CLAIM EXAMPLES FOR INTERMEDIATE CARE SERVICES FOR
SKILLED NURSING AND INTERMEDIATE CARE FACILITIES (PT 33)

EXAMPLE ~ ICFSN1:
Skilled Nursing Facility billing claim for recipient residing in an intermediate care bed.

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* *01*030230130  *77*37-G555555 *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*0Q0*A1CFASCO-2222-484F-9999-08CEE*20161101*083756*CH™
NM1*41*2*ACME CORP****¥46%36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40*2*(LLINOIS MEDICAID*****46*37-1320188~
HL*¥1**20% 1~

PRV*BI*PXC*314000000X~

NM1*85*2*ACME LTC TESTH****XX*1234567893 ~
N3*555 NORTH STREET™

NA* CHICAGO *IL*¥*606141502~

REF*EI*999999955~

HE*2¥1%22*0~

SBR*p*lg*#****%CMCN

NM1*L*T*DOE* JOHN****MI*011545209~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

DMG*D8¥19260929*M~

NML1*PR*2*ILLINOIS MEDICAID*****p|¥37-1320188~
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-ICFSN1*5000%**65: A:2 ¥ ¥ A¥Y*Y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201610011900~

CL1*3*4*30~

REF*EA*Q0712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189~

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

LX*1~

SV2*0110**5000*DA*31~




REF*6R*EI122215247135640-01~
SE*36*0001~

GE*1*525986™
IEA*1*000525985~



B

=

' ACME LTC TEST z gaPat | EXAMPLE -ICFSN1 e
355 NORTH STREET BMED 0712
CHICAGO, IL 60614502 5 FED, TAX NO. b SIATEMENT COveRs PeRIOD 17
123456789 100116 | 103116
& PATIENT NAME |& | 9 PAFIENT ADDRESS |a1 555 NORTH STREET
&| DOE, JOHN e| CHICAGO [-] 1L ]e] 60614502 [¢]
10 BIRTHOATE 11SEX |1, pare "SRR taTvPE 15sAG[1SPHRITSTA 15 15 g N %z |swE |
09291926} M 100116 19 3 4 30
31 GCCURRENCE T OCCURRENCE 34 OCCURRENCE .- GCCURRENCE SPAN % GCCUARENGE SPAN £
CODE DATE o D CODE DATE CODE - - DATE FROM THROUGH ] CODE FROM THRCUGH
B
g B i g P
al 23 50000 | 80 31.00
b : . B
. :
d .
42 REV.CD. 43 DESCAIPTION 44 HCPCS / RATE f HIPPS CODE 45 SERY. DATE 45 SEH‘V. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES L]
di1t | ROOM-BOARDY PVT 100116 31 5000.00 1
2
a
4
H
[
7
a
1
10
H]I
52
i 3
1
15
! 18
17
18
19
20
til
22
0001 PAGE_ 1 OF 1 CREATION DATE 110116 OTA 5000.00 il
50 PAYER NAME 51 HEALTH PLAN 1D F2ret] [l 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE seHP | 1234567893
ILLINOIS MEDICAID 37-1320188 Y Y 57 8
. - D |omer B
© eavio e

58 INSURED'S MAME ©

59 P REL]

60 INSURED'S UNIQUEID .

&1 GAQUP HAME

62 INSURANCE GROUP NO.

DOE, JOHN

18

011545209

UB-04 CMS-3450

APPROVED QKB NO. 0838-0997

NUBC' st

63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT GONTROL NUMBER 65 EMPLOYER NAME
98] 25189 16350 €8
FPATIENT PPS 7 | 7
REASON DX cone ECt
PRINCIPAL PROCEDURE 4. .  OFHERPROCEDURE - . GTTIER PAOCEGURE
CODE CATE i GODE S DATE T coDE DATE T TEATTENDING NP1 1220227272 oua] |
tasT JACKSON |Fimst IGOR
OTHER PROCEDURE DTHER PROCEDURE OFHER PROCEDURE. :
o JTHER PROCEDURE 2 e o HER PROGEDURE. 77 OPERATING |NP1 ’OUALI |
| LAST fFiss
BICC
B0 REMARKS 2| B3| 314000000X 78 OTHER I 1NP} |QUALE I
o Lasy |FIF!ST
e 75 OTHER ‘ ]NPE |QUAL] E
a Last [mmsT

HE CERTIFICATIONS ON THE REVERSE APFLY TO THIS BILL AND ARE MADIE A PART HEREOR



EXAMPLE ~ ICFSN2:
Skilled Nursing Facility billing claim for recipient residing in an intermediate care bed 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* *oo* *01*030230130 *ZZ*37-5555555 *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*A1CFA5SC0-2222-484E-9999-08CEE*20161101*083756%CH™
NM1*41*2*ACME CORP***¥*46%36-9999999~

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

PRV*BI*PXC*314000000X~

NM1*85%2*ACME LTC TEST*****XX*1234567893 ~

N3*555 NORTH STREET™

N4* CHICAGO *iL*606141502~

REF*EI*999995999~

HL*2%1%22%0~

NML*L*1*DOE*JOHN****M(1*011545209~

N32*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

DMG*D8*19260929% M~

NM1*PR*2*|LLINOIS MEDICAID®*****p|¥37-1320188~

N3*201 S GRAND AVENUE E~

NA*SPRINGFIELD*IL*62763™
CLM*EXAMPLE-ICFSN2*4600* **65: A:3¥ ¥ A*Y*Y~
DTP*434*RD8*20161001-20161031~
DTP*435%DT*201510151900~

CL1*3%4*30~

REF*EA*Q0712~

REF*¥D9%122215247135643~

HI*ABI: M6281~

HI*ABJ: 16350~

HI*ABF: Z5189~
HI*Bl:74:RD&: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~
LX*1~

SV2*0110**4500*DA*25~
REF*6R*EI122215247135641-01~
LX*2~

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

GE*1*525986"
IEA*1*000525985™



T ACME LTC TEST 2 5PN T EX AMPLE-ICFSNZ
555 NORTH STREET BHED 00712
CHICAGD, L 60614502 U il v
123436789 100116 } 103116
8 PATIENT NAME |u | 9 PATIENT ADDRESS |a | 555 NORTH STREET
s| DOE, JOHN »| CHICAGO <[ IL [¢] 60614502 [o]
10 BIRTHDATE VSEX |y owre  USTROlaTyPE ssac|OMR[STT| g 15 a xS OdgoUtoa g w6 2 e |'stae |
00291926 ( M 101515 19 } 3 4 30 ’ I
Hone TS A el R OO T b Sooe Chon o mouaH | eooe T T
) 74 100416 1004161 74 102016 102416 la
3| -]
ET) ET) VALUE CODES A o0 = VALUE CODES
cong AMOUNT oD AMG cons AMOUNT
al 23 500.00 ¢ 80 2300 | 81 6.00
. .
C
d
42 REV.CO. 43 DESCRIPTION 44 HCPCS / AATE Y HIFFS CODE 45 SERV. DATE 4B SERV. DMITS 47 TOTAL CHARGES 46 HOH-COVERED CHARGES 49
11 0110 | ROOM - BOARDY PVT 100116 25 4500.00 1
z[ 0185 | LOA/NURS HOME 100416 6 160.00 2
3 a
L] L]
5 5
] 5
T T
L] 8
9 )
15) 10
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12| 1z
13| 13
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15) 15
18| A3
17| 17
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af 0001 [PAGE_ 1 OF _1 CREATION DATE 110116 DT 4600.00 =
50 PAYER NAME 41 HEALTH PLAN ID PRREL [Patoal sa PRIOR PAYMENTS 55 EST. AMOUNT DUE ssnel | 1234567893
A [LLINOIS MEDICAID 37-1320188 Y Y &7 "
5 OTHER e
¢ PRV 1D c
53 INSURED'S NAME 59 RAEL| 60 INSURED'S UNICUE ID 1 GROUP NAME 62 INSURANCE GROUP ND.
a DOE, JOHN 18 (011543209 o
B B
C ird
63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER £5 EMPLOYER NAME
A Ly
B (-3
C 1+
73189 16350 w
G T e ] | &
74 CO%IE?NC[PAL PHUCEDSETEE DngT?iEH PROCEQU%&TE CDD%THEH PHUL&UU%&TE 75 76 ATTENDING lﬂpl 1233999937 |QUAL% |
ast JACKSON [Fsr IGOR
CopB T L DT copE o IR e : SR T DATE 77 OPERATING l“"' IQ““'-i |
; | LAST IFIHST
0 REMASIKS 5109 g3 314000000X woten | e ovad ]
b LAST |FIFlST
¢ 79 OTHER | [NP: |0UAL§ |
d LaST FIRST

Ua-04 ChMS-1450

APPROVED QMB NC, 0938-0397

NUB

1zt yndom
Eing Camremoe

THE CEATIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND AAE MADE A PART HEREOR




EXAMPLE ~ ICF3:
Skilled Nursing Facility billing claim for recipient residing in an intermediate care bed 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¥Q0* *0oo* *01*030230130 *ZZ*37-5555555 *161225%1635*M*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%36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40%2*ILLINOIS MEDICAID*****46%*37-1320188~
HL*¥1*¥*20%1~

PRV*BI*PXC*313MO0000X"~

NM1*85*2*ACME LTC TEST*****XX*1234567893 ~
N3*555 NORTH STREET™

N4* CHICAGO *IL*¥606141502~

REF*EI*999999999

HL¥2%*1*22%0~

SBR*S*lg*******MCN
NMI1*IL*¥*1*DOE*JOHN****M|*011545209~

N3*555 NORTH STREET ~

N4*CHICAGO*IL*606141502~

DMG*D8*19260929* M~

NMI*PR*2*[LLINOIS MEDICAID*****p|*¥37-1320188~
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-ICF3*4250***g5: A:3* ¥ AXY*Y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201609301900~

CL1*3*4%30~

REF*EA*QO712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350 ~

HI*ABF; Z5189~

HI*Bl: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 *****BC~
CAS*CO*45%3150.00%**~

CAS*PR*2*50.00~

AMT*D*1050.00~

OE***Y***YN
NM1*IL*1T*DOE*JOHN****M|*011545209A~
N3*555 NORTH STREET ~
N4*CHICAGO*IL*606141502~
NM1*PR*2*HCSC-BCBS OF IL-STD A & B*****p|*30024~
N3*300 EAST RANDOLPH, 13TH FLOOR™
N4*CHICAGO*IL*60601~
DTP*573*D8*%20161201~

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~



T ACME LTC TEST 2 WP EX AMPLE-ICF3 A orbey,
555 NORTH STREET e 00712
CHICAGO, IL 60614502 5 FELTAX NO, B STATEMENT Covens pERon |7
123456789 100116 | 103116
B PATIENT NAME Ial 2 PATIENT ADDRESS [a] 355 NORTH STREET
»| DOE, JOHN b| CHICAGO [-] 1L o] 60614502 o
10 BIRTHDATE s o gue  VReR jaTveE sssec|eoRRsra g 18 20 n pomoRgonES 2w o |enmel
09291926 | M 093016 19 | 3 | 4 30 |
El CCCURHENCE Q R 2] CCCURRENCE O H 35 QCCURAENGE SPAN . & - OCCURREMNCE SPAN ar
CODE DATE oD DA CODE DATE oD CODE FROM THROUGH | CODE ° FAOM THROUGH
A 74 100516 100516 ts
* |Cooe M EAGonT b Cone Mo
al 23 500.00 | 80 3000 | &1 1.00
b : ¥ .
c
42 REV. CD. 43 DESCRIPTION 44 HCPCS / RATE! HIPPS CODE 45 SERV, DATE a5 SEFI‘V. URITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES -;9
i 0110 | ROOM - BOARD/ PVT [00116 30 4150.00 J
s} 0182 | LOA/PT CONV 100516 1 100.00 2
2 3
a 4
5 5
L3 L]
7 7
B8 k]
9 9
3 10
11 11
12 1t
13 13
14] [14
15| [15
18] 35
17 7
18| 18
19 ui
20 L ol o . -
2% 21
» :
=n 0001 | PAGE_1 OF _1 CREATION DATE L1016 OTA 4250.00
50 PAYER NAME 51 HEALTHPLAN IO - ngu%amn PAYMENTS 55 EST, AMOUNT DUE - senpPl | 1234567893
o HCSC-BCBS OF IL-STD A&B 00501 1050.00 57 2
o| [LLINOIS MEDICAID . - 37-1320188 . Yy RN OTHER o
) s H S - A
58 INSURED'S NAME .- - * {59 PRREL| 60 INSURED'S UNIQUE ID = .- 61 GROUP NAME +- - " 62 INSURANCE GROUP NC.
4 DOE, JOHN 18 [011545209A ”
5| DOE, JOHN 18 |011545209 4
cf -3
63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CCNTROL NUBMBER 65 EMPLOYER NAME
A A
B B
<l c
58] 25189 16350 58
68 .;I’:)(MIT M6&281 TEPPS IEZCI I | i 73
74 COPDFEINCIPAL PHOCEDIKJJETEE C‘O.I.J g{?iEf{ PR.O_C.EDUF;JF;‘TE'. CGDDETHEH FHOCEDURDETE 5 76 ATTENDING |N‘r"l !222222222 |Q€IAL| |
wast  JACKSON [FirsT IGOR
CopHER PROCEDURE con D HER PROCEDURE o2 MER PROCEBURE 77 OFERATING |NFI |°U‘"'| !
| LAST FIRST
80 REMARKS B1CS B3| 313M00000X 78 OTHER | |NPI |OUAL| E
b LAST |FERST
¢ 79 OTHER | INPI |OUAL‘ ]
d LAST FIRST
U804 CMS-1450 APFROVED OMB NO. 0938090 THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MABE A PART HEREQF

NUBGC &2



EXAMPLE ~ ICF4:

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* *01*030230130 *ZZ*37-5555555 *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%*36-9999995~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40*2*ILLINOIS MEDICAID*****46%37-1320188~
HL*¥1**20%1~

PRV*BI*PXC*313MO0000X™

NM1*85%2*ACME LTC TEST*****XX*1234567893 ~
N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*99959595999~

HL*2¥1*22*0~
NMI*IL*1*DOE*JOHN****Mi*011545209~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

DMG*D8*19260929* M~

NM1*PR*2*|LLINOIS MEDICA[D*****p[¥37-1320188~
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~

CLM*EXAMPLE -ICFA*1400***65: A 1** A*Y*y~
DTP*096*TM*1300~
DTP*434*RD8*20161001-20161015~
DTP*435*DT*201610011900~

CL1*3*4%02~

REF*EA*0QQ712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABIJ: 16350~

HI*ABF: 25189~

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*E1122215247135643-02~



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



T ACME LTC TEST 2 8P TEX AMPLE -ICF4
555 NORTH STREET S HEL1 00712 065t
CHICAGO, IL 60614502 5 FED. TAX NO. O e |
12345678% 100116 | 101516
& PATIENT NAME . la | 9 PATIENT AGDRESS |a | 555 NORTH STREET
»] DOE, JOHN e CHICAGO [e]IL  [o] 60614502 fo
10 DIRTHDATE S |1p pae  “TSRACleTveE ssc[SOMRITSTM | g 9 g R 7 m |sme |
09291926 [ M 100116 4 |13 ] 0 | | |
31 OCCURRENCE - - LR 33 . OCCUARENGE OCCURR 38 OCCUARENCE SPAN £ GLCURRENCE GPAN 37
CODE * - - DATE CODE - DATE CODE CATE s DA CODE FROM TRROUGH | CODE FROM THROUGH
b K
® B " m e
ar 23 500.00
b L
¢
4ZREV.CD. | 43 DESCAIPTION 44 HOPCS / HATE / HIPPS CODE 45 SERV. DATE 45 SEAV.UNITS 47 TOTAL CHARGES 28 NON-COVEREDCHARGES |49
1 G110 | ROOM - BOARDY PVT 100116 14 £4G0.00
H
3
4
5
L]
7
5
9
10|
19|
12
13|
13 :_
15| - - "
18 I
12
18] i g
18]
0
21
! S
m 0001 [ PAGE_1 OF _ 1 CREATION DATE 110116 OTA 1400.00
50 PAYER MAME : - £1 HEALTH PLAN ID ) ﬁi“ﬁ“ﬁ 54 PRIOR PAYMENTS 55 EST, AMOUNT DUE senpl | 1234567893
A ILLINOIS MEDICAID 37-1320188 Y Y 51
B ’ R L ‘|othen
o : PRV ID
58 INSURED'S NAME .37 - |sa RAEL| 60 INSURED'S UNIGUE 1D 61 GAGUP NAME 62 SURANCE GHOUP NO, = -
# DOE, JOHN 18 (011545209
A s e [ T
€]
63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER £5 EMPLOYER NAME
A
o
[+
96l 25189 16350 58
L PV TOPRTIERT nggsos |Ezc| | | 7
T PRNCIPAL PROCEDURE o OTHER P o e PROCEDURE ~ 75 ATTENDING |NP| 223729720 |ou.=u.| l
wast JACKSON |FIRST IGOR
R ROCEDUR E corl AER PROCEDURE - 50 AOCEDLAE 7 OPERATING |NPI |QUAL| |
LAST |F1RST
80 FEMARKS #1C% B3| 313M00000X 78 OTHER ! |NPI |Qum.t I
b LAST [Fmst
[ 79 OTHER | INPi Iw&i |
d LAST FIRST
OB-07 CMS-T350 AFFROVED OMB NO. 0935-099 THE CERTIFICATIONS DN THE REVEASE APPIY 10 THIS BILL AND ARG MADE & PART TEREOR

NUBC &anm



EXAMPLE ~ ICF5:

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* *01*030230130 *ZZ*37-5555555 *161225%1635%4*00501*000525985*0*T*:~
GS*HC*ACME BILLING AGENT*37-2323232%20161225%1635*525986*X*005010X223A2~
ST*837*0001*005010X223A2~
BHT*0019*00*A1CFASC0-2222-484E-9999-08CEE*20161101*083756*CH™
NM1*41¥2¥ACME CORP*****46%36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM21*40*2*ILLINOIS MEDICAID*****46%37-1320188~
HL*1*%20%*1~

PRV*BI*PXC*313MO00000X™

NM1*85*2*ACME LTC TEST*****XX*1234567893 ~
N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2%1*22*0~

SBR*P*lS*******MCN
NM1*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 —ICF5*1400%**65:A:4** A*Y*y~
DTP*096*TM*1300~
DTP*434*RD8*20161001-20161015~
DTP*435*DT*201609301900~

CL1*3*4*20~

REF*EA*00712~

REF*D9%122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189 ~

HI*BE:23:::500*BE:80:::15~
NMI1*¥71*1*JACKSON*IGOR****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~



B

»

1 2 3a PAT. 7 5 4 TYPE
ACME LTC TEST % PR EXAMPLE -ICF> 4 oee
555 NORTH STREET gerr( 00712 0654

[ STATEMENT COVERS PERIOD 7
CHICAGO, 11, 60614502 5 FED. TAX NO, EROM TRROUGH
123456789 100116 | 101516
8 PATIENT NAME |n | 9 PATIENT ADDRESS !al 555 NORTH STREET
u| DOE, JOHN b| CHICAGO [e[ 1L [e] 60614502 o
ADMISEION CONDITION CODES 239 ACDT{30
1O BRTHDATE 115EX 143 patE 13HA 14 TYPE 15SAC |10 OHR[\7STAT| 45 19 20 22 23 24 25 2 27 2 | STATE
09251526 093016 4 t13[ 20 | |

31 OCCURAENCE 32" . OUCURRENCE T ___OCCUARENGE GCCURR £ GTCURRENCE SFAN D ~GCCURAENCE SPAN N E

CODE DATE LODE - DATE CCDE DATE ] ConE FROM THROUGH CODE FROM . THROUGH

3B ET) VALUE CODES 3 VALUE CODES

[o]s] AMOUNT 8 CODE ARMOUNT
al 23 500.00 | 80 15.00
b D U
[+

42 REV.CD. 43 DESCRIPTION 44 HGPCS f RATE / HIPPS CODE 45 SEAV. DATE 4G SERY. UNITS 47 TOTAL CHARGES 40 HON-COVEAED CHARGES 49
0110 | ROOM - BOARDY PVT 100116 15 1400.00
o001 | PAGE 1 OF CREATION DATE 110816 OTA 1406.00

50 PAYER NAME 51 HEALTH PLAN 1D o Ef;i’- [ [54 ProCR PRYMENTS 55 EST. AMOUNT DUE sonpl | 1234567893

ILLINOIS MEDICALD 37-1320188 Y [{Y 57

e i ST : o
PRV 1D

58 I.NSUHEU'S NAME o 55 P REL| 60 INSURED'S UNIQUE iD 61 GROUP NAME_':E'- o 62 INSURANCE GROUP NO.

DOE, JOHN 18 011545209

63 TAEATMENT AUTHORIZATION CODES 64 DOCUMENT CONTACL NUMBER 65 EMPLOYER NAME

o8| 25189 16350 - 0

TIPPS ITA I I |7'3
i CO0E EQ)
PRINCIPAL PROCEDURE - OTHER PROCEDURE OTHER PRCGCEDURE 5
ODE DATE CODE" - . . DATE CCDE DATE F- 76 ATTENDING |Np| 1222229292 |q A I |
LT JACKSON |FirsT IGOR
‘OTHER PROCEDURE .. - OTHER PROCEDURE - OTHER PROCEDURE . - ;
CODE : DAEE - CODE DATE CODE - - - DATE 77 OPERATING |"P' |°u“’-| |
| LAST |F\HST
83CC|
B0 FEMARKS < B3| 313M00000X 78 OTHER i |NPI |oum.| |
b LAST lFEﬁST
< 7% OTHER | [NP! gQUALl %
d LAST FIRST
UB-04 CMS-1450 APPROVED OMS8 NO, 09238-0957 i Pictonas Undem THE CERTIFICATIONS QN THE REVERSE APPLY TO THIS BiLL AND ARE MADE A PART HEREQR
NUBC sras




EXAMPLE ~ ICF 6:
Claim for recipient in a Medicaid bed who has Medicare Advantage Plan (MAP) coverage on system but
not in a Managed Care Program, with leave of absences on claim.

Statement Period; 10/01/16 — 10/31/16
Occurrence Span Code 74: 10/04/16 — 10/4/16 and 10/20/16 — 10/24/16
Discharge Status Code =01

Value Code 80 =24

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 — 10/30/16 (COS 71)

[SA*00* *00* *01*030230130  *Z2Z*37-5555555 *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*A1CFASC0-2222-484£-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*313MO0O0000X™

NM1*85*2*ACME LTC TEST****¥XX*1234567893 ~

N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2*1*22*0~

NM1*IL*¥1*¥*DOE*JOHN****MI*011545209~

N3*555 NORTH STREET ~

N4*CHICAGO*IL*606141502~

DMG*D8*19260929*M~

NM1*PR*2*[LLINOIS MEDICAID**#**p[*37.1320188"

N3*201 5 GRAND AVENUE E™

N4*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-ICF6*3300***65:Ar1¥ ¥ A*Y*Y~

DTP*96*TM*1400~

DTP*434*RD8*20161001-20161031~

DTP*435*DT*20161001900~

CL1*3*4*01~

REF*EA*00712~

REF*D9¥122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189~
HI*BI:74:RD8:20161004-20161004*BI1:74:RD8:20161020-20161024~



HI*BE:23:::500*BE:80:::24*BE:81:::6™
NM1*71*1* JACKSON*IGOR****XX*1222222222~
PRV*AT*PXC*207R00000X™

SBR*P*18** MOLINA4*****HpM~
CAS*CO*45%1000.00%**~

CAS*PR*2*50.00~

AMT*D*2150.00~

OE***Y***\(N
NML*IL*1*DOE*JOHN****M[*011545209A~
N3*555 NORTH STREET ~
NA*CHICAGO*[L*606141502~
NM1*PR*2*MOLINA MEDICARE ADVANTAGE*****p|*30024~
N3%*233 EAST PEORIA RDAD™
N4*CHICAGO*IL*60601~
DTP*573*D8%20161101~

REF*2U*92001~

[X*1~

SV2*0110**2700*DA* 24~
REF*6R*EI122215247135645-01~

LX*2~

SV2*0182**100*DA*1~
REF*6R*EI122215247135645-02~

LX*3~

SV2*0185%*500*DA*5~
REF*6R*E1122215247135645-03~
SE*57*0001~

GE*1*525986"

IEA*1*000525985~



T ACME LTC TEST 2 & PALTEX AMPLE - ICF6
555 NORTH STREET e loom12
CHICAGO, IL 60614502 5 FED.TAX NO. B MENT COvERS e |
123456789 100116 | 103116
B PATIENT NAKE |a E 9 PATIENT ADDRESS |a | 555 NORTH STREET
s| DOE, JOHN o] CHICAGO [o[IL [a] 60614502 [
15 BIRTHDATE 1SEX Hp  pate e e 19 20 SHOTONE ™ s w w  m ol
09291926 | M 100116} 19 3 4 13 01 | |
31 OCCURRENGE 32 - GCCURRENCE T3 OCCURRENGE 34 - OCCURRENCE - [E9 GCCURRENCE SPAN T GCCURRENGE SPAN Eid
ODE DATE CODE - DATE CGDE DATE COBE - - - DATE CODE FROM THROUGH | CODE FROM THROUGH
. 74 100416 100416 74 102016 102416 s
b o b
aj 23 500.00 | 80 2400 | 8! 6.00
b B : _ :
. :
d
42REV.CD. | 43 DESCRIPTION 44 HOPCS / RATE / HIPPS CODE 25 SERV. DATE 5 SERY, oraTS 47 TOYAL CHARGES 8 NON-COVERED CHARGES | 43
1 Gli0 | ROOM - BOARD/ PVT 100116 24 2700.00 '
z( 0182 | LOA/PT CONV 100416 1 100.00 z
3 (185 | LOA/NURS HOME 102016 3 500,00 3
4 . L L : 4
5 5
L3 a
7 T
& 8
L] 1]
19| 0
1% ol
12| 52
13] =]
14 23
15) 15
18| 8
17| 7
18] Hi
19 59
i 20
-l 21
N ke
=l Q001 | PAGE_1  OF _ 1 CREATION DATE 110116 OTA 33060.00 22
50 FAYER NAME 51 HEALTH PLAN |0 E,‘E‘h—ﬁ:m‘?frs‘;naon PAYMENTS 55 EST, AMCUNT DUE - senpl | 1234567893
A MOLINA MEDICARE ADV 92001 Y Y 2150.00 57 g
o ILLINOIS MEDICATD ' 37-1320188 Y Y S OTHER 8
d ' S . . PRV ID c
58 INSURED'S NAME #6171 59 PREL| 60 INSURED'S UNIQUE D - -..- 61 GROUP NAME £2 INSURANGE GROUP NQ. .0 - -
A DOE, JOHN 18 [011545209A A
o| DOE, JOHN 18 |011545209 g
< o
63 TREATMENT AUTHORIZATION CODES 64 DOCUKENT CONTROL NUMBER 65 EMPLOYER MAKE
Al A
B Ll
[+ (4
28 25189 [6350 60
5 AT [ 6281 TOPRTIENT FiPPS |€%| | i | 3
T rANCIPAL PROCECURE PR e T CTER PROCEDURE 76 ALTENDING iNPE 1222222222 |ouu.| |
st JACKSON [Frsr IGOR
g0 OTHER Pnoqmur[ﬁfg L CoggTHEﬁ FROCEUUF‘!%TE - CE)I%HER _PROCE.DIJ‘H;ET 71 OPERATING im |Qu,q_| I
| LasT |FIRSI'
80 REMARKS 5% B3| 313MO0000X 70 OTHER I |NPI |QUALI g
b LAST |FIHS?
e 75 GTHER l |NF'I |oum.| i
d LAST FIRST

UB-04 CMS-1450

APPHCVED GMB NO, 0938-0997

NUBG &gassn

THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AN ARE MADE A PART HEREQFR



EXAMPLE ~ ICFDT7:

Claim for Deveiopmental Training Services.
Statement Period: 10/01/16 — 10/31/16

Value Code 80 = 31

Legacy Claim Coding:

10/01/16 — 10/31/16 (COS 83)

[SA*00* *00* *01*030230130 *Z7*37-5555555 *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*A1CFASC(-2222-484E-9999-08CEE*20161101*083756*CH~
NM1*41*2*ACME CORP****¥%16%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*313MO0000X™

NM1*85%2*ACME LTC TEST*****XX*1234567893 ~
N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

ML*2*1*22*0~
NML*IL*¥*1*DOE*JOHN****MI*011545209~

N3*555 NORTH STREET ™

NA*CHICAGO*IL*606141502~

DMG*D8*19260929* M~

NM1*PR*2*|ILLINOIS MEDICAID*****p|*37-1320188~
N3*201 S GRAND AVENUE E~
NA*SPRINGFIELD*IL*62763™
CLM*EXAMPLE-ICFDT7*1800%**¥79: A 2 ¥ ¥ A*YHY~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201610011900~

CL1*3%4*30~

REF*EA*Q0O712~

REF*D9%122215247135643~

HI*ABK: M6281~

Hi*ABI: 16350~

HI*ABF: 25189 ~

HI*BE:24:::481*BE:80:::31~

NMI*71*1*JACKSON* IGORF***XX*1222222222~
PRV*AT*PXC*207R0O0000X™

LX*1~

SV2*0942**1800*DA*31~
REF*6R*EI122215247135646-01~

SE*35*0001~

GE*1*525986~

IEA*1*000525985~



T ACME LTC TEST 2 2% EXAMPLE - ICFDT7 R RL
555 NORTH STREET EFEC 0712 0792
CHICAGO, IL 60614502 5 FED TAX NO. C R CovERS Roven |
123456789 160116 E [03t16
& PATIENT NAME ia i S PATIENT ADDRESS |ul 555 NORTH STREET
b{ DOE, JOHN b{ CHICAGO [e]1L ]< 60614502 [o]
10 BIRTHDATE MSEX |1p page CERON oe 1sgnc IEDHR [i7STAT o s CONDMiON CGDES 5 o en |arori
09291926 | M 100116} 19 3 4 30
%ODE‘}CC“HREDNAgg i %DDEWCUHR%l:%E ::.I,‘SDDE OCCUHREEE\CTE . OgggSHENCE SPANTHFIOUGH. %EOEJE Oggg:HENCE SPANTHROHGH 37
a ls
b B
38 9 VALUE GODES VALUE CODES a4 VALUE SODES
CODE AMOUNT, AMOUNT CODE AMOUNT
al 24 481.00 31.00
b : :
c
d
42 REV.CH. 43 DESCRIFTION 44 HCPGS / RATE { HIPPS CODE 45 SERV. DATE 46 SERV. UMITS 47 TOTAL CHARBES 48 NON-COVERED CHARGES 49
1| 0942 | EDUC/TRAINING 1001£6 31 1800.00 1
2 2
a 3
4 L]
5 &
5 : L]
T T
& 4
9 i g
4] 10
11, 11
2]
1]
") . 4
35] - 15
18] h 18
17 7
4] 3
19 9
e — N = o - - B
21 2%
k-l B h 22
= 0001 (PAGE_1 OF 1 CREATION DATE L10116 GMJ!E ’ 1800.00 &l
50 PAYER NAME - 51 HEALTH PLAN 1D . Pt Pl 54 PHIOR PAYMENTS 55 EST. AMOUNT DUE ss NPl | 1234567893
4 ILLINOIS MEDICAID 37-1320188 Y Y 57 A
. e B : . i
[ o o PRY ID i
58 INSURED'S NAME g o mae S9RAE.| 60 INSURED'S UNIQUE 10D - - 61 GAOUP NAME 2450 .| 62 INSURANCE GROUP NOQ, .m0 e i
Al DOE, JOHN 18 | 011545209 n
¢ C
63 TREATMENT AUTHORIZATION COCES 64 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
A A
B 8
c| <
3| 25189 163350 €8
S ve R, A & | | §
74 COSHEINCEFA!. PﬁDCEDg;IrEE 0. . CDDg‘H-Eﬂ PROC?““%&TE CODOETHER PROCEUUFSETE 5 76 ATTENDING |NPI ]222222222 |GUALE |
st JACKSON [Fmst IGOR
oo N L R o2 PSS e o]
LAST FIRST
80 FEMARKS 1% B3| 313MO0000X BoTHER | et oua] T
b LasT {Finsr
c 79 OTHER i |NPI {Olml |
d LasT FiESY
UB-04 CHIS-1450 APPROVED OMB NC. 09380997

NUBC 52

HE CERZIFICATICNS ON THE AEVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREQF



EXAMPLE ~ ICFDTS:

Claim for Developmental Training Services for recipient who has dis-enrolled from Developmental
Training Agency.

Statement Period: 10/01/16 — 10/15/16

Discharge Code =70

Value Code 80 = 14

Legacy Claim Coding:

10/01/16 — 10/14/16 (COS 83)

ISA*00* *00* *01*030230130 *ZZ*37-5555555 *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*****45%36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40*2*ILLINQIS MEDICAID*****46%37-1320188~
HL*1¥%20%1~

PRV*BI*PXC*31300000X~

NM1*85*2*ACME LTC TEST***#¥XX*1234567893 ~
N3*555 NORTH STREET~

N4* CHICAGO *1L*606141502~

REF*E[*959999999~

HL*2*1*22%0~
NMI*IL*1T*DOEMJOHN****M1*011545209~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

DMG*D8%19260929* M~

NM1*¥PR*2*|LLINOIS MEDICAID*****p[*37.132(0188~
N3*¥201 S GRAND AVENUE E~
N4*SPRINGFIELD*|L*62763~
CLM*EXAMPLE-ICNFDT8*300***79: A 1 *A*Y*y~
DTP*096*TM* 1400~
DTP*434*RD8*20161001-20161015~
DTP*435*DT*201610011900~

CL1*3*4*70~

REF*EA*QO712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABI: (6350~

HI*ABF: 725189 ~

HI*BE:24:::1480*BE:80:::14~

NM1*71*1* JACKSON*IGOR**** )X *1222222222~
PRV*AT*PXC*207R0O0000X~

LX*1~

SV2*0942**800*DA*14~
REF*6R*EI122215247135647-01~



SE*36*0001~
GE*1*525986
IEA*1*000525985~



T ACME LTC TEST 2 WP T EX AMPLE - [CFDTS A TYPE
555 NORTH STREET EHET 00712 0791
CHICAGO, IL 60614302 5 FED. TAX NO. 5 sgagﬁnmsm COvERE ;%ngﬁ 7

123456789 100116 [ 101516

8 PATIENT NAME |a | 9 PATIENT ADDAESS ial 555 NORTH STREET

o[ DOE, JOIN »| CHICAGO o[ 1L ]s] 60614502 [of

16 BIRTHOATE 1SEX [y pae ann MTvRE 1ssec|BUR[TS| o 4 g e T s w = |hae |

09291926 | M 160116 19 3 4 14 70 |

ki QOCCURREMCE - D 33 QCTURRENCE QCCURARENGE SPAN 36 QCCURREMNCE SPAN az

CODE DATE oo CODE DATE FROM: THAOUEH CODE FROM THACUGH

a8 39 VALUE CODES | 0 41 VALUE CODES

CODE AMOUNT oD O CODE AMOUNT
al 24 1480.00 | 80 14.00
b : :
¢
42 REV. CD. 43 DESCRIPTION 44 HCPCS f RATE f HIPPS CODE 45 SERV. DATE 46 SERY. UNITS 47 TOTAL CHARGES 48 HON-COVERED CHARGES 49
0942 | EDUC/TRAINING 100116 14 800.00

0001 | PAGE_ 1 OF | CREATION DATE 110116 Dl‘-IE ’ 300.00
50 PAYER NAME -+ * ; = §1 HEALTH PLAN 1D : 58| £4 PRIOR PAYMENTS 55 EST. AMOUNT DUE se Pl | 1234567893
ILLINOCIS MEDICAID 37-1320188 Y Y st
R i - o
) “ 7 |ervio
58 INSURED'S NAME SR REL) 60 INSURED'S UNIGUE 1D 55 61 GROUP HAME i 62 INSURANCE GROUP NO, -~

DQE, JOHN

18 j011545209

UB-04 CHS-1450

APPROVED OMB NG, (238-0997

63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
75189 16350 ®
R L e T =T ; | 5
M opaCIPAL PROGECIRE oD RDCEDURE B LoppHERPROCEDURE. 76 ATTENDING |NPI 1222222222 |OUAL| |
Last JACKSON IF!RST IGOR.
_ OTHER PROCEDUR conJTHER FRGCEBURE  QTHER PROCEGUR p———— le |M' !
| LAST IFLRST
80 REMARKS B1CC B3| 313M00000X 78 OTHER | ;NPI |0UAL§ |
b Last [pmst
c 79 OTHER l ]N?i IQUALi I
d LAST FIRST

NUBC s&paizes

THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREQR




EXAMPLE ~ ICFECS:
Claim for recipient receiving enhanced care (vent).

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

l.egacy Claim Coding:

10/01/16 — 10/31/16 (COS 38)

ISA*00* *oo* *01*030230130 *7Z*37-5555555 *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*A1CFASC0O-2222-484E-9999-08CEE*20161101*083756*CH~
NM1*41*2*ACME CORP*****46%*36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NMI1¥40%2*|LLINOIS MEDICAID*****¥46%37-1320188"~
HL¥1**20%1~

PRV*BI*PXC*314000000X~

NM1*85*2* ACME LTC TEST***¥*XX*1234567893 ~
N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*EI*999999999"

HL*2*1%22%0~

SBR*P*]_S*******MCA’
NM1FIL*1*DOE*JOHN****MI*011545209~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

DMG*D8*19260929*M™

NMI*PR*2*ILLINOIS MEDICAID*****p|*37-1320188~
N3#*201 S GRAND AVENUE E~
NA*SPRINGFIELD*IL*62763~

CLM*EXAMPLE- ICFECO*7000***65: A 2 ¥ ¥ A*Y ¥y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201610011900~

CL1*3*4*30~

REF*EA*0Q0712~

REF*DO*122215247135643~

HI*ABK: M6281~

HI*ABRJ: 16350~

HI*ABF: Z5189~

HI*BE:23:::500*BE:80:::31~

NM1I*71* 1 JACKSON* IGOR****XX*1222222222~
PRV*AT*PXC*207R00000X~

LX*1~

S5V2*¥0184**7000%DA*31~
REF*6R*EI122215247135648-01~

SE*36*0001~

GE*1%525986~

[EA*1*000525985~



8

T ACME LTC TEST 2 & TEXAMPLE - ICFECY 2 o
355 NORTH STREET bMED1 00712
CHICAGO, IL 60614502 5 FED.TAX NO. S e A I
123456789 100116 | 103116
8 PATIENT NAME - lai 4 PATIENT ADDRESS |a| 555 NORTH STREET
b} DOE, JOHN b| CHICAGO o[ a] 60614502 [-]
10 BIRTHDATE USER |1p e ISNRtaTYRE 15SRC[1SDHR [I7STAT] 4 19 20 o CPRTONGOTRSa % 27 w |t
09291926 | M L0016} 19 3 4 30 |
ESNICEETEEE S 57 CCCURRENCE 33 GCCURRENCE . OCCURAENCE SPAN 36 ‘OCCURRENCE SPAN 37
CODE DATE CORE - "DATE COBE DATE FROM THROUGH CODE FROW THROUGH
S
35 39 VALUE CODES aly 41 VALUE CODES
CODE AMOUNT on ARIC) CODE AMOUNT
al 23 500.00 | 80 31.00
bl ‘ |
. - o= ST
d
42 HEV.CD. 43 DESCRIPTION 44 HCPCS J AATE / HIPFS CODE 45 SERY. DATE 15 SEF;V. UNITS 47 TOTAL CHARGES 48 NON-COVERED CRARGES 43
0194 | SUBACUTEAEVELIV 100116 31 7000.00 1
N 2
3
%
H
L]
T
]
) L]
18
11
+ 13
13
14
3
: e
us
jia
15
e
21
: 12
0001 |PAGE_ L OF _1 CREATION DATE | 110116 §{ey/yi—Y 7000.00 3
50 PAYEFR NAME j : 51 HEALTH PLAN ID ) lﬁ%moa PAYMENTS 55 EST, AMOUNT DUE senpt | 1234567893
ILLINOIS MEDICAID 37-1320188 Y Y 57 d
' ) B GTHER s
B PAVID o
58 INSURED'S NAME -- 59 RAEL| B0 INSURED'S UNIQUE ID - - 61 GROUP NAME -~ 62 INSURANCE GRCUP ND.
DOE, JOHN 18 011545205 A
: i3
&
63 TREATMENT AUTHORIZATICN CODES 64 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
L
L]
c
61 25189 16350 68
T = E] | | F
COEE[NGIFAL PROCEDI‘JJ.S'EE CO[}?THER P-BU(?E'DURS;E\T.E' . CODCEI'HER PHOCEDUEETE 76 ATTENDING INP' {222299922 |QUALI !
wst JACKSON |rimsT IGOR
¢ HER PROCEDURE . o QTHER PROCEDURE OTHER PROCECURE. - ... p—— INFI |QU~_E |
| LasT |FIHST
80 REMARKS 12l B3| 314000000% 78 OTHER i INFI IQUALi |
b LasT [Fimst
c 79 OTHER 1 INFI Iaml.l |
d TAST |F\R5T
U8-04 CHS-1450 APPROVED OMB NO, 0838-089

THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

NUBG iz



EXAMPLE ~ ICFHOSPIC10:
Claim for recipient discharging to hospice.

Statement Period: 10/01/16 — 10/05/16
Value Code 80 =4

Discharge Status Code = 51

Legacy Claim Coding:

10/01/16 — 10/04/16 (COS 71)

ISA*00* *00* *01*030230130  *ZZ*37-5555555 *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*20161101*083756%CH™
NM1*41*2¥ACME CORP*****46%36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40*2*|LLINOIS MEDICAID*****46%*37-1320188~
HL*1**20%*1~

PRV*BI*PXC*314000000X™

NM1*85%2*ACME LTC TEST*****XX*1234567893 ~
N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

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

N3*555 NORTH STREET ™

N4*CHICAGO*IL*606141502~

DMG*D8*19260929* M~

NML*PR*2*ILLINOIS MEDICAID*****p|*37-1320188~
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*{L*62763~

CLM*EXAMPLE- ICFHOSPIC10*500***65: A 1¥* A*Y*y~
DTP*096*TM*1400
DTP*434*RD8*20161001-20161005~
DTP*435*DT*201610011900~

CL1*3*4*51~

REF*EA*Q0712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: Z5189~

HI*BE:23:::500%BE:80:::4~
NML¥71¥1*JACKSON*|GOR****XX*1222222222~
PRV*AT*PXC*207R00000X™

LX*1~

SV2*0110**500*DA*4~
REF*6R*EI122215247135649-01~

SE*37*0001~



GE*1*525586~
[EA*1*000525985~



' ACME LTC TEST 2 2P EXAMPLE -ICFHOSPICH 0
555 NORTH STREET bMED1 00712
CHICAGO, IL 60614502 5 FED. TAX NO. ®  STATEMENT COVERSFPERICD {7
123456739 100116 | 100516
8 PATIENT NAME |a | 9 PATIENT ADDRESS |a | 555 NORTH STREET
»] DOE, JOHN o[ CHICAGO [«] 1L T«] 60614302 [o]
10 BIRTHOATE VSEK |12 pate  “SHRCMTYPE 1ssec|BDHR[TST] Gp 4 SO w w  m |oae|
09251926 ( M 100116 19 | 3 4 |14 51
Hope PRRE o B Bone RN ab DA Zhoe Cton TSP moua | coce e i T T
b
g POl & S o "
al 23 500.00 ( 80 4.00 -
b :
c . )
d
42REV.CO. 43 DESCRIPTION 44 HCPCS / RATE f HIPPS CODE 45 SERV, DATE A6 SEH-V. UKITS 47 TOTAL CHARGES 48 NON-COVERED CRARGES 49
0110 | ROOM - BOARD/ PVT 100116 4 500.00
2
2
4
5
8
7
]
9
16
1|
12
13|
" .
15
14
7|
e
19|
20|
E4
=z 0001 [ PAGE_ | OF _ 1 CREATION DATE 110116 DTA 500.00
50 PAYER NAME 54 HEALTH PLAN ID F20] Poiaol 54 PRIGR PAYMENTS 55 EST. AMOUNT DUE senel | 1234567893
Al ILLINOIS MEDICAID 37-1320188 Y [ 1Y 57
B OTHER
o ’ PRV D
58 iNSURED'S NAME - 597 AEL| 60 INSURED'S UNIGUE ID 61 GACUP NAME 62 INSURANGE GROUP NO, - .,
A DOE, JOHN [8 011545209

63 TREATMENT AUTRORIZATION CODES

84 COCUMENT CONTROL NUMBER

65 EMPLOYER NAME

UB-C4 CMS-1450

APPROVED OMB NO.0938-0887

NUBC e

551 25185 16350 &
i L 57 e ] | | i
T ot CIPAL PROGEDURE e e TR cong o roomodnE I'Té 76 ATTENDING HNP' 1222222222 |°""“"| |

wst JACKSON [FrsT IGOR
pangHER PROCEDURE. -, . copg HER PRCCEDURE e HER PROCEDURE 77 OFERATING Em |c._w_| |
LAST |FIRET
80 REMARKS 31(:;:: 83| 314000000X 78 OTHER | INPI |OUAL| |
b LasT [Fwsr
c 79 OTHER | !NPI |cmL] |
d LAST FIRST

HE CERTIFICATIONS ON THE REVEHSE AFPLY TO THIS BILL AND ARE MADE A PART HERECFE



EXAMPLE ~ ICFHOSPIC11:
Claim for recipient after hospice election ends.

Statement Period: 10/24/16 — 10/31/16
Value Code 80 = 8

Legacy Claim Coding:

10/24/16 — 10/31/16 (COS 71)

[SA¥00* *00* *01*030230130 *ZZ*37-5555555 *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*20161101*083756*CH~
NM1*41*2*ACME CORP****¥*46%36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NMI*40%2*ILLINOIS MEDICAID*****46%37-1320188~
HL*1**20%1~

PRV*BI*PXC*314000000X~

NMI*85*2*ACME LTC TESTH*****XX*1234567893 ~
N3*555 NORTH STREET™

NA* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2¥1%22%0~

SBR*P*lg*******MCN
NMI1*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- ICFHOSPIC11*800***65: A2 ¥ ¥ A¥Y*y~
DTP*434*RD8*20161024-20161031~
DTP*435*DT*201610241900~

CL1*3*4*30~

REF*EA*QO712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350™

Hi*ABF: 25189~

HI*BE:23:::500%BE:80:::8~
NM1*71*1*JACKSON*IGOR****X)X*1222222222~
PRV*AT*PXC*207R00000X™

LX*1~

SV2*Q110**800* DA*8™
REFFBR*EI122215247135650-01~

SE*36%*0001~

GE*1*525586~

IEA*1*000525985~



1 ACME LTC TEST 2 GaPAt [ EXAMPLE -ICFHOSPICI 2 orBnL
555 NORTH STREET eMED1 00712
CHICAGO, IL 60614502 5760, X NO. 5 STATENET GOVErS FEED (7
123456789 102416 l 103116
8 PATIENT NAME |a | 9 PATIENT ADDRESS ia I 355 NORTH STREET
b| DOE, JOHN 5| CHICAGO [o] 1L o] 60614502 []
10 BIRTHDATE HSEX |;p e “CSRACITYPE oo |SDHR[TSIAT| s 4g g CEROTOMSODES, w2 = |me |
09291926 M 102416 19 f 3 [ 4 30 | [ ]
a
b
3 3 .  VAWECODES ap a1 VALUE CODES
CODE AMTHINT O CCDE AMOUNT
al 23 500.00 | 80 8.00
ol . : N
o 3 : s i i, | s
d .
42 REV.CD. 43 BESCRIPTION 44 HCPCS 7 AATE / HIFPS CODE 45 SERV. DATE 45 SERV, UNFTS 4T TOTAL CHARGES 48 NON-COVERED CHARGES ;9
t[ 0119 | ROOM - BOARD/PVT 102416 8 §00.00
2 :
3
4
5
L]
7
]
9
18}
1|
17|
13|
1|
15|
58
7|
18|
39
29
2
= 0001 |PAGE_1 OF _1 CREATION DATE 110116 OT/ 800.00
50 PAVER NAME . - 51HEALTH PLAN I ity "E:Tm"-“-é 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE senpl | 1234567893
Al TLLINOIS MEDICAID 37-1320188 YI||Y 57
s I : : I [
o ’ PAY 1D
5B INSURED'S NAME .- oo, 59 PREL | 60 INSURED'S UNIQUE 1D 61 GROUP NAME -~ £2 INSURANCE GROUP ND.
% DOE, JOHN 18 | 011545209
&
63 THE)_\TMENT AUTHORIZATION CODES 84 QOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
Al
L)
&
) 75189 16350 o
i T e &l | B
T4 GQPD?EINCIFAL PROCED(L)IE[EE #. C(.)D(EJ'I_.HE:H.FHDCEDB%%‘E H CGI%THER PHOCEDUEETE 5 76 ATTENDING [NPE 1222329792 lml |
st JACKSON |FirsT IGOR
i gppd HER FROCEDURE . copZTHER PROCEDURE. 2o OTHER PROCEQURE 77 OPERATING iNP' Iml |
LasT £IRST
50 REMARKS [T B3] 314000000 women | e oa] |
[} LAST lFIFIST
c o | e o} ]
d LAST FIRST
LE-04 CRS-1430 APPROVED CMB NO.0938-099' THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL ANDO ARE MADE A FART HEREOR

NUBG e



