CLAIM EXAMPLES FOR NURSING FACILITIES ELIGIBLE TO BE
LICENSED AS SPEDIALISED MENTAL HEALTH REHABILITATICN
FACILITIES (SMHRFs) - (PT 38)

EXAMPLE ~ SMHRF1:
Claim with no leave of absence days.

Statement Period: 10/01/16 — 10/31/16
Value Code 80 = 31

Legacy Claim Coding:

10/01/16 — 10/31/16 (COS 71)

ISA*00* *00* *ZZ7*030230130  *ZZ*37-1320188INT  *161225%1635*A*00501*000525985*0*T*:~
GS*HC*ACME BILLING AGENT*37-2323232%20161225%1635%525986*X*005010X223A2~
ST*837*0001*005010X223A2~
BHT*0019*00*A1CFASCO-2222-484E-9999-08CEE*20161201*083756*CH~
NMI1¥41*2*ACME CORP****%*46%36-9999599~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*¥40* 2*ILLINOIS MEDICAID****¥*46%37-1320188~
HL*1¥*20%1~

PRV*BI*PXC*310500000X~

NM1*85*2*SMHRF LTC TEST****XX*2957979356 ~
N3*555 NORTH STREET™

N4* CHICAGO *1L*606141502~

REF*E[*999999999~

HL*2*1*22%0~
NM1*IL*1*DOE*JOHN****nii*011545209~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

DMG*D8*19260929* M~

NMI1*PR*2*ILLINOIS MEDICAID*****p|1*¥37-1320188~
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-SMHRF1¥5000%**65: A:2** A®Y*y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201610011%00~

CL1*3%4%30~

REF*EA*0O0O712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189~

HI*BE:23:::500*BE:80:::31~
NM1*71*1*JACKSON* IGOR* ***XX*1222222222~
PRV*AT*PXC*207R00000X™




LX*1~

SV2*0110**5000*DA*31~
REF*6R*E1122215247135640-01~
SE*36*0001~

GE*1*525986™
IEA*1*000525985~



T SMHRFLTC TEST 2 daoar | EXAMPLE -SMHRFI A ormnL
555 NORTH STREET EHED 0712
CHICAGO, IL 60614502 5 FEDL TAX NO. 5 SEQBZMENT ccwss!r?1 Egﬂg& 7
213456789 100116 | 103116
B PATIENT NAME In [ aPamenT anoress. - [a| 555 NORTH STREET
e[ DOE, JOHN v{ CHICAGO [e[ 1L Ta} 60614502 []
10 BIRTHOATE NSEX [0 owe AR MTveE ssme | ORA msmr] g 19 20 e % = m |emel
09291926 | M 100¢16 4 30
at OUCUAHENCE - QCCURRENCE - DCCURARENCE ™ 3 GCOUARENCE 3§t DCCUARENGCE SPAN Y -0t 35 OCCURRENCE SPAN =7 - g s
CODE CATE Q0E DATE CODE DATE COBE GATE - CoD! FROM THROUGH | CODE FACK THROUGH
b . : X . b
38 39 -, WALUE CODES . - VALUE CODES 41 VALUE CODES - -
CODE  AMOUNT . - s AMOUNT CODE . - AHOUNT i
al 23 500.00 3100
b rnl i
[
d _ S . B SO
42 REV.CD, 43 DESCRIPTION 44 HCPCS / BATE HIPPS CODE 45 SERY. DATE 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 43
1| 0110 | ROOM-BOARD/ PVT 100116 3] 5000.00 1
z L : : : e : 2
3 3

# 0001 |PAGE_ | OF 1 CREATION DATE OTA

S50 PAYER RAME - - -0 0 ond s S1HEAUTHPLAN D o o2 Do oo FRREL S3SAE 4 pracn PAYMENTS ; 55 £ST. AMOUNT DUE -5 {56 NP 2057979356
A ILLINOIS MEDICAID 37-1320188 Y Y 57 I3
o . B . . : RS . . . . : . CTHER paer ettt .
] ST S S SR IETIN IURELETEON AL TRERELTIVES T SOEI PR IS INTNR [SRITCENS Yt (epeaCusy [ ke SRR Town| : 3 A

10116 5000.00

58 INSURED'S NAME ;.
A DOE, JOHN

.. [soRRA] <} 61 GACUP NAM

0 INSURED'S UNIQUE 1D 557, 1%
011545209

‘.| 62 INSURANCE GROUP NO,,

63 TREATMENT AUTHORIZATION CODES | - 64 DOCUMENT CONTROL NUMBER 85 EMPLOYER NAME . -

Al A
B .|
< I3
[ 75189 16350 &
55 ADHITE TOPATIENT B = ]
ox | M6281 REASON DX . CODE IECI I |
7a FRINGIFAL FROCEDURE OTHER FRGCEDURE T GTHER PROCEDURE .~
CE DATE ODE U pare CODE DATE - 76 ATTENDING ]“F' 1222222222 |°U‘"-| i
ust JACKSON |Frse IGOR
- OFHEA PROCEDUSE - - OTHER PROGEDURE OTHER PROCEDURE -
CODE - :- DATE CODE OATE DE " DATE 77 OPERATING INF' |°U”'I I
LAST |Fm3'r
T8ice
80 REMARKS 2| B3| 310500000X 78 OTHER e OUAL
b : LAST |FEﬂST
° moter | e Joun] ]
d LAST IFIRST
UB-04 CHS-1950 AFPROVED W NO, 0335-0557

™ ey Yrokerm
Bty Comemitre

NUB

THE GERTIFICATIONS ON THE REVERSE APPLY TQ THIS BILL AND ARE MACE A FART HEREOR




EXAMPLE ~ SMHRF2:
Claim with leave of absence days.

Statement Period: 10/01/16 — 10/31/16
Occurrence Span Code 74; 10/04/16 — 10/04/16
Occurrence Span Code 74: 10/20/16 — 10/24/16
Value Code 80 = 25

Value Code 81 =6

Legacy Claim Coding:

10/01/16 — 10/03/16 (COS 71)

10/04/16 — 10/04/16 (COS 71 with BR Type)
10/05/16 — 10/19/16 (COS 71)

10/20/16 — 10/24/16 (COS 71 with BR Type)
10/25/16 — 10/31/16 {COS 71)

ISA*00* *00* *¥ZZ¥030230130  *ZZ*37-1320188INT  *161225*1635*A*00501*000525985%0%T*:~
GS*HC*ACME BILLING AGENT™*37-2323232%20161225%1635%525986*X*005010%223A2~
ST*837*0001*005010X223A2~
BHT*0019*00*A1CFA5C0-2222-484E-9999-08CEE*20161101*083756*CH~
NM1*41*¥2*ACME CORP*****46%36-9999999~

PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40*2*ILLINOIS MEDICAID* ****46%37-1320188~
HL*1%¥*20%1~

PRV*BI*PXC*310500000X~

NM1*85%2% SMHRF LTC TEST****XX*2957979356~

N3*555 NORTH STREET~

NA* CHICAGO *1.*606141502~

REF*EI*999999999~

HL*2*1*22%0~

NM1*¥IL*¥*1*¥*DOE*JOHN****MI*011545209~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

PMG*D8*19260929*M~

NMI*PR*2*[LLINOIS MEDICAID*****p|*37.1320188~

N3*201S GRAND AVENUE E™

N4*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-SMHRF2*4600%** 05 A:3 ¥ ¥ A* Yy~
DTP*434*RD8*20161001-20161031~

DTP*435*DT*201510151900~

CL1*3%4%30~

REF*EA*QQ712~

REF*D9*122215247135643~

HI*ABK: M6281~

Hi*ABJ: 16350~

HI*ABF; 25189~
HI*BI;74:RD8:20161004-20161004*B1:74:RD8:20161020-20161024~
HI*BE:23:::500*80:::25*BE:81:::6™

NM1*71* 1¥JACKSON* IGOR*#¥¥XX*1222222222~



PRV*AT*PXC*207R00000X~
EX*1~

SV2*0110**4500*DA*25~
REF*6R*E|122215247135641-01"
LX*2~

SV2*0185**100*DA*6™
REF*6R*EI122215247135641-02~
SE*40%0001~

GE*1*525986~
IEA*1*000525985~



B

>

4. TYPE
:-. OF BILL
0653

1 SMHRF LTC TEST 2 2o | EXAMPLE -SMHRF2
555 NORTH STREET EMEC 05713
CHICAGO, IL 60614502 S FED.TAX N, & STATEVERT CoveRS PERICD
213456789 100116 | 103116

8 PATIENT NAME

o]

9 PATIENT ADDRESS - - |;t| 555 NORTH STREET

v| DOE, JOHN o| CHICAGO [o]iL o] 60614502 []
ADMISSION - . B . B CCNDITION CODES - 29 ACDT[ 30 :
10 BIRTHDATE 1SEX 12 pare 13HR 4 TYPE 155Rc [{GDHR[I7STAT| 40" 49 5 2 P 2 a4 5 26 2r  gn |‘satE
09291926 | M s 9| 34 30 [ ] o]
EL QCCUARENCE G 337 QCCURAENCE 7 a5 QCOURRENGE SPAN - w7 i 38 T QGCURARENCE SPAN e g
CODE DATE ~ O DA CODE DATE CODE FROM THACUGH CODE FAOM THROUGH
74 100416 160416 | 74 102016 102416 A
38 29 - VALUE CODES:: ..., 0 A 0 41 VALUE CODES
CODE .- AMOUNT - O G CODE . AMOUNT

al 23 50000 | 80 2500 | 81 6.00

] Ll } P ¥

<

d) sl D RN N P T T
42 REV. CD. 43 DESCRIPTION 44 HCPCS / RATE / HIPRS CODE 45 SEAV. DATE 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49

0110
0185

ROOM-BOARD/ PVT _
LOA/NURSHOME . . . .0, .

100116
100416

4500.00
10000 |

DOE, JOHN

18

011545209

0001 |PAGE_1 OF _1 CREATION DATE F10116 O'1A 4600.00 &
50 PAYER MAME i1 PRI = |51 HEALTH PLAN B %-%R'OH PAYMENTS *:: . | 56 EBT. AMCUNT BUE se NPl | 2957979356
FLLINGES MEDICAID 37-1320188 Y Y 57 A
Tt [ R ik OTHER P
PRV ID ) c
58 INSURED'S NAME . |59 PARL] 60 INSUREE'S LRIGUE 51.GROUR,NAMES: +| B2 InsuRANCE GROUP.MO
A

63 TREATMENT AUTHORIZATION. CODES -

64 DGCUMENT CONTROL NUMBER © -

65 EMPLOYER NAME

g?c Z5189 16350 68
T ACHIT TOPATIENT FIEFS ] i
ox. | M6281 REASON DX : CODE - IECE ] |
74 FRINGIPAL PROGEDURE . OTHER FACCEDURE OTHER PROCEDURE 3
CODE DATE ol eonE DATE CODE DATE F 76 ATTENDING |NP' 1222222222 |0UN-1 |
ust JACKSON [rimst IGOR
- QIHER PROCEDURE - - GTHER FACCEDURE - OTHER PROCEDURE .
‘ CODE S DATE CODE DATE CoDE DATE 77 OPERATING |"‘P' ’m] |
LAST |FIRST
Fice
80 REMARKS 2| B3} 310500000X 78 OTHER g |NPI |OUA!.
b : LAST IFIHST
c 79 OTHER 2 INPI [uum.l |
d LAST FIRST

UB-04 CMS-1450 APFROVED OMB NO, 0538-0997

NUBC eman

THE CEATIFICATIONS DN THE REVERSE APPLY TO THIS DILL AND ARE KADE A PART HERECE



EXAMPLE ~ SMHRF3:
Claim with a leave of absence day and TPL reported on claim.

Statement Period: 10/01/16 — 10/31/16
Occurrence Span Code 74: 10/05/16 — 10/5/16
Value Code 80 = 30

Value Code 81 =1

Legacy Claim Coding:

10/01/16 — 10/04/16 (COS 71)

10/05/16 — 10/05/16 (COS 71 with BR Type)
10/06/16 — 10/31/16 (COS 71)

ISA*00*  *Q0*  *77*030230130 *7z*37-1320188INT  *161225*1635*A*00501*000525985*0%*T*:~
GS*HC*ACME BILLING AGENT*37-2323232%20161225*1635%5250986*X*005010X223A2~
ST*837*0001*005010X223A2
BHT*0019*00*A1CFA5C0-2222-484E-9999-08CEE*20161101*083756*CH~
NM1*41*2*ACME CORP*****46+36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM~
NM1*40% 2*ILLINOIS MEDICAID*****46*37.1320188"
HL*1%%20%1~

PRV*BI*PXC*310500000X™

NM1*85*2*SMHRE LTC TEST*****XX*2957979356 ~
N3*555 NORTH STREET~ ‘

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2%1#22*0~

SBR*P*lS*******MCN
NMI*IL*1*DOE*JOHN****M|*011545209~

N3*555 NORTH STREET ~

N4*CHICAGO*IL*606141502~

DMG*D8*19260929* M~

NM1*PR*2*ILLINOIS MEDICAID*****p|*37.1320188~
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763"
CLM*EXAMPLE-SMHRF3#4250% #*65: A: 3% * Axyky~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201609301900~

CL1*3*4*30~

REF*EA*00712"

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350 ~

HI*ABF: Z5189~

HI*Bi:74:RD8:20161005-20161005~
HI*BE:23:::500%80:::30%81:::1~
NM1*71%1*JACKSON*IGOR* ***XX*1222222222"
PRV*AT*PXC*207R00000X~

SBR*P*18%* HCSC-BCBS OF IL-STD A & B *##**pC~



CAS*CO*45%*3150.00%**~
CAS*PR*2*50.00~

AMT*D*1050.00~

O* FHyrEtyn

NM1*IL*1*DOE*JOHN* **¥M|*011545209~
N3*555 NORTH STREET ~
N4*CHICAGO*IL*606141502~
NMI1*PR*2*¥HCSC-BCBS OF IL-STD A & B**¥**p[*30024~
N3*300 EAST RANDOLPH, 13TH FLOOR™
N4*CHICAGO¥*IL*60601~
DTP*573*D8%20161210~
REF*2U*00601~

LX*1~

SV2*0110%*4150*DA*30~
REF*6R*EI122215247135642-01~
LX*2~

SV2¥0182**100*DA*1~
REF*6R*EI122215247135642-02~
SE¥53*0001~

GE*1*528986~

IEA*1*000525985~



1 SMHRF LTC TEST 2 gﬁ?ﬁ‘}, EXAMPLE -SMERE3
555 NORTH STREET %&?5’ 00712 0653
CHICAGO, 1L 606143502 5 FED. TAX NO. 3 SFT;‘%EJHENT COVEHT?!EE?JEE £
213456789 100186 I 103116
8 PATIENT NAME 'n | 9 PATIENT ADDRESS Iu | 555 NORTH STREET
b | DOE, JOHN o] CHICAGO [-]iL {a] 60614502 [e]
10 BIRTHOATE WSEX {12 oae  NatE MTYPE 15gRc |1BDHRPTSIT] L, 15 g0 CORUTIONSODES 1 25 w o m | eae
09291926{ M 003G16 | 19 314 30
1 QCCURRENCE™: - 33 GOCURREMNCE - a5 OCCURRENCE SPAN -~ - 36 7 OCCURAENCE SPAN- - BN 7 RO,
coD DATE ao DA COPE DATE GCRE FROM THROUGH | 6oDE FACH THAOUGH
» 74 100516 100516
38 a9 . VALUECODES: .. | 40 VALUE CODES 41 *. . VALUECODES : .. . .
CODE -~ - AMOUNT - - - - Mslaind ©o AMOUNT CCOE - . - )
a 23 500.00 3000 100
b . . :
c
d ol L ) o
42 REV.CD. 43 DESCRIPTION 44 HCPCS / RATE ! MIFPS CODE 45 SERV, DATE 46 SERV. UNTS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
1 0110 | ROOM-BOARD/ PVT 1001 t6 30 4150.00
:[ 0182 | LOA/PT CONV 100516 1. . 10000

n
2 I L 5 : . N o
2 Q001 |PAGE_ 1  OF | CREATION DATE 110116 OTA 4250.00

SOPAYER NAME = . = (- < : 51 HEALTH PLAN 1D v [RRR Potllsa PRIOR PAYMENTS © [s5EST AMOUNT DUE- . |sexpl-| 2957979356
| HCSC-BCBS OF IL-STD A&B 00601 1050.00 57
of ILLINOIS MEDICAID . -/ 37-1320188 y |y " “|omer]
€| PRY IO

58 INSURED'S NAME %2 255 i il ‘siic. |59 RREL] 60 INSURED'S UNIQUE 15537 i i - | 61 GROUP NAMES: e sitiodin ) 62 INSURANCE GROUP RO.:
4 DOE, JOHN 18 [011545209A
ol DOE, JOHN: 1 s s 18 10115452097

53 TREATMENT AUTHORIZATION CODES .

4 DOCUMENT CCNYROL NUMBER

63 EMPLOYER NAME

ug.04 CMS-1450 APPROVED OB NO. 0938-0957

NUBC g

THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILE AND ARE MADE A PART HEREOR

25| Z5189 16350 68
Gl LT e . g | ;
I— o THER PROGEDURE B o ERPROCEOTRE s e ATTENDNG W1 1223339902 o] ]
wast JACKSON |[Frsr IGOR
CorSIHER PROCEDURE .~ E L oo HER PROCEOURE 77creRATNG e fova] [
| | LAST [rimst
80 REMARKS B¢ B3| 310500000 78 OTHER | lﬂm |DUAL| |
) LasT |First
s momen | e [ova] ]
d LAST FIRST




EXAMPLE ~ SMHRF4:

Claim for Medicaid covered days prior to discharge to hospital.
Medicaid Primary

Statement Period: 10/01/16 — 10/15/16

Discharge Status Code = 02

Value Code 80 =14

Legacy Claim Coding:

10/01/16 - 10/14/16 (COS 71)

ISA*00* *00* *ZZ7*030230130  *ZZ*37-1320188INT  *161225%1635*A*00501*000525985%0*T*:~
GS*HC*ACME BILLING AGENT*37-2323232%20161225%1635%525986*X*005010X223A2~
ST*837*0001*005010X223A2~
BHT*0019*00*A1CFA5C0-2222-484E-9999-08CEE*20161101%083756*CH™
NM1*41*2* ACME CORP*****46%36-0999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40*2*|LLINOIS MEDICAID*****46%37-1320188~
HL*1**20%1~

PRV*BI*PXC¥310500000X~

NM1*85*2*SMHRF LTC TEST****#XX*2057979356 ~
N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999959999~

HL*2*1%22%0~

SBR*p*lS*******MCN

NML*IL*1*DOE* JOHN****MI*011545208~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

DMG*D8*19260929* M~

NMI1*PR*2*ILLINOIS MEDICAID****¥p|*37-1320188™
N3*201 S GRAND AVENUE E~
N4*SPRINGHELD*IL*62763~

CLM*EXAMPLE - SMHRF 4*¥1400***65: A1 ¥ *A*Y ¥y~
DTP*096*TM* 1300~
DTP*434*RD8*20161001-20161015~
DTP*435*DT*201610011900~

CL1*3*4%02~

REF*EA*QO712~

REF*D9%¥122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: Z5189 ~

HI*BE:23:::500*BE:80:::14~
NM1*71*1*JACKSON*IGOR****XX*1222222222~
PRV*AT#*PXC*207R00000X

LX*1~

SV2*0110%*1400*DA* 14~
REF*6R*E1122215247135643-01~



SE*37*0001~
GE*1*525986~
IEA*1*000525985~



1400.00

T SMHRF LTC TEST 2 2L EXAMPLE -SMHRF4
535 NORTH STREET BMED1 00712 065§
CHICAGQO, IL 60614502 5 FED. TAX NO. 6 SFTQLieMEM COVEHT‘; S%‘S&’E 7
213456789 100116 | 101516
8 PATIENT NAME ial 9 PATIENT ADDRESS - - |a| 555 NORTH STREET
»| DOE, JOHN »] CHICAGO JIL ]o] 60614502 B
10 SIRTHDATE I s R e L e w o m |l .
09291926 M 1001161 19 3| 4 13 0z i |
AT OCCURAENGE R R VG R 3¢ OCCURRENCE T OGN RENGE SPRR T 3B DECURRENCE SRR T G T
CODE DATE oD CODE DATE CODE - : DATE CODE FROM THROLGH | CODE FROM THROUGH
] T _. VALUE CODES. ) VALUE CODES ] VALUE CCOES
CODE. . AMDUNT- - " . CODE AMOUNT COpE AMOUNT
- ap 23 500,00 { 30 14,00
o S
c
AZREV.CO, | 43 DESCRIFTION 44 HGRCS RATE / HIPPS CODE 45 SERV, DATE 46 SRV, UNITS 47 TOTAL CHARGES 48 NON-GOVERED CHARGES | 49
0110 | ROOM-BOARD/ PVT 100116 14

0001 |PAGE_1__OF _1 CREATION DATE | 110116 1400.00
50 PAYER NAME::0:% ~ w0 s - 0000 |51 HEALTH PLAN 1 25 i e (o FREEL - P59 64 PRIOR PAYMENTS .2 | 85 EST, AMOUNT DUE-7.. - | s6 NP1 | 2957979356
4 JLLINOIS MEDICAID 37-1320188 YI||Y 57
; Ll . .| oTHER
PRV 1D

58 INSURED'S NAME ./

80 INSURES'S UNIGUE

‘62 INSURANCE GROUP NO::

OE, JOHN

011545209

63 TREATMENT AUTHORIZATION GODES

&4 DOCUKMENT CONTACL NUMBER

65 EMPLOYES NAME

U8-04 CHS-1450

APFROVED OMB NO.0338-0297

NUBC e

®75189 16350 2
T3 ADMIT TEPATENT G 7 7
ox | M6281 REASON DX cOnE 2 : l l I
FRINGIPAL PROCEDURE a - QTHER PROCEOURE BTHER SROCEDURE
CODE DATE ODE. - . DATE COBE DATE 78 ATTENDING "“P' 1222222222 |°””"'l |
LasT JACKSON |pirsT IGOR
. OTHER PROGEDURE - . ; GTHER FROCEGUAE GIHER PROCEDURE - . .
€onE i DATE coDE DATE CODE . i DATE" 77 CRERATING I"F‘ |°U”'I |
LAST FIRST
T81CC
80 REMAHKS 2| B3; 310500000X 78 OTHER | P cuaL
b : LAST |FIRST
- rsoen | e Jon] ]
d LAST |Fms‘r

THE CERTIFICATIONS ON THE SEVERSE AFPLY TO THIS BILL AND ARE MADE A PART HERECE



EXAMPLE ~ SMHRF5:

Claim for Medicaid covered days prior to discharge due to death.
Medicaid Primary

Statement Period: 10/01/16 — 10/15/16

Discharge Status Code = 20

Value Code 80 = 15

Legacy Claim Coding:

10/01/16 — 10/15/16 (COS 71)

ISA*00* *00* *77*030230130 *ZZ*37-1320188INT  *161225%1635%A*00501*000525985*0*T*:~
GS*HC*ACME BILLING AGENT*37-2323232%20161225%1635*525986*X*005010X223A2~
ST*837*0001*005010X223A2~
BHT*0019*00*A1CFAS5C0-2222-484E-9999-08CEE*201.61101*083756*CH~
NM1*41*2*ACME CORP*****46*36-9999599~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40* 2*ILLINOIS MEDICAID*****46%37-1320188~
HL*1#%*20%1~

PRV*BI*PXC*310500000X~

NM1*¥85*%2*SMHRF LTC TEST***#*XX*2957979356 ~
N3*555 NORTH STREET™

NA* CHICAGO *IL*606141502~

REF*EI*999999999~

HL¥2*1%22%0~
NM1*IL*1*DOE*JOHN****M[*011545209~

N3*555 NORTH STREET ~

NA*CHICAGO*{L*606141502~

DMG*D8*19260929* M~

NM1*PR*2*|LLINOIS MEDICAID***#*p(*37-1320188~
N3*201S GRAND AVENUE E~
NA*SPRINGFIELD*(L*62763~

CLM*EXAMPLE ~SMHRF5*1400***65: A4 ¥ ¥ A*Y ¥y~
DTP*096*TM*1300~
DTP*434*RD8*20161001-20161015~
DTP*435%DT*201609301900~

CL1*3%*4*20~

REF*EA*0Q0712~

REF*D9*122215247135643~

HI*ABK: M6281~

Hi*ABJ: 16350~

HI*ABF: Z5189 ~

HI*BE:23:::500*BE:80:::15~
NMI1*71*1*JACKSON*IGORY***XX*1222222222~
PRV*AT*PXC*207R00000X

LX*1~

SV2*¥0110**1400*DA* 15~
REF*6R*E1122215247135644-01~



SE*37*0001~
GE*1*525986~
[EA*1*000525985™~



¥ SMHRF LTC TEST 2 2aPA [ EXAMPLE -SMHRF5 oL
355 NORTH STREET EMEDT 00712 0654
CHICAGO, IL 60614502 5 FED TAX NO. 6 STATENENT COvens SE‘SSE 7
213456789 Lol | 101516
8 PATIENT NAME [a] 9 PATIENT ADDRESS Ja| 555 NORTH STREET
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