageriay shown,
In Medicare assigned or TRICARE paricpation cases, ©e physician agees o sooept he chage detsrmiralion of the Medcanms carver ar TRICARE Nscal intermediary a5 fhe 1l charge and
i palient is respansible only lor he deductbile, coinaurance and non-covensd sendces. Coirsdranca and the deductiole ans based upon (s charge detsrmination of tha Medican cammier o
TRIGARE Necal intermedkary # 1his is less than e cheega sumiied, TRIGARE & not 8 healh Insuranca program bul makes pavment Tor haalth banatits provided through cenain alfiliaticns
wih e Unilormad Sendees. Indermation on the patent's sponsor showld ba prosidad in thosa tems captioned in “nsured”; Le., iems 1a, 4, 6,7, 9, and 11.

BLACHK LUNG AND FECA CLAIMS
Tha prowidar agrees 1o accept the amount paid by The Govarnmant s payment i fl. Sea Black Lung and FECA Instructions regarding reguired procedura and diagnosis coding syslems,

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, TRIGARE, FECA AND BLACK LUNG)

I submitling this claim for payment from federal unds, | camity that: 1) the nlomation on this foem & ree, scourale and complete; 2) | bave familiarized mysell with sl applicable laws,
ragulalicna, and program inglructions, which are available [rom e Medicare contracion, 3] | have provided o wil pravide sutlicsant infomation required 10 allow e govarnmen o make an
Informed akgiziiy end payment decision. 4) thia claim, whather submitied by me or on my behall by my desgrated biling company, comples wilks all applicaie Medicare andior Medicaid
laws, requiations, and program instructions dor payman including but ned Imited o the Fadaral anti-kickback siahule and Physicien Sali-Faleral lew (commonly known as Stark 1aw); 5) tha
shRrvicas on this ioem ware medically necessany and pessomally fumished by ma or were furnishad nedent o my profiessanal sarios by my emplyes undar my diest supsrisian, scept as
oferwiss expressly permitiad by Medicare ar TRICARE; &} for sach sanvics rendesed incident io my profassional service, tha identity {legal name and NP, cense &, ar 588 of the primary
indvidual rendering sach service is repored in the desgnaied seclion For servioses 1o be congidered “incident io° a physician's prolessional services, 1) thay musi be rendersd under iha
phiysician's dirsct sugenigion by higher emplopes, 2) thay musl be an nlsgral, slthough ncidental par of & eovarad phygician sensos, 3] hey must be ol kisgs cammanly lurished in
physician's officas, and 4] Me services of nor-physicians musl be inclded on the physican's bills.

Far TRICARE clairee, | lurines carlily ha | {oe any amployes] who rendersd sarices am rol an active duty membar of the Uniformed Servcas or & civikan employes of the Uniled Siatas
Gowammimant o 8 condrad] ermploves of e United Stales Governmenl, either civilian or milkary (resar 10§ USC 5538). For Black-Lung claims, | lurher cestily ihal the services pericemad wang
Ioe @ Black Lung-ralated disorar,

Mo Parl B Madicans banelils may be paid unkss (his Torm is recesved a8 requined by asisting law and regulations (42 CFA 424 32),

NOTICE: Any ohe wha msrepresenis or falsiies essential inlormation (o receive payment Inom Federal funds requesied by Bis lorm many upon conviction be subject b fine and imprisonmes
urider applicablke Fedaral laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, TRICARE, FECA, AND BLACK LUNG INFORMATION (PRIVACY ACT STATEMENT)
Wa ama silbarized by CMS. TRICARE and OWCP o a3k you far infarmation nesadad in the adminstration of (ha Medicars. TRICARE, FECA, and Blask Lung programs. Autharlly b colasl
information is in sechion 205(a), 1862, 1672 and 1674 of iha Social Secunty Act 6= mended, 42 CFR 411.24a] and 424.5{8| (5}, and 44 LISC 3101 41 CFR 101 el seq and 10 LISC 1073
and 1086; 5 USC 8101 al saq; and 30 USC 901 of seq; 38 USS 613; B0, 9397,

The information we cbiain (o complese claims wder these programs is used 10 dentily you and 1o dedarming your eligibility. s also used w decide il the serdces ard supplies you received
are coverad by thege programs and bo insuna that propar paymeant s mack,

The information may also be given o olher providans of Sanvicas, Garviers, inermedianes, medical review bogrds, heslth plans, and other arganizations or Fedaral agencias, or (he allacihve
Bdminisiration of Fadaral prosisions that require othar 1hind parties payars 1o pay primany 10 Federal program, and &5 otharsise necessary 0 administer these programs. For example. A may
be maceEsany 10 csciosa iInformalion soul he banelis you nasve usad 108 hosgpilal o doclor, Addilional disclosures arg made Ihrough moaling usas for iIndarmalion contaned in systems ol
racoes.

FOR MEDICARE CLAMS: Saa 1ha notice maddying system No. 09-700501, tilled, “Carnar Medicara Claims Racord,” putlishad in the Federal Register, Viol. 55 No. 177, paga 37543,

Wad. Sept. 12, 1950, or a5 updatad and rapublishat.

FOR OWCP CLAIMS: Depatment of Labar, Privacy Act ol 1974, “Republicaton of Motica of Systams of Recorss.” Faderal Ragister Yol 55 Mo, #0, Wed Feb. 28, 1230, Ses ESA-5. ESA6,
ESA-12 ESA-13, ESA-30, or 65 updated and repulsned.

FOR TRICARE CLAMS: PRINCIPLE PURPDOSEIS) To evaluate eligitdity lor medcal cana provided by enilian sources end bo lssus payment upon establisnment ol aligibility and
datermingiion thal the sansces'supplies recalved are auihonzed by |aw.

BOUTINE USESE Iformaton from claims and relabed documents may be given fo the Dept. of Veterans AMairs, the Depl. of Health and Human Services andior the Degl. of Trensportation
conaeEtant wih thedr stabutorny aominisrases resparsbiiies under TRICAREGHAMPYA; o (ha Degl. of Justice lor represantation of tha Sacretary of Datensa in civil actans; 10 1ha Intemal
Ravenua Service, private collechion agancies, and consumar reporting agancies in connaction with recaupmand dams: and o Congressional Officas in responss o inquiras mada at tha
recuiest of the person to whom a reoand pmz.rls Apprapriate disclosures may be mado o othar federal, staie, local, foneign povermement agencas, privaie business enities. and ndivicual
prowichrs of care, on matbars ralaling kB chaims adjudi . Iraud, program abuss, ulilization review, quality assurance, pesr review, program integrily, third-party Ebilgy,
coardination of benefits, and avil and aiminal liligalion nelmam the ﬁpérﬁ.l‘i'ﬂl'l al TRICAHRE.

DISCLOSURES: Yoluniary, hawerer, failure o provide nlomaton wil resuk in delay in peyment or may resull in denial of claim, Wih the one excapfion decussed below, there are fa
panalias under these programs [or refusing o Supply information. However, FEilare 1o lumish infarmalion regarding he medcal saraces rendared or @e amounl charged would preveril
Ry msant of claims wndaf 1hase ONOEamsS. Failure 1o |lusresh any olbar informalion, swih as name of claim numser, would Mlajl paymerl ol the claim, Faflee 1o prmida' mesdical irdormation
under FECA could be deamed an abstruction,

1L i= mandalony thal you tell us if you know ihal anolher pasty & responaible Tor paying lor yous trasimenl, Section 11268 of I Social Secuily Acl and 31 USC 3807 3812 provide penakias
Yo withholding 1his indormation.

ou should be Fwane hal P.L. 100-503, ihe “Compuler Matching and Prevacy Frofeciion At of 18867, pemils ihe gowamment (o verily infarmation by way of compuies matches,

MEDICAID PAYMENTS (PROVIDER CERTIFICATION)
| herety agree 10 keep such records as ae necessarny 1o disclose luly the exlent af services provided 10 individuals under e Stale™s Title XX plan and o mish indarmation regarding any
Wymmeclalmm B‘D’h’lﬂiﬂﬂ such services as the Siate P.gmcy of Dhespl, of Haalth and Human Services may ragueal,

| furthesr sgree o socepl, &= paymenl in bull, the ameont paid by the Medicaid program lor hese slaims subrilled for paymen| woder that program, with [he excepton of auiboriesd deduclible,
Coirsiraroe, M-ﬂﬂ.}'i‘ﬂl!ﬂlﬂf sirilar mmming ﬁhﬂl‘g&.

SIGNATURE OF PHYSICIAN (OR SUPPLIEER): | canity thal the services listed above wene medcally mdicated and necassary ta the health al tis patient and were personally furnishad by
o O Ay amrgloyes under my personal direchion.

NOTICE: This i 8o ceebly that the laregoing mfoemation is irue, acourals and compleis. | undarstand that payment and satisfaclion of this claim wil ba irom Federal and Stae funds, snd that
arry falsa claims, stalements, or documnenls, of concealmnenl of & matenal lact, may be proseculed under spplicable Federal or Stale laws.

According lo the Paperwark Reducton Act of 1888, no persons ana required (o respond %0 a callection ol indormation unless it displays a valid OMB conirel numbsar. The valid OB conirol
nuintrer far this indormation collection & 0838-1157. The ime required (o complete this infarmation collection is astimalsd to average 10 minutes per response, including te time o raview
Instractions. saarch ensting dala resources, pather the data neadan. and comgplata and raviaw the inlormation collection. IF you hawa BNy commeants conc tha accuracy al tha limsa
esSmata(s} or sugpastions for mproving this formy, plesss weite to: CMES, 7500 Secunty Bouleard, Astn: PRA Raparts Clearance Offices, Mail Stop C4-26-08, Baltimare, Maryland
21244-1850. This address is lor comments and’or suggeations only. DO ROT MAIL COMPLETED CLAIM FORMS TO THIS ADDRESS.

Source: Health Insurance Claim form (cms.gov)
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https://www.cms.gov/medicare/cms-forms/cms-forms/downloads/cms1500.pdf
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