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2010.2 HEALTH INSURANCE CLAIM FORM - HCFA-1500
0 Work-Related IlIness/Injury:

--  Workers Compensation;
--  Black Lung; and
--  Veterans Benéfits.

NOTE: For apaper claim to be considered for Medicare secondary payer benefits, a copy of the
plri_ma]Ey payer's explanation of benefits (EOB) notice must be forwarded along with the
claim form.

ltem 11a Enter theinsured's 8-digit birth date (MM | DD | CCY'Y) and sex if different from item 3.

Item 11b. Enter employer's name, if applicable. If thereis a change in the insured's insurance status,
e.g., retired, enter either a6-digit (MM | DD | YY) or 8-digit (MM | DD | CCYY) retirement date
preceded by the word "RETIRED."

Item 11c. Enter the 9-digit PAYERID number of the primary insurer. If no PAYERID number
exists, then enter the complete primary payer's program or plan name. If the primary payer's EOB
does not contain the claims processing address, record the primary payer's claims processing address
directly on the EOB.

Item 11d. Leave blank. Not required by Medicare.

Iltem 12. The patient or authorized representative must Sign and enter either a 6-digit date (MM | DD
| YY), 8-digit date (MM | DD | CCYY) , or an aphanumeric date (e.g., January 1, 1998) unless the
dggnatureisonfile. Inlieu of signin? the claim, the patient may sign a statement to be retained in the
provider, physician, or supplier file in accordance with 883047.1 - 3047.3, Part 3 of MCM. If the
patient is physically or mentally unable to sign, a representative specified in 83008, Part 3 of MCM
may sign on the patient's behdf. In this event, the satement's signature line must indicate the patient's
name followed by "by" the representative's name, address, relationship to the patient, and the reason
the patient cannot sign. The authorization is effective indefinitely unless patient or the patient's
representative revokes this arrangement.

The patient's signature authorizes release of medical information necessary to process the claim. It
also authorizes payment of benefits to the provider of service or supplier when the provider of
service or supplier accepts assignment on the claim.

Signature by Mark (X). When an illiterate or physically handicapped enrollee signs by mark, a
witness must enter hisher name and address next to the mark.

Item 13. The signature in this item authorizes payment of mandated Medigap benefits to the
participating physician or supplier if required Medigap information is included in item 9 and its
subdivisons. The patient or his’her authorized representative signs thisitem, or the signature must
be on file as aseparate Medigap authorization. The Medigap assignment on file in the participating
provider of service/supplier's office must be insurer specific. It may state that the authorization
appliesto al occasions of service until it is revoked.

2010.2 Items 14-33 - Provider of Service or Supplier Information.--

Iltem 14. Enter either a 6-digit (MM | DD | YY) or 8-digit (MM | DD | CCYY) date of current
illness, injury, or pregnancy. For chiropractic services, enter either a 6-digit (MM |DD | YY) or 8-
digit (MM | DD | CCYY) date of the initiation of the course of treatment and enter either a 6-digit
(MM |DD | YY) or 8-digit (MM | DD | CCYY) datein item 19.
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HEALTH INSURANCE CLAIM FORM - HCFA-1500 2010.2 (Cont.)

Item 15. Leave blank. Not required by Medicare.

[tem 16. If the patient is employed and is unable to work in current occupation, enter either a 6-digit
(MM |DD | YY) or 8-digit (MM | DD | CCYY) date when patient is unable to work. An entry in this
field may indicate employment related insurance coverage.

Item 17. Enter the name of the referring or ordering physician if the service or item was ordered or
referred by a physician.

Referring physician is a physician who requests an item or service for the beneficiary for which
payment may be made under the Medicare program.

Ordering physicianisa physician who orders non-physician services for the patient such as diagnostic
laboratory tests, clinical laboratory tests, pharmaceutical services, or durable medical equipment.

The ordering/referring requirement became effective January 1, 1992 and is retwired by §1833(q) of
the Social Security Act. All claimsfor Medicare covered services and items that are the result of a
physician's order or referra must include the ordering/referring physician's name and Nationd
Provider Identifier (NPI). Thisincludes parenteral and enteral nutrition, immunosuppressive drug
claims, and the following:

o Diagnostic laboratory services,

o Diagnostic radiology services,

o Consultative services; and

0 Durable medica equipment.
Claims for other ordered/referred services not included in the preceding list must also show the
ordering/referring physician's name and NPI. For example, a surgeon must complete items 17 and
17awhen aphysician refers the patient. \When the ordering physician is also the performing physician
(as often is the case with in-office clinical laboratory tests), the performing physician's name and
assigned NPI must appear initems 17 and 17a
All physicianswho order or refer Medicare beneficiaries or services must obtain an NPI even though
they may never bill Medicaredirectly. A physician who has not been assigned an NPI must contact
the Medicare carrier.
When a physician extender or other limited licensed practitioner refers a patient for consultative
sarvice, the name and NPI of the physician supervising the limited licensed practitioner must appear
initems 17 and 17a

When a patient is referred to a physician who also orders and performs a diagnostic service, a
separate claim form is required for the diagnostic service.

Enter the original ordering/referring physician's name and NPI in items 17 and 17a of the first claim
form.

Fnter the ordering (performing) physician's name and NPl initems 17 and 17a of the second clam
orm.

Surrogate NPIs.--If the ordering/referring physician has not been assigned an NPI, one of the
surrogate NPIs listed below must be used in item 17a. The surrogate NPl used depends on the
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HEALTH INSURANCE CLAIM FORM - HCFA-1500 2010.2 (Cont.)

without the approva or collaboration of asupervising physician. Use the surrogate NPI " NPPO0000"
on clamsinvolving services ordered/referred by nurse practitioners, clinical nurse specialists, or any
non-physician practitioner who is State licensed to order clinical diagnostic tests; and

0  When the ordering/referring physician has not been assigned an NPI and does not meet the
criteriafor using one of the surrogate NPIs, the biller may use the surrogate NPl "OTHO00000" until
an individual NPl is assigned.

Item 18. Enter either a6-digit (MM |DD | YY) or 8-digit (MM | DD | CCYY) date when a medical
service is furnished as aresult of, or subsequent to, a related hospitalization.

Iltem 19. Enter either a6-digit (MM |DD | YY) or 8-digit (MM | DD | CCYYY) date patient was last
seen and the NPI of higher attending physician when an independent Ehysical or occupational
therapist or physician providing routine foot care submits claims. For physical and occupational
therapists, entering this information certifies that the required physician certification (or
recertification) is being kept on file (See 82206.1, Part 3 of MCM).

Enter either a6-digit (MM | DD | YY) or 8-digit (MM | DD | CCYY) X-ray date for chiropractor
services. By entering an X-ray date, and the initiation date for course of chiropractic treatment in
item 14, you are certifying that al the relevant information requirements (including level of
subluxation) of the §2251, Part 3 of MCM and 84118, Part 3 of MCM are on file along with the
appropriate X-ray and al are available for carrier review.

Enter the drug's name and dosage when submitting a claim for Not Otherwise Classified (NOC)
rugs.

Enter a concise description of an "unlisted procedure code’ or aNOC code if one can be given within
the confines of thisbox. Otherwise an attachment must be submitted with the claim.

Enter all applicable modifiers when modifier -99 (multiple modifiers) is entered in item 24d. If
modifier -99 is entered on multiple line items of a single claim form, all applicable modifiers for each
line item containing a -99 modifier should be listed as follows: 1=(mod), where the number 1
represents the line item and "mod" represents all modifiers applicable to the referenced line item.

Enter the statement "Homebound" when an independent laboratory renders an EKG tracing or
obtains a specimen from a homebound or ingtitutionalized patient. (See 82051.1, Part 3 of MCM and
§2070.1, Part 3 of MCM respectively, for the definition of "homebound" and a more complete
definition of amedically necessary laboratory service to a homebound or an institutional patient.)
Enter the statement, "Patient refuses to assign benefits’ when the beneficiary absolutely refuses to
assign benefits to a participating provider. In this case, no payment may be made on the claim.

Enter the statement, " Testing for hearing aid" when billing services involving the testing of a hearing
aid(s) is used to obtain intentional denials when other payers are involved.

When dental examinations are billed, enter the specific surgery for which the exam is being
performed.

Enter the specific name and dosage amount when low osmolar contrast material is billed, but only if
HCPCS codes do not cover them.

Enter either a 6-digit (MM | DD | YY) or 8-digit (MM | DD | CCYY') assumed and/or relinquished
date for a global surgery claim when providers share post-operative care.
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HEALTH INSURANCE CLAIM FORM -- HCFA-1500 2010.3

2010.3 Place of Service Codes (POS) and Definitions. --

New Place of Service Codes.--The new HCFA-1500 POS codes, as well as a crosswalk to the
"old" HCFA-1500 POS codes, are listed below. The current CWF POS codes are identical to

those of the new HCFA-1500.
New HCFA-1500 (12/90)

00-10  Unassigned
11 Office
12 Home
13-20  Unassigned
21  Inpatient Hospital
22 Outpatient Hospital
23  Emergency Room - Hospital
24  Ambulatory Surgical Center
25  Birthing Center
26  Military Treatment Facility
27-30  Unassigned
31  Skilled Nursing Facility
32 Nursing Facility
33  Custodia Care Facility
34  Hospice
35-40  Unassigned
41  Ambulance
42  Ambulance
43-49  Unassigned
50  Federdly Qualified Hedth Center
51  Inpatient Psychiatric Facility
52  Psychiatric Facility Partial
Hospitalization
53  Community Mental Health Center
54  Intermediate Care Facility/
Mentally Retarded
55  Residentia Substance Abuse
Treatment Facili Ctjy
56  Psychiatric Residential Treatment
Center
57-59  Unassigned
60  Mass Immunization Center
61  Comprehensive Inpatient
Rehabilitation Facility
62 ComaBrehensi ve Outpatient
Rehabilitation Facility
63-64  Unassigned
65 End-Stage Renal Disease
Treatment Facility
66-70  Unassigned
71  State or Local Public
Hedth Clinic
72  Rura Hedth Clinic
73-80  Unassigned
81  Independent Laboratory
82-98  Unassigned
99  Other Unlisted Fecility

Rev.

Old HCFA-1500

Land
Air or Water

0- (OL)

D - (STF)
C- (RTC)
C- (RTC)

0-(OL)

E - (COR)
F - (KDC)
0- (OL
0- §OL§
A-(IL)
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HEALTH INSURANCE CLAIM FORM -- HCFA-1500

51

52

53

55

56

57-59

2-24

Inpatient Psychiatric Facility

A facility that provides inpatient psychiatric services for the diagnosis and
trﬁatm_ent of mental illness on a 24-hour basis, by or under the supervision of a
physician.

Psychiatric Facility Partial Hospitalization

A facility for the diagnosis and treatment of mental illness that provides a planned
therapeutic program for patients who do not require full time hospitalization, but
who need broader programs than are possible from outpatient visits to a hospital-
based or hospital-affiliated facility.

Community Mental Health Center (CMHC)

A facility that provides the following services:

o] Outpatient services, including specialized outpatient services for children,
the elderly, individuals who are chronicaly ill, and residents of the CMHC's

mental health services area who have been discharged from inpatient treatment at
amenta health facility;

o] 24 hour a day emergency care Services,

0] Day treatment, other partial hospitalization services, or
psychosocial rehabilitation services,

0 Screening for patients being considered for admission to State
m((ejntal health facilities to determine the appropriateness of such admission,
an

o] Consultation and education services.

Intermediate Care Facility/Mentally Retarded

A facility which primarily provides health-related care and services above
the level of custodia care to mentally retarded individuals but does not
provide the level of care or treatment available in a hospital or SNF.

Residential Substance Abuse Treatment Facility
A facility which provides treatment for substance (alcohol and drug) abuse
to live-in residents who do not require acute medical care. Servicesinclude
individua and C?roup therapy and counseling, family counselingb, laboratory
tests, drugs and supplies, psychological testing, and room and board.
Psychiatric Residential Treatment Center
A facility or distinct part of afacility for psychiatric care whi cgdprovides a
total 24-hour therapeutically planned and professionally staffed group
living and learning environment.

(Unassigned)
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60

61

62

63-64
65

66-70
71

72

73-80
81

82-98
99

Rev.

Mass Immunization Center

A location where providers administer pneumococcal pneumoniaand

influenza virus vaccinations and submit these services as electronic media

claims, paper claims, or using the roster billing method. This generally

takes place in amass immunization setting, such as, a public heath center,

gha]\crmagy, )or mall but may include a physician office setting (84408.8, Part
of MCM).

Comprehensive Inpatient Rehabilitation Facility
A facility that provides comprehensive rehabilitation services under the
supervision of aphysician to inpatients with physical disabilities. Services
include physical therapy, occupational therapy, speech pathology, social or
psychological services, and orthotics and prosthetics services.

Comprehensive Outpatient Rehabilitation Facility
A facility that provides comprehensive rehabilitation services under the
supervision of a physician to outpatients with physica disabilities. Services
include physical therapy, occupational therapy, and speech pathology
Services.

(Unassigned)

End Stage Rena Disease Treatment Facility
A facility other than a hospital, which provides diaysis treatment,

maintenance, and/or training to patients or care givers on an ambulatory or
home-care basis.

(Unassigned)

State or Loca Public Health Clinic
A facility maintained by either State or local health departments that
provides ambulatory primary medical care under the general direction of a
physician.

Rura Health Clinic
A certified facility which is located in arural medically underserved area
that provides ambulatory primary medical care under the general direction
of aphysician.

(Unassigned)

Independent Laboratory

A laboratory certified to perform diagnostic and/or clinical tests
independent of an institution or a physician's office.

(Unassigned)

Other Unlisted Facility
Other service facilities not identified above.
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PLEASE
DO NOT

STAPLE

8680000001111111111222222222233333333334444444444555555555566666666667
1234567890123456789012345678901234567890123456789012345678901234567890

a. OTHER INSURED'S POLICY OR GROUP NUMBER

1 XXXPcA EALTH INSURANCE CLAIM FOR pica XXX

2 1. MEDICARE MEDICAID CHAMPUS CHAMPVA GIFE{»SSI'FI’—I PLAN EEEA OTHER| la. INSURED’S I.D. NUMBER (FOR PROGRAM IN ITEM 1)

3 X| (Medicare #) . (Medicaid #) (Sponsor's SSN) (VA File #) @ (SSN or ID) IZ(I (SSN) . (ID) 1 AKX X

4 2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT S BIRTH DATE 4. INSURED’S NAME (Last Name, First Name, Middle Initial)

5 | NAMEXOOOOOOOOOOOOOOKXKKX XX| XX XXXxv [X] l F AXXXXXXXXXXXXKX XX XXX KXXXXKXXXX

6 5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Street)

7 | STREETX0000IOOIOOXNKK | self [X] spouse[X] cnia[X] omefX] | 73X XXXXXXXXXXXXXXXXXXXXXXXXXX

8 CITY STATE | 8. PATIENT STATUS CITY STATE

9 | CITYXXXXXXXXXXXXXXXXXXXX | XX single[X ] Married Other XXXXXXXKXXKXXKXXXXXXXXX | XX

10 ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time

11] ZIPXXXXXX (XXX) XXXXXXX " IX] sucent [X] student XXXXXXXXX (XXX) XXXXXXX

12 9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER

1.3 DXOOOKKHKHKKHIHKHIKIKIKIKKKKKIXXXXKX 1 IXXXXXXKX KX XXX KX KX KX KXXKXKXXX

PATIENT AND INSURED INFORMATION —F|<—Sﬁ?IER—F

14 a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURE’\%% DATSDOF BI\?TH SEX
| I
1 9 AXXOKOKIOKIOKIKHKHXHXKKX [X]ves  [X]no AXIXX IXXXX M F
16 b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAME
DD | YY

17 XX XXXX | vX] FX] [X]ves  [X]no BXXXXXXXXXX XXX XXX XXX XXX XXXXXX
18 c. EMPLOYER’'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
19 9 CXAOOIIKIKIIHIIOKIKHXIEXX [XJves  [X]no CXXXXXXXXXXXXXKKXXHXXXXXXXXXXX
20 d. INSURANCE PLAN NAME OR PROGRAM NAME d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
21 QDXXOKOKKIOKHKHXHXKK XXXXXXXXXXXKXXXXXXX [X]ves NO ifyes, retum to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED’S OR AUTHORIZED PERSON'S SIGNATURE | authorize
22 12. PATIENT'S OR AUTHORIZED PERSON'’S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
2312}]0 process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.

elow.
2 SIGNED DATE SIGNED Y
26 14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
NT DD | YY INJURY (Accident) OR GIVE FIRST DATE NT DD | YY Nﬁ:l

5715 XX XX Yerecuancrimp) 5 XX/ XX rrou 1’6 XX | XX o XX | XX | XX

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

17a. 1.D. NUMBER OF REFERRING PHYSICIAN

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

28 DD YY
59 LTXXOXHKXXKIXKIXKIXKKXKKXKKX_| XXXXKXXKXXKXXKXXXXXXX | From' 18 XX | XX 0 XX XX XX
30 19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

T IXXXXXXXHXKXXXXXKXXXXHXKXXXXHXKX XX XXX XX XXX XXX XXX X

Xles  [X]no [ XXXXXXX |

PHYSICIAN OR SUPPLIER INFORMATION

3 21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
32 CODE ORIGINAL REF. NO.
33 1 121X XX XXOOXXKIXXXKKHXXXXKKs, XXX XX XXXXXXXXXEX | 22XXXKKK_ | XXXXXXXXXXXXX
34 23. PRIOR AUTHORIZATION NUMBER
35 2 XXX XX XXXXXXXXXXXXXXXXXXXX, xxx XX XXXXXXXXXXX | 23X KXKXKXKX
3f‘ = A DATE(S) OF SERVICE Pll3 Tyf) PROCEDURES, SERVICES OR SUPPLIES > : DAYS [EPSDT| : 2 -
rom of ¢ in Unusual Circumstances DIAGNOSIS ami RESERVED FOR
gg MM FDD YY MM LD YY Se?\jiceSe?\Iice CPT}EépFl’?:ISU | ll/l%DIFIEFll ) CODE $CHARG‘ES USI’?I'S FPIanly EMG | COB LOCAL USE
39l LXI XX | XX|XX| XX XX XX [XX || XXXXX_[XX [ XXXXX | XXXXX [ XXXXX | XX | XX| XX| XX| XX| XXXXXXXX
|
|
22 2X XX XX XX XX XX XX XX | XXXXX XX XXXXX | XXXXX | [XXXXX XX | XX | XX | XX | XX | XXXXXXXX
Z% 3X] XX | XX[XX] XX XX XX XX XXX [ XX EXXXXX || xoxxxx || XXXXX XX XX XX XX XX | XXXXXXXX
24 AX) XX | XX XX XX XX XX XX XXXXX | XX XXXXX | XXX [ XXX XX XX XX XX | XK XXXRXRXX
|
ig OX| XX | XXXX! XX XX XX [XX | XXXXX | XX | XXXXX || XXXXX XXXXX | XX | XX | XX | XX] XX [ XXXXXXXX
|
|
ig BX ] XX | XX XX XX XX [XX XX | XXXXX [ XX IXXXXX || XXXXX [ XXXXX] XX XX] XX | XX] XX] XXXXXKXX
50 25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. AC(I:I%EPT ASII‘?TISGEI%EA\:‘E;E;) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
57/ 2DXXXXXXXXXXXXX 2B XXXXXXXXXXXXX vEs NO s 28XXXX XX | s 29XXX XX | s30XXX XX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER

52 INCLQDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE #

D e i aremivio o et terant S2XXXXXXXXXXXXKXXKXXXXXXXK | 3IXHKXXKXXKXXKEXXKXXKXKKXKKXXKXXX
54 XXXXXXXXXKXKXXXXXXKXKXKXX | XHKXKXKXKXXKXKXKXKXXXXKXKXKXXX

55 XXXXXXXXXKXKXXXXXXEXXKXKXXK [ XHKXKXKXXKXKXKXKXKXXKXKXKXKXXX
5GLSIGNED DATE XXHXXHXXHXXXXHXXHXXHXXXXXKXXKXK | pinis XXXXXXX XXX | ares XXXXXXXXXXXX |Y

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE

33. PHYSICIAN'S, SUPPLIER’S BILLING NAME, ADDRESS, ZIP CODE

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM HCFA-1500 (12-90), FORM RRB-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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LINE
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Exhibit - 3
User Print File Specifications

FIELD LITERAL FIELD BYTES COLUMNS

TYPE*

Left printer alignment block M 3 01-03

Right printer alignment block M 3 76-78
1 Medicare M 1 01
1 Medicaid M 1 08
1 Champus M 1 15
1 Champva M 1 24
1 Group Health Plan M 1 31
1 FECA BIk Lung M 1 39
1 Other M 1 45
la Insured's 1D Number AIN 29 50-78
2 Patient's Name (Last, First, MI) A 29 01-29
3 Patient's Birth Date (M onth) N 2 31-32
3 Patient's Birth Date (Day) N 2 34-35
3 Patient's Birth (Year) N 4 37-40
3 Sex-Male A 1 42
3 Sex-Female A 1 47
4 Insured Name (Last, First, M1) A 29 50-78
5 Patient's Address (No., Strest) A/N 29 01-29
6 Patient Relationship to Insured (Self) M 1 33
6 Patient Relationship to I nsured (Spouse) M 1 38
6 Patient Relationship to Insured (Child) M 1 42
6 Patient Relationship to Insured (Other) M 1 47
7 Insured's Address (No., Street) A/N 29 50-78
5 Patient's Address (City) A 24 01-24
5 Patient's Address (State) A 2 26-27
8 Patient Status (Single) M 1 35
8 Patient Status (Married) M 1 41
8 Patient Status (OTher) M 1 47
7 Insured's Address (City) A 23 50-72
7 Insured’'s Address (State) A 2 74-75
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LINE FIELD LITERAL FIELD BYTES COLUMNS
TYPE*
21 ad Other Insured's Insurance Plan Name or Payer|D A/N 29 01-29
21 10d Condition Relate (Reserved for Local Use) A/N 18 31-48
21 11d Another Benefit Health Plan (Yes) M 1 52
21 11d Another Benefit Health Plan (No) M 1 57
25 12 Left Blank for Patient's Signature
25 13 Left Blank for Insured's Signature
27 14 Date of Current IlIness, Injury, Pregnancy (Month) N 2 02-03
27 14 Date of Current IlIness, Injury, Pregnancy (Day) N 2 05-06
27 14 Date of Current IlIness, Injury, Pregnancy - (2dgt. Year) N 2 08-09
27 14 Date of Current IlIness, Injury, Pregnancy - (4dgt. Year) N 4 08-11
27 15 First Date HasHad Same or Similar IlIness (Month) N 2 37-38
27 15 First Date HasHad Sameor Similar IlIness (Day) N 2 40-41
27 15 First Date HasHad Sameor Similar Iliness- (2dgt. Year) N 2 43-44
27 15 First Date HasHad Sameor Similar Iliness- (4 dgt. Year) N 4 43-46
27 16 Dates Patient Unableto Work (From Month) N 2 54-55
27 16 Dates Patient Unableto Work (From Day) N 2 57-58
27 16 Dates Patient Unableto Work - 2 dgt. (From Year) N 2 60-61
27 16 Dates Patient Unableto Work - 4 dgt. (From Year) N 4 60-63
27 16 Dates Patient Unableto Work (To Month) N 2 68-69
27 16 Dates Patient Unableto Work (To Day) N 2 71-72
27 16 Dates Patient Unableto Work - 2 dgt. (To Year) N 2 74-75
27 16 Dates Patient Unableto Work - 4 dgt. (To Year) N 4 74-77
29 17 Name of Referring Physician or Other Source A 26 01-26
29 17a NPI Number of Referring Physician A/N 21 28-48
29 18 Hospitalization Related Current Svcs (From Month) N 2 54-55
29 18 Hospitalization Related Current Svcs (From Day) N 2 57-58
29 18 Hospitalization Related Current Svcs- 2 dgt. (From Year) N 2 60-61
29 18 Hospitalization Related Current Svcs- 4 dgt. (From Year) N 4 60-63
29 18 Hospitalization Related Current Svcs (To Month) N 2 68-69
29 18 Hospitalization Related Current Svcs (To Day) N 2 71-72
29 18 Hospitalization Related Current Sves- 2 dgt. (To Year) N 2 74-75
29 18 Hospitalization Related Current Sves- 4 dgt. (To Year) N 4 74-77
31 19 Reserved for Local Use A/N 48 01-48
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LINE

31
31
31
33
33
33
33
33
33
33
33
35
35
35
35
35
35
35
39
39
39
39
39
39
39
39
39
39
39
39
39
39
39

2-32

FIELD

20

20

20
211
211
211
21.3
21.3
21.3
22
222
21.2
21.2
21.2
214
214
214
23
24.1a
24.1a
24.1a
24.1a
24.1a
24.1a
24.1a
24.1a
24.1a
24.1a
24.1a
24.1a
24.1b
24.1c
24.1b

LITERAL
TYPE*

Outside Lab (Yes)

Outside Lab (No)

$ Charges

Diagnosisor Natureof llinessor Injury (Code)
Diagnosisor Natureof llinessor Injury (Code)
Diagnosis

Diagnosisor Natureof llinessor Injury (Code)
Diagnosisor Natureof llinessor Injury (Code)
Diagnosis

Medicaid Resubmission Code

Original Reference Number

Diagnosisor Natureof llinessor Injury (Code)
Diagnosisor Natureof llinessor Injury (Code)
Diagnosis

Diagnosisor Natureof llinessor Injury (Code)
Diagnosisor Natureof llinessor Injury (Code)
Diagnosis

Prior Authorization Number

Date(s) of Service - 6 digit format (From Month)
Date(s) of Service - 6 digit format (From Day)
Date(s) of Service - 6 digit format (From Year)
Date(s) of Service - 8 digit format (From Month)
Date(s) of Service - 8 digit format (From Day)
Date(s) of Service - 8 digit format (From Year)
Date(s) of Service- 6 digit format (To Month)
Date(s) of Service - 6 digit format (To Day)
Date(s) of Service- 6 digit format (To Year)
Date(s) of Service- 8 digit format (To Month)
Date(s) of Service - 8 digit format (To Day)
Date(s) of Service - 8 digit format (To Year)
Place of Service

Type of Service

Procedures, Svcs or Supplies (CPT/HCPCYS)

FIELD

zZ zZz zZz » Zz2 zZz2 Z2 Z2 » Z2 Z2 » 2 zZ2 zZ2 2 Z

AIN

2 2 2 2 Z2 Z2 Z2 Z2 Z2 Z2 Z2 2

AIN
AIN
AIN

BYTES

N W N R P

ga N N B N N N DN BB DD DN DN DD

COLUMNS

52

57

62-68
03-05
07-08
10-29
31-33
35-36
38-48
53-60
66-78
03-05
07-08
10-29
31-33
35-36
38-48
50-78
01-02
04-05
07-08
01-02
03-04
05-08
10-11
13-14
16-17
10-11
12-13
14-17
19-20
22-23
26-30
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LINE

41
41
43
43
43
43
43
43
43
43
43
43
43
43
43
43
43
43
43
43
43
43
43
43
43
43
43
45
45
45
45
45
45

2-34

FIELD

24.2]

24.2k
24.3a
24.3a
24.3a
24.3a
24.3a
24.3a
24.3a
24.3a
24.3a
24.3a
24.3a
24.3a
24.3b
24.3¢
24.3d
24.3d
24.3d
24.3e
24,3
24,3
24.3g
24.3h
24.3;

24.3]

24.3k
24.4a
24.4a
24.4a
24.4a
24.4a
24.4a

LITERAL
TYPE*

CcOoB

Reserved for Local Use

Dates of Service - 6 digit format (From Month)
Dates of Service - 6 digit format (From Day)
Dates of Service - 6 digit format (From Year)
Dates of Service - 8 digit format (From Month)
Dates of Service - 8 digit format (From Day)
Dates of Service - 8 digit format (From Year)
Dates of Service- 6 digit format (To Month)
Dates of Service - 6 digit format (To Day)
Dates of Service- 6 digit format (To Year)
Dates of Service- 8 digit format (To Month)
Dates of Service - 8 digit format (To Day)
Dates of Service - 8digit format (To Year)
Place of Service

Type of Service

Procedures, Svcs or Supplies (CPT/HCPCYS)
Procedures, Svcsor Supplies (M odifier)
Procedures, Svcsor Supplies (M odifier)
Diagnosis Code

$ Charges

$ Charges

Daysor Units

EPSDT Family Plan

EMG

COoB

Reserved for Local Use

Dates of Service - 6 digit format (From Month)
Dates of Service - 6 digit format (From Day)
Dates of Service - 6 digit format (From Year)
Dates of Service - 8 digit format (From Month)
Dates of Service - 8 digit format (From Day)

Dates of Service - 8 digit format (From Year)

FIELD

AIN
AIN

2 2 2 2 Z2 Z2 Z2 Z2 Z2 Z2 Z 2

AIN
AIN
AIN
AIN
AIN
AIN

AIN
AIN
AIN
AIN

2 2 2 2 Z2 Z2

BYTES

AN DN N N N 0O N N N WO N O O OO0 D OO D N B DN DN N DN DN BB DN DN DD DN DN oD

COLUMNS

68-69
70-77
01-02
04-05
07-08
01-02
03-04
05-08
10-11
13-14
16-17
10-11
12-13
14-17
19-20
22-23
26-30
32-33
35-39
42-47
50-54
56-57
59-61
62-63
65-66
68-69
70-77
01-02
04-05
07-08
01-02
03-04
05-08

Rev.
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LINE

47
47
47
47
47
47
47
47
47
47
47
47
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49
49

2-36

FIELD

24.5¢
24.5d
24.5d
24.5d
24.5e
24,5
24,5
24.59
24.5h
24.5i

24.5i

24.5k
24.6a
24.6a
24.6a
24.6a
24.6a
24.6a
24.6a
24.6a
24.6a
24.6a
24.6a
24.6a
24.6b
24.6¢
24.6d
24.6d
24.6d
24.6e
24.6f
24.6f
24.69

LITERAL
TYPE*

Type of Service

Procedures, Svcs or Supplies (CPT/HCPCYS)
Procedures, Svcsor Supplies (M odifier)
Procedures, Svcsor Supplies (M odifier)
Diagnosis Code

$ Charges

$ Charges

Daysor Units

EPSDT Family Plan

EMG

COoB

Reserved for Local Use

Dates of Service - 6 digit format (From Month)
Dates of Service - 6 digit format (From Day)
Dates of Service - 6 digit format (From Year)
Dates of Service - 8 digit format (From Month)
Dates of Service - 8 digit format (From Day)
Dates of Service - 8 digit format (From Year)
Dates of Service- 6 digit format (To Month)
Dates of Service - 6 digit format (To Day)
Dates of Service- 6 digit format (To Year)
Dates of Service- 8 digit format (To Month)
Dates of Service - 8 digit format (To Day)
Dates of Service - 8digit format (To Year)
Place of Service

Type of Service

Procedures, Svcs or Supplies (CPT/HCPCYS)
Procedures, Svcsor Supplies (M odifier)
Procedures, Svcsor Supplies (M odifier)
Diagnosis Code

$ Charges

$ Charges

Daysor Units

FIELD

AIN
AIN
AIN
AIN
AIN

AIN
AIN
AIN
AIN

2 2 2 2 Z2 Z2 Z2 Z2 Z2 Z2 Z2 2

AIN
AIN
AIN
AIN
AIN
AIN

BYTES

W N O o 01N NN BER DN DN DN DN DN B DN DN DN DNDND OO N DNDNDN WD O o o0N oOoDN

COLUMNS

22-23
26-30
32-33
35-39
42-47
50-54
56-57
59-61
62-63
65-66
68-69
70-77
01-02
04-05
07-08
01-02
03-04
05-08
10-11
13-14
16-17
10-11
12-13
14-17
19-20
22-23
26-30
32-33
35-39
42-47
50-54
56-57
59-61

Rev.
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Exhibit - 4

Printing Standards

The HCFA-1500 (12-90) is designed to accommodate 10-pitch Picatype, 6 lines per inch. Once
adjusted to the left and right, PICA alignment blocksin the first print line and characters appear within
form lines as shown in the print file matrix.

Also, provided on the HCFA-1500 (12-90) is atypewriter alignment bar. Thisis the thick horizontal
line that is at the base of the PICA aignment boxes.

The HCFA-1500 (12-90) is used in four different styles. Any one of these four styles may be printed
from two antives provided by the US Government Printi 23 Office. (GPO) The tace negative furnished
must be used for Parts 1 and 2. The back negative furnished must be used for Part 1 only.

The Printing Standards in Exhibit 4 are used in conjunction with the negatives provided by GPO.
Compliance with these standards is required to facilitate the use of image processing technology such as
Optical Character Recognition, facsmile transmission, and image storage.

Checks or money orders for the purchase of the negatives from the US GPO are to be made payable to
the Public Printer and sent to:

Asst. Supt., Dept. of Acct., Rep. Div.

USGPO Room
Room C-830
Washington DC 20401
or call (202) 512-1800.___
Cut Sheet:
Size- 8 1/2 inches (plus or minus 0.1 inch) by 11 inches (plus or minus 1/6 inch).
217mm by 281mm plus or minus 2mm.
Print- Face and back, head to head.
Margins:

Face-The top margin from the top edge of the form to the typewriter alignment bar
is1 1/3inches or 34mm. The left marginis 0.3 inch to the left end of the
typewriter alignment bar.

Back-0.25 inch head and foot,
0.25 inch left and right.

Offset-The X and Y offset for margins must not vary by more than +/- 0.1 inch
from sheet to sheet.

The X offset refers to the horizontal distance from the left edge of the paper to the
beginning of the printing. The Y offset refers to the vertical distance between the
top of the paper and the beginning of the printing.

Askewity- The askewity of the printed image must be no greater than 0.15mm in 100mm.
Stock-  White, OCR Bond, 20 Ibs., equal to JCP-O-25. Cut square with each corner 90 degrees, plus

or minus 0.025 degrees.
Rev. 2-37A
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Ink Color:

Two Part Snapset:

Size-
0.75").

Print:

Margins-
Askewity-
Stock:

Ink Color:

Perforations-

Face-Sinclair Valentine J6983, OCR red or equal.
Back-Same as face.

Same dimensions as for Cut Sheet (detached 8.5" by 11"), plus top stub (0.5" -

Part 1 -Face and back, head to head.

Part 2 -Face only. (Instructions print on the back of Part 1 only.)
Same as for Cut Sheet.

Same as for Cut Sheet.

Part 1 -Same as for Cut Shest.

;wt 2 -Any color or weight that will not interfere with scanning of the Part 1
eet.

Part 1 -Same as for Cut Sheet.
Part 2 -Any color that will not interfere with scanning of the Part 1 sheet.

Perforate top stub along 8.5" X dimension for disassembly of parts. Do not
perforate carbons.

Carbon- Black one time of sufficient quality to ensure legibility of Part 2. To extend to within 0.5" of
bottom of detached sheet. Carbon impression must be clear and sharp without smearing or

smudging.

One Part Marginaly Punched Continuous Form:

Size- Same dimensions as for Cut Sheet, plus 0.5" left and right, (Overall: 9.5" by 11",
detached: 8.5" by 11").

Print- Face and back, head to head.

Margins- On detached sheet, same as for Cut Sheet.

Askewity- On detached sheet, same as for Cut Sheet.

Stock- Same as for Cut Sheet.

Ink Color- Same as for Cut Sheet.

Perforations- Marginally 1/2" left and right, tearline horizontally every 11".

2-38 Rev.












