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Insurance Billing Instructions

Obtaining Prior Authorization

Prior to shipping devices that will be paid for by Third Party Payers, a prior authorization/pre-determination of benefits should be completed.

The following steps should be taken:
· Review the patient packet to ensure all documentation is present.
· Contact insurance company and give them all necessary information. Verify that correct fax number/mailing address for submission of supporting documentation.
· Send all supporting documentation to insurance company.
· Follow up on submitted documentation with insurance company if no response within 10 days.

An approval from the insurance company should contain, at minimum:
· Exact equipment approved
· Deductibles, OOP expenses that need to be met
· Claim mailing address

Claim submission and follow up:
· A HCFA 1500 (02-12) must be completed in order to bill all private insurances, unless otherwise specified by the insurance company that you are billing. ( See Appendix A)
· Once the claim is submitted, follow up should be done approximately 30 days after submission and every two weeks thereafter to check the status of the claim. 
Receiving and applying payment:
· When payment is received from an insurance company, you must complete the Payment Application Form as shown in Appendix B. This form should be then be submitted to the staff accountant, who will then apply the monies to the appropriate place. 
Overpayments:
· If an overpayment has occurred from the insurance or from the client, the money must be refunded to the insurance or client within 15 working days.**  
· Customer:
· Contact the customer and let inform them of the amount of overpayment and that a refund check will be sent to them within 15 working days.
· Insurance:
· Contact the insurance at once to see if they prefer to have TCL send them a check or if they want to do an adjustment on the next payment owed to TCL. 
** Refund requests should be noted on the Payment Application Form (Appendix B).

HCFA 1500 PAPER FILING CLAIM INSTRUCTIONS – APPENDIX A
	1 
	Required 
	Indicate the type of health insurance coverage applicable to this claim by placing an X in the appropriate box. Only one box can be marked.

	1a 
	Required 
	Insured’s ID Number 
Identification or certificate number assigned to the insured/subscriber. Please submit complete number including alpha prefix. 

	2 
	Required 
	Patient’s Name (Last Name, First Name, Middle Initial) 
Enter the patient’s full last name, first name, and middle initial. If the patient uses a last name suffix (e.g., Jr, Sr), enter it after the last name and before the first name. Titles (e.g., Sister, Capt, Dr) and professional suffixes (e.g., PhD, MD, Esq) should not be included with the name.

	3 
	Required 
	Patient’s Birth Date, Sex 
Patient’s month, day and year of birth in MM/DD/CCYY format. Patient’s sex is identified by M (male) or F (female). 

	4 
	Required 
	Insured’s Name (Last Name, First Name and Middle Initial) 
Enter the insured’s full last name, first name, and middle initial. If the insured uses a last name suffix (e.g., Jr, Sr), enter it after the last name and before the first name. Titles (e.g., Sister, Capt, Dr) and professional suffixes (e.g., PhD, MD, Esq) should not be included with the name. If same as patient, you may indicate “same”

	5 
	Required 
	Patient’s Address (No., Street) 
Patient’s address. (If same as subscriber you may indicate “same”.) Phone number is recommended.

	6 
	Required 
	Patient Relationship to Insured 
Relationship of the patient to the subscriber. Check “other” if relationship is not self, spouse, or child of the subscriber. 

	7 
	Required 
	Insured’s Address (No., Street) 
Street and house/apartment # of the subscriber. Address may include post office box or street name and number, city, state, zip code. Phone number is not recommended. FOR WORKERS COMPENSATION CLAIMS: Enter the address of the Employer. 
FOR OTHER PROPERTY AND CASUALTY CLAIMS: Enter the address of the insured noted in Item Number 4.

	8 
	Not required 
	Patient Status 
Indicates whether the patient is single, married, employed, full or part-time student or other. 

	9 
	Required if applicable 
	Other Insured’s Name (Last Name, First Name, Middle Initial) 
Name of the subscriber of other coverage if the patient is covered on another policy either outside or within this Plan. 

	9a 
	Required if applicable 
	Other Insured’s Policy or Group Number 
Policy, certificate, or group number of an additional policy of coverage. 

	9b 
	Required if applicable 
	Other Insured’s Date of Birth, Sex 
Date of birth of the subscriber of an additional policy of coverage. 

	9c 
	Not required 
	Reserved for NUCC use 

	9d 
	Required for FEP if applicable 
	Insurance Plan Name or Program Name 
Company name or group name of the additional coverage. 

	10 abc 
	Required if applicable 
	Is Patient’s Condition Related To: 
Indicates if the services billed on the claim are related to or the result of employment, auto accident or other type of accident. 

	10d 
	Required if  applicable 
	When applicable, use to report appropriate claim codes. Applicable claim codes are designated by the NUCC. Please refer to the most current instructions from the public or private payer regarding the need to report claim codes.
When required by payers to provide the sub-set of Condition Codes approved by the NUCC, enter the Condition Code in this field. The Condition Codes approved for use on the 1500 Claim Form are available at www.nucc.org under Code Sets.
When reporting more than one code, enter three blank spaces and then the next code.
FOR WORKERS COMPENSATION CLAIMS: Condition Codes are required when submitting a bill that is a duplicate or an appeal. (Original Reference Number must be entered in Box 22 for these conditions). Note: Do not use Condition Codes when submitting a revised or corrected bill.

	11 
	Required 
	Insured’s Policy Group or FECA Number 
Group or FECA number for the subscriber of this policy responsible for payment of this bill. 

	11a 
	Not required 
	Insured’s Date of Birth, Sex 
Subscriber’s birth date in MM/DD/CCYY format and his/her sex identified by M (male) or F (female). 

	11b 
	Required if applicable 
	Other claim ID
Enter the “Other Claim ID.” Applicable claim identifiers are designated by the NUCC.
The following qualifier and accompanying identifier has been designated for use:
Y4 Property Casualty Claim Number
Enter the qualifier to the left of the vertical, dotted line. Enter the identifier number to the right of the vertical, dotted line.
FOR WORKERS’ COMPENSATION OR PROPERTY & CASUALTY: Required if known. Enter the claim number assigned by the payer.


	11c 
	Not required 
	Insurance Plan Name or Program Name 
Plan name or program name of the policy responsible for payment of this bill. 

	11d 
	Required 
	Is There Another Health Benefit Plan? 
Indicates if there is other medical coverage for the patient. If so, please be sure to complete item 9 a-d. 

	12 
	Required  
	Patient’s or Authorized Person’s Signature 
Indicates if the provider has on file a signed statement permitting the release of medical or dental information to process the claim. Enter “Signature on File,” “SOF,” or legal signature. When legal signature, enter date signed in 6-digit (MM|DD|YY) or 8-digit format (MM|DD|YYYY) format. If there is no signature on file, leave blank or enter “No Signature on File.”

	13 
	Required for participating providers 
	Insured’s or Authorized Person’s Signature 
Indicates if the patient (or legal guardian) or the subscriber authorizes this bill to be paid directly to the provider for the services billed on the claim. 

	14 
	Required if applicable 
	Date of Current: Illness (first symptom) or Injury (accident) or Pregnancy (LMP) 
Indicates in MM/DD/CCYY format if any of the following conditions apply to the claim. Please check appropriate box. 
Illness – Date of onset of the first symptom for the service billed on the claim. 
Injury – Date the accident occurred for the service billed on the claim. 
Pregnancy – Date of the patient’s last menstrual period prior to the date of service. 

	15 
	Not required 
	If Patient Has Had Same or Similar Illness, Give First Date 
MM/DD/CCYY format of the date the patient experienced the same or similar symptoms as the primary diagnosis billed. 

	16 
	Not required 
	Dates Patient Unable to Work in Current Occupation 
MM/DD/CCYY format of the date the patient’s work is affected by the primary diagnosis billed, from the start date to the return date. 

	17 
	Required if applicable 
	Name of Referring Provider or Other Source 
Name of the physician (primary or other), referring the patient to the provider submitting this claim. PCP’s name required on claims for managed care members. 

	17a 
	Not required 
	Other ID# 
Do not enter a provider ID number in this field. 

	17b 
	Required if applicable 
	NPI# (National Provider Identifier)  
NPI of the referring primary care physician (PCP). Required for managed care members who were referred by their PCPs.  

	18 
	Required if applicable 
	Hospitalization Dates Related to Current Services 
Beginning and ending date of inpatient care if services were performed while the patient was confined in a hospital. 

	19 
	Recommended 
	Additional Claim Information
Please refer to the most current instructions from the public or private payer regarding the use of this field. Some payers ask for certain identifiers in this field. If identifiers are reported in this field, enter the appropriate qualifiers describing the identifier. Do not enter a space, hyphen, or other separator between the qualifier code and the number.

	20 
	Required if applicable 
	Outside Lab?  
Name of the laboratory when pathology work is sent to a lab other than the physician’s office or from one lab to another lab facility. If yes, complete Box 32. 

	20 
	Not required 
	$ Charges 
Charges or portion of charges that were sent to an outside lab facility. 

	21 
	Required 
	Diagnosis or Nature of Illness or Injury (relate items 1, 2, 3 or 4 to item 24E by line) INSTRUCTIONS: Enter the applicable ICD indicator to identify which version of ICD codes is being reported.
9 ICD-9-CM

0 ICD-10-CM
Enter the indicator between the vertical, dotted lines in the upper right-hand portion of the field.
Enter the codes to identify the patient’s diagnosis and/or condition. List no more than 12 ICD-9-CM or ICD-10-CM diagnosis codes. Relate lines A - L to the lines of service in 24E by the letter of the line. Use the highest level of specificity. Do not provide narrative description in this field.
DESCRIPTION: The “ICD Indicator” identifies the version of the ICD code set being reported. The “Diagnosis or Nature of Illness or Injury” is the sign, symptom, complaint, or condition of the patient relating to the service(s) on the claim.


	22 
	Not required 
	Medicaid Resubmission Code 
Not Applicable to Anthem Blue Cross and Blue Shield. 

	23 
	Required if applicable 
	Prior Authorization Number 
If prior authorization is received, indicates the authorization number assigned to the services and dates submitted on this claim.  

	24A 
	Required 
	Date(s) of Service 
MM/DD/CCYY format of the date(s) that the service(s) billed on this claim was performed. 

	24B 
	Required 
	Place of Service (POS) 
Location where services billed on this claim were performed. 
Valid values: National POS codes maintained by CMS. 

	24C 
	Not required  
	EMG 
Not applicable to Anthem Blue Cross and Blue Shield 

	24D 
	Required 
	Procedures, Services, or Supplies 
CPT or HCPCS (5-position) code describing the procedures performed, medical services rendered or the supplies furnished. 

	24D 
	Required if applicable 
	Modifier 
CPT/HCPCS (2-position) code that identifies special circumstances associated with the performance of the services indicated by the corresponding procedure/service/ supply code. Only one modifier can be billed per procedure code. 

	24E 
	Required (for any number of diagnoses) 
	Diagnosis Pointer 
In 24E, enter the diagnosis code reference letter (pointer) as shown in Item Number 21 to relate the date of service and the procedures performed to the primary diagnosis. When multiple services are performed, the primary reference letter for each service should be listed first, other applicable services should follow. The reference letter(s) should be A – L or multiple letters as applicable. ICD-9-CM (or ICD-10-CM, once mandated) diagnosis codes must be entered in Item Number 21 only. Do not enter them in 24E.
Enter letters left justified in the field. Do not use commas between the letters.

	24F 
	Required 
	$ Charges 
The per line item charge(s) for the procedure(s) performed including any applicable patient copay amounts. 

	24G 
	Required (for any number of units) 
	Days or Units 
Number of identical medical, surgical or anesthesia services performed, or number of pints of blood supplied as related to the corresponding procedure code. If entered, the value must be a whole number other than zero. Refer to the CPT or HCPCS coding manuals to verify if the units are per service, per minute, per 15 minutes, per 30 minutes or per day. Required even if there is only one (1) unit.  

	24H 
	Not required 
	EPSDT Family Plan 
Not Applicable to Anthem Blue Cross and Blue Shield 

	24I 
	Not required 
	ID Qualifier 
		Not applicable  

	24J 
	Recommended (please refer to the column to the right for more information) 
	Rendering Provider ID # 
The NPI number for the provider who rendered the services. (NOTE: if you chose to complete this field, do NOT enter the NPI of non-recognized professionals (PA, RN, etc.) or physicians who are not contracted with Anthem at the individual level, i.e., physicians who are employed by a hospital or a behavioral health facility).  

	25 
	Required 
	Federal Tax ID Number 
Nine-digit federally assigned tax ID# of the billing provider. Can be either the employer ID number (EIN) or the social security number (SSN). Please check the appropriate SSN or EIN box. 

	26 
	Required if applicable 
	Patient’s Account Number 
Unique number assigned by the provider to identify the patient. 

	27 
	Required if patient is enrolled in Medicare 
	Accept Assignment?  
Indicates whether the provider and the beneficiary have signed a mutual agreement authorizing the Medicare carrier to pay the provider. 

	28 
	Required 
	Total Charge 
The sum of all line item charges (Box 24F 1-6) on this claim. 

	29 
	Required if applicable 
	Amount Paid 
The amount the provider has received from the patient or insured toward the total payment of this claim. Note that the amount entered on the claim must match the amount indicated on the other carrier EOB.  

	30 
	Not required 
	Reserved for NUCC Use


	31 
	Required (including clinician’s credentials) 
	Signature of Physician or Supplier Including Degrees or Credentials 
Enter the legal signature of the practitioner or supplier, signature of the practitioner or supplier representative, “Signature on File,” or “SOF.” Enter either the 6-digit date (MM|DD|YY), 8-digit date (MM|DD|YYYY), or alphanumeric date (e.g., January 1, 2003) the form was signed.. 

	32 
	Required if applicable 
	Service Facility Location Information 
Name of facility other than the patient’s home or physician’s office, where services were performed, such as hospital, clinic or laboratory. 
Note: If services are provided in Maine and an out-of-state billing address appears in Box 33, the complete Maine address where services are provided must appear in this field. 

	32a 
	Required if applicable 
	NPI# 
NPI# of the service facility location 

	32b 
	Not required  
	Other ID# 
Do not enter a provider ID number in this field. 

	33 
	Required 
	Billing Provider Info and Phone # 
The provider’s or supplier’s name, office street address and/or P.O. box, zip code, telephone number.  

	33a 
	Required 
	NPI# 
NPI number of the billing provider. (Place the Entity Type 1 NPI of the provider who rendered the services in this field. Please note: provider groups contracted with us at the group level and who were assigned a six-digit Anthem ID at the group level, should place the group’s Type 2 NPI in this field, i.e., certain rural health centers, behavioral health facilities, hospitals billing for employed physicians.)  

	33b 
	Not required 
	Other ID# 
Do not enter a provider ID number in this field. 





										







Payment Application Form – APPENDIX B

Date:_________________________

Client Name: ________________________________________________________

Invoice # ___________________________________________________________

Total Invoice Amount: _______________

Payment Amount to be applied: _____________

Open Balance:____________________

Refunds due: __________________________________________________________________

*Attach copy of Insurance EOB to this form




Signature of Employee:______________________________________________

Approved by Staff Accountant: ________________________________________
Private Insurance Billing Instructions                                                                                                                        3
J. Thalhuber
image1.png




