CLAIM EXAMPLES FOR INTERMEDIATE CARE SERVICES FOR

INTELLECTUALLY DISABLED (IID) (PT 29)
Taxonomy Code 315P00000X = COS 73 ICF/MR
Taxonomy Code 3140N1450X = COS 74 Skilled Pediatric
Taxonomy Code 320600000X = COS 76 Specialized Living Center

EXAMPLE ~ lID1:
Claim for recipient residing in a regular intermediate care bed, no leaves of absences.

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

Legacy Claim Coding:

10/01/16 — 10/31/16 (COS 73)

ISA*00* *00* *01*030230130 *7ZZ7*37-5555555 *161225*1635%A*00501*000525985*0%T*:~
GS*HC*ACME BILLING AGENT*37-2323232%20161225*1635*525986*X*005010X223A2~
ST*837*0001*005010%X223A2~
BHT*0019*00*A1CFASC0-2222-484E-9999-08CEE*20161101*083756%CH™
NM1*41*2*ACME CORP*****46%36-9959959~
PER*IC*MOGLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40*2*|LLINOIS MEDICAID*****46*37-1320188~
HL*1**20%1~

PRV*BI*PXC*315P00000X™

NM1*85*2*DD LTC TEST*****XX*2957149356 ~

N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*EI*999999959~

HL*2*1%22*%0~

SBR*P*lS*******MCAa
NML*IL*1*DOE*JOHN****M[*011545209~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

PMG*D8%19260929* M~

NM1*PR*¥2*ILLINOIS MEDICAID*****p|*37-1320188~
N3¥201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-IID1¥5000***66:A: 2 *A*Y*Y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201610011300~

CL1*3*4%30~

REF*EA*00712~

REF*D9%122215247135643™

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: Z5189~

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*E(122215247135640-01~

SE*36*0001~

GE*1*525986~

IEA*1*000525985~



T ACME DD LTC TEST 2 P EX AMPLE-IIDL BaAl
335 NORTH STREET EMEDIT0712 0662
6 STATEME S
CHICAGQO, IL 60614302 5 FED. TAX NO. FIQO!‘:! NT COVE'*TH%‘ESS 7
123456789 100116 | 103116
BPATIERT NAME. . [a] 9PATIENT ADDRESS -+ |a| 555 NORTH STREET
¢| DOE, JOHN e CHICAGO fe[ IL  [a] 60614502 fe
10 BIRTHOATE WSEX o pare "SR MTYPE senc|BDHR[TSTE o o ag  p  CROTONIODES s m ar m [RET
09291926 | M 100116 4 30
ETRC L SR ©> OCCURRENGE OCCURFENGE - GCCURR T OCCURAENCESPAN- . — - [36~ ... - OGCURFENCE SPAN. - o
GODE DATE CODE DATE -~ DE DATE o CODE FROM THROUGH - | CODE FROM THROUGH
b : . . X S [ . - I
7] ) VALUE CODES - ] VALUE CODES
CODE AMOUNT -~ ° GG 0 CODE ° AROLINT
al 23 500._00 80
b R .
” ¢
df oo e ] i :
42 REV.CD. 43 DESCHIPTON 44 HCPCS / RATE / HIPRS CODE 45 SERY. DATE 46 SEAV. UNITS 41 TOTAL CHARGES 48 NON-COVEAED CHARGES 49
% 0110 | ROOM-BOARDY PVT 100116 31 5000.00 !
z . ) ) L o ) : 2
3 3

n 0001 | PAGE I OF 1 CREATION DATE 1E0116 !l‘ﬂlh : 5000.00 kel
50 PAYER NAME 1/~ b T 70 L T (61 HEALTHPLANAD -0 s PRRE [880] oy poiom pavMeNTs i, 0 |SSEST. AMOUNT DUE -~ . |55 NPt | 2957149356

4 ILLINOIS MEDICAID 37-1320188 Y Y 51 o

I i e T e e N B e N : ; )

56 INSURED'S NAME:
4 DOE, JOHN

;- |sa mAEL] 60 INSYRED'S UNIQUE (D;
011545209

| 61 GROUP. NAME Ziix | 62 INGURANGE GHOUP NG.:

o {3
63 TREATMENT AUTHCRIZATION CODES . . . . . |s4 nocuMenT coNTROL NUMBER D ) 85 EMPLOYER NAME
A A
B H
¢ i
361 25189 ) 16350 ’ 53
B M6l |meEy " o & | | - F
T3 oL ANCIPAL PROCEDURE B gpa HEH PROGEDURE - cong e PROCEDURE. |7_5 76 ATTENDING [NPI §222222222 |0UAL| I
Last JACKSON |FirsT IGOR
ODLE)THER Pﬁocan%ﬁﬁ.- ConngEH PRDCEDUFE}%TE a o G 77 OPERATING Ium |GUAL| I
LAST |FIR5T
pre— BCSl B3] 315P00000X motier | o] |
b LAST |FIHST
¢ 79 OTHER 1 INF] EOUALl §
° LaST [Fimst

uB-04 CMS-1450 APPROVED OMB NO. 0338-0997 HE GERTIFICATIONS ON THE REVERSE AFPLY TO THIS BILL AND ARE MADE A PART HERECE,

NUBC e



EXAMPLE ~ lID2:
Claim for recipient residing in a regular 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
QOccurrence 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 73)

10/04/16 — 10/04/16 (COS 73 with BR Type)
10/05/16 — 10/19/16 (COS 73)

10/20/16 — 10/24/16 (COS 73 with BR Type)
10/25/16 — 10/31/16 (COS 73)

ISA*00* *00* *01*030230130  *¥ZZ*37-5555555  *¥161225%1635*A*Q0501*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%35-9999999~

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

PRV*BI*PXC*315P00000X™

NM1*85*2*DD LTC TEST***¥*XX*2957149356 ~

N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999999959~

HL*2*¥1%22%0~

SBR*P*lS*******MCN

NMI*IL*1*DOE*JOHN****MI*011545209~

N23*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~

N4*SPRINGFIELD*IL*62763™
CLM*EXAMPLE-11D2*4600***66: A:3* FAFY*Y~
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: 725189~
HI*BI:74:RD8:20161004-20161004*BRI:74:RD8:20161020-20161024~
HI*BE:23:::500*80:::25*BE:81: .6~
NM1*71%1*JACKSON*IGORT*¥¥XX¥1222222222~



PRV*AT*PXC*207R00000X~
LX*1~
SV2*0110**4500*DA*25~
REF*6R*EI122215247135641-01~
[X*¥2~

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

GE*1*525986~
I[EA*1*000525985~



1 ACME DD LTC TEST 2 &P EXAMPLE-IID2 ST
555 NORTH STREET BWEC 0713 0663
CHICAGO, 1L 60614502 5 FED. TAX NO. g SJQBE,,{"E”T covsr;% ;E“'OD 7

123456739 016 | 103116

8 PATIENT NAME |3| 9 PATIENT ADDRESS:: lul 555 NORTH STREET

b| DOE, JOHN b| CHICAGQ [«]iL {a] 60614502 [=]

10 BIRTHDATE 15X |12 pare  CASPR paTvee 1ssee|BOHA[TSTAT] 4 18 20 R 85w e

09291926 | M 101515 19 3 4 30
a CQCCURRENGE 32 GCCURRENCE Bl 33 - OCCURRENCE"; H OCCURRENCE 3§ 7 QCCYRAENCE SPAN -5 36 - * . DCCUARENCE SPAN-: - - - 37
CODE $ATE CODE DATE CODE DATE CORE DATE CODE - FRCM THROUSGH * COCE FROM - THROUGH
. 74 100416 (00416} 74 102016 102416
38 89 .. VALUE CODES - -, 0 Al VALUE CODES..- . .+
CODE - =~ AMOUNT OD ASAC) CODE - AMOUNT RN

al 23 500,00 | 80 25._00 81 6.00
¢

42 REV.SD. 43 DESCRIPTION 44 HCPCS / RATE / HIPPS COBE 45 SEAV. DATE 48 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVEAED CHARGES 49

I 0110 | ROOM-BOARDY PVT 100116 25 4500.00
+ 0185 |LOANURSHOME . .. 1004161 6] 10000

060l | PAGE _ 1

i3

4600.00

OF _1 CREATION DATE
50 PAYER NAME =55 5 S DT B i s 54 HEALTH PLAN 1D 7551 v Pt BERELY 1SS 54 BRiR PRYMENTS ™ {85 EST. AMOUNT DUE™H 3| g6 NAI| 2957149356
A ILLINOIS MEDICAID 37-132018% Y Y 57
T s e e .
i PRV 1D

58 INSUAED'S NAME::

60 INSURED'S UNIOUE 1D

| 82 INSURANCE GROUP NO:::

4 DOE, JOHN

011545209

63 TREATMENT AUTHORIZATION CODES

64 DOCUMENT CONTROL NUMBER

65 EMPLOYER NAME

£
&1 75189 16350 &
6% ADMIT TORATIENT TIFPS - 72 73
px | M628] FEASCN DX CO0E lscu I I
4 FRINCIPAL FROCEDURE OTHER PROCEDURE COTHER PROCEDURE 75
CODE DATE ang. - DAY COBE DATE 76 ATTENDING IN"* 1222222222 Im“-l i
st JACKSON {rrsT IGOR
- OTHEA PROCEDURE - @ GTHER PROGEGURE, OTHER PROCEDUAE
CODE- - - DATE .. CODE DATE COpE DATE 77 OFERATING ;NP‘ |°”'”" |
| I LaST FIRST
| EXEe
50 REMARKS +| B3| 315P00000X 78 GTHER i o] |
3 : LAST |Fansr
c wworiern | e o] T
d LAST FIRSY
UB-04 CMS-1450 APPROVED OMB NC. 0938-089

NUBC &znm

THE CERTIFICATIONS ON THE REVEASE APPLY TO THIS BILL AND ARE MADE A PART HERECE



EXAMPLE ~ 11D3:
Claim for recipient residing in a regular 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

l.,egacy Claim Coding:

10/01/16 — 10/04/16 (COS 73)

10/05/16 —~ 10/05/16 (COS 73 with BR Type)
10/06/16 — 10/31/16 (COS 73)

[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%36-9999399~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40* 2*ILLINOIS MEDICAID*****46*37-1320188"~
HL*1*%20%1~

PRV*BI*PXC*315P00000X™~

NM1*85%2*DD LTC TESTH****XX*2957149356 ~

N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2*1%22%*0~

SBR*S*}_S*******MCN
NMIFIL*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 5 GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-IID3*4250%**66: A:3 ¥ A*Y¥Y~
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™~
MI*BE:23:::500%80:::30%81:::1~

NML1*71*1* JACKSONFIGOR**¥*XX*1222222222~
PRV*AT*PXC*207R00000X™



SBR¥P*18%* HCSC-BCBS OF IL-STD A & B *****pC~
CAS*CO*A45%3150.00***~
CAS*PR*2%*50.00~

AMT*D*1050.00~

OI***Y***YN
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™



»

B

T ACME BD LTC TEST 2 3P TEX AMPLE-TID3
555 NORTH STREET BEED 00712 0663
CHICAGO, IL 60614502 5 FED, TAX NG 6 SE__TQZE‘:AENT COVERTi :(E)FSSS 7
123456789 100116 l 103116
& PATIENT NAWE Ia | 3 PATIENT ADDRESS ial 555 NORTH STREET
v DOE, JOHN 8| CHICAGO [s[ 1L ]e] 60614502 lo
10 BIRTHDATE 156X |1p pare PSRH M TvPE 1ssac [1SDHR [TSTAT] 4 19 20 2 CHONGOES. s 2 m  m |sel ' ]
09291926 | M 0930164 19 3 4 30 | I
T OCCURRENCE R T3 OCCURRENCE .. OCCURR o GCCURRENCE BFAN T OCCURAENCE SFAN a7
CODE DATE ob D ODE DATE on D copE FROM THROUSH | CGDE FACM THROUGH
74 100516 100516
8 3 VALUE CODES 0 A an a VALUE CODES -
CODE AMOUNT - o CODE - - AMOUNT
ap 23 500.00 | 80 30.00 [ 81 1.00
. ; ;
d TR PN I L
azRev.co. | 43 cescrPmon 34HGRCS / RATE/ HIPPS COBE 45 SERV. DATE 15 SEAV. UNITS A7 TOTAL CHARGES 48 NON.COVERED CHARGES | 40
0110 i ROOM-BOARD/ PVT 100116 30 4150,00
0182 [ LOA/PT CONV 100516 | 10000

Q001

PAGE 1

4250.00

64 DOCUMENT CONTROL NUMBER

65 EMPLOYER NAME

—_— CREATION DATE 110116 OTA
50 PAYER NAME -+ e g “Ts1 vEALTHPLAN 1D UL FRREL ”u;“fimpnaon PAYMENTS - 55 EST, AMOUNT DUE - senp; | 2957149356
HCSC-BCBS OF IL-3TD A&B 00601 1050.00 s7
ILLINOIS MEDICAID .| " .~ 371320188 Y||Y L L |omen|

PRY IO

58 INSURED'S NAME /1.4 i i i i B 7. |5e RREL| 6O INSURED'S UNIQUE 1DV i i | 51 ROUP NAME 70 e | 62 INGURANGE GROUP MO, b 2 s
DOE, JOHN 18 |0L§545209A
DOE, JOHN"""" |18 [011545200
53 TREATMENT AUTHCRIZATION CODES

uB-04 CMS-1450

APPROYED OMB NO. 0533-0997

B 75189 16350 %
59 ADWIT TOPATIENT e i3 73
ox | M6281 FAEASON DX - coce - |ec| I I l ]
7 FRINGIFAL PAOCEDURE QTHER PROCEDURE — ., .. I8 GTHER FROCEDURE,
CODE DATE CODE . DATES COLE . 76 ATTENDING - INPI 1222222372 ]QUA E I
st JACKSON |FmsT IGOR
-~ GYHER PROGEQUAE -, GTHER PROCEGURE - GTHER PROGEQURE - :
CODE + - . DATE CODE DATE CODE DATE 77 OPERATING |NP' |°UAL1 |
| LAsT |FIRST
80 REMARIKS FICCT B3[ 315700000 78 OTHER E |NPI |cqu.| |
b LaST [Fims
B 79 OTHER i |NPi |QUAL| |
o LAST |F|nsr

NUBC imases

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



EXAMPLE ~ lID4:

Claim for recipient residing in a regular intermediate care bed 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 73)

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¥36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40%2*ILLINOIS MEDICAID*****46%37-1320188~
HL¥1*#*20%1~

PRV*BI*PXC*315P00000X™

NM1*85%2*DD LTC TEST*****XX*2957149356 ~

N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*EI*999995999~

HL*2*1%22%0~

SBR*P*lg*******MCN

NM1*L*1*DOE* JOHN****M|*011545209~

N3*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 -11D4*1400%**66: A1 1¥ ¥ A*Y*Y~
DTP*096*TM* 1300~
DTP*434*RD&*20161001-20161015~
DTP*435*DT*201610011900~

CL1*3*4*Q2~

REF*EA*0Q0712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189 ~

HI*BE:23:::500%BE:80:::14~

NMI1*¥71* 1*JACKSON¥IGOR**#¥*XX*1222222222~
PRV*AT*PXC*207R00000X

LX*1~

SV2*0110**1400*DA* 14~
REF*BR¥EI122215247135643-01~



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



T ACME DD LTC TEST z 2T EX AMPLE-[1ID4
355 NORTH STREET LMED 100712
CHICAGO, IL 60614502 5 FEQ, TAX NO. G STATEMENT COVERS PERIOD |7
123456789 100116 | 101516
5 PATIENT HAME iai 9 PATIENT ADDRESS |n] 555 NORTH STREET
5| DOE, JOHN b CHICAGO []1L Jel 60614502 Jo
10 BIRTHDATE HSEX |12 gare SRR W TYPE 1sspc|18DHR|17STT| 4 19 20 e w w  m sl
09291926 | M 100116 | 19 3 4 13 02 l
3t OGGUARENCE 0 33 OCCUARENGE 3w GCCURRENCE SFAN 3 OCCURRENGE SFAN T
CODE DATE 0D G CODE DATE b DA CODE FACM THAGUGH | CODE FROM THROUGH
] . X PP, .
38 30 - VALUE CODES Q0 a1 VALUE CODES .
CODE: © . ARWOUNT 0 ConE AROUNT.
al 23 500.00
b .
[
d A e _
42 REV. CD. 41 DESCRIPTION 44 HCPCS 1 RATE f HIPPS CODE 45 SERV. DATE 46 SEAV. UNITS 47 TOTAL CHARGES 46 HON-COVERED CHARGES 45
1 0110 | ROOM-BOARD/PVT 100116 14

1490.00

11011

6 1400.00

= 0001 |PAGE_1 OF _ 1 CREATION DATE OTA
50 PAYER NAMESL 2 0ot oy 51HEALTHPLAN ID 5 5o 5 Dok | o |54 PRICR PAYMENTS 55 85, AMOUNT DUE ‘|58 ner| 2957149356
A ILLINGES MEDICAID 37-1320188 Y Y 57
. S - ; : *|omHER
¢ PRV ID
56 INSURED'S MAME ;145 bt o L 0 |53RREL| 60 INSURED'S UNIQUE 1= 1. 61 GROUP NAME ;660" . i, | 62 INSURANCE GROUP.NOL . ;
Al

DOE, JOHN 18

011545209

63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
Al
B
Q|
o5 25189 16350 68
59 ADMIT TGPATIENT TIPS 7z 7
DX M6281 REASCM DX |EC| l | 1 . |
5 FRINGIPAL FAGCEDUAE a. GTHER PROCEDURE. ;- - GTFER PROCETURE 5
coDE DATE GO0 i DATE CODE DATE P vEATIENDING [ 1222322222 loun] |
wsT JACKSON |FirsT IGOR
" QTR PROCEDURE GTHER PROCEDURE  OTHER PRDCEDURE .- -
CODE . ... . DAIE conE DATE COSE - T DATE 77 OPERATING [NP‘ |°”‘”-| I
LasT |Flnsr
-
80 REMARKS 1C B3| 315P00000X 78 OTHER | iNPE |DUAL| |
S : o [t
G 79 GTHER [ !NPI |QUA¥.§ |
d LAST FIRST

UB-04 CMS:1450 APPROVED OMB NO. 0938-0997

NUBG leom

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




EXAMPLE ~ lID5:

Claim for recipient residing in a reguiar intermediate care bed prior to discharge due to death.
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 73)

ISA*00* *0o* *01*030230130 *ZZ*37-5555555 *161225*1635*A*00501*000525985*0*T*:~
GS*HC*ACME BILLING AGENT*37-2323232%20161225%1635*525986*X*005010X223A2~
S§T*837*0001*005010X223A2~
BHT*0019*00*A1CFA5C0-2222-484E-3999-08CEE*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*315P00000X™~

NM1*85%2¥DD LTC TEST*****XX*2957149356 ~

N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999999993~

HL*¥2¥1%22*%0~
NMI1*IL*1*DOE*JOHN****MI*¥011545209~

N3*555 NORTH STREET ~

N4*CHICAGO*IL*606141502~

DMG*D8*19260929*M™~

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

CLM*EXAMPLE —lID5*1400***66: Ac4 ¥ A*Y*y~
DTP*026*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*ABI: 16350~

HI*ABF: Z5189 ~

HI*BE:23:::500*BE:80:::15~
NM1*71*%1*JACKSON*IGOR****XX*1222222222~
PRV*AT*PXC*207R00000X

LX*1~

SV2*0110**1400*DA* 15~
REF*6R*EI122215247135644-01~

SE¥37*0001~



GE*1%525986™
IEA*1*000525985™



B

»

0001 | PAGE_ L

110116

1400.00

T ACME DD LTC TEST z B PAL T E X AMPLE-1IDS
355 NORTH STREET LRET 00712 | 0664
3 3 GVERS PERIOD 7
CHICAGO, IL 60614502 5 FEDL TAX NO. e
123456789 100116 1 181516
8 PATIENT NAME [2] 9 PATIENT ADCRESS 2] 555 NORTI STREET
8| DOE, JOHN b| CHICAGO Je[IL [af 60614502 [¢]
10 BIRTHEATE nsex by oure “HANECleTYPE 1 sRc |18 DHRA TSTATE 4y 19 26 e w el
09291926 ( M 003016 | 19 3 4 13 20
31 CCCURRENCE o 3 OCCURAENGE OCCURR = GCCURAENCE SPAN W OCCURRENCESPAN T
CCDE - DATE - Q COOE DATE CODE FROM THROLIGH CODE FRAOM THROUGH
B . R S . b
28 3% VALUE CODES | . H A VALUE CODES
CODE - AMOUNT - 00 ; CCDE* AMCUNT
al 23 500.00 | 80 15.00
b L ' :
c
42 EV. CO0. 43 DESCRIPTION 44 HCPCS ! RATE ! HIFFS CODE 45 GERV. DATE 46 SEAV. UNITS 47 TOTAL CHARGES 48 MON-COVERED CHARGES L]
0110 | ROOM-BOARD/ PVT 100116 15 1400.00

OF 1 CREATION DATE ‘lﬂlh ’
50 BAYERL NAMES e, 75 1 0 e 1 HEALTH PLAN 1D 14,073 5ot 530 %Wﬁiﬂﬂ PAYMENTS .o, -, | 55 EST. AMOUNT DUE senrl | 2957149356
ILLINOIS MEDICAID 37-1320188 Y Y 57
T L . ’ B : - | OTHER
. revio

50 INSURED'S NAME =5

537 FEL

B0 INSURED'S UNIQUE 1D % 50y

-] BT GROUP NAME -

- | 82 INSURANCE GROUP NO.:3 77 4.,

DOE, JOHN

011545209

UB-0¢ CMS-1450

APFROVED QKB NO, 69380957

NUBG’

63 TREATMENT AUTHCRIZATION CODES _ . 64 DOCUMENT CONTROL NUMBER 85 EMPLOYER NAME
E75189 16350 - @
B9 ADMIT TOFRTIENT TIPS i B
o | M6281 REASCN DX CODE IEG ] . l |
7 PRINGCIPAL FROCEDURE 2 QiHEA PROCEDURE GTRER PROCEDURE
CODE DATE GDE" T hATE COgE DATE lﬁ 78 ATTENDING ENP] 1222222222 |°““L‘ |
Last JACKSON |FIRST IGOR
OTHER PROCEDURE - . . GTHEA PRGCEDURE OTHER PROCEDURE
CODE DATE OBE DATE OBE . DaTE" 77 OPERATING ;“P* ]QU‘“’*I I
LAST |F|Rsr
80 FEMARKS 18 B3} 315PODD00X 78 OTHER | |NPi |ou.au_| ‘
b S . LasT [Fms-r
¢ 79 OTHER | |NF'I !ouA:.t |
¢ LasT FIRST

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

Haxcnal Urdetes
g Commiey



EXAMPLE ~ lIDDTé6:

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

Value Code 80 = 31

Legacy Claim Coding:

10/01/16 — 10/31/16 (COS 82)

ISA*Q0* *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%36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40%2*|LLINOIS MEDICAID*****46*37-1320188~
HL*1**20%*1~

PRV*BI*PXC*315P00000X~

NM1*85*2¥DD LTC TEST*****XX*2957149356™

N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL¥2#*1%22%0~

SBR*P*IS*******MCN
NM1*IL*1*DOE*JOHN****MI*011545208~

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-IIDDT6*1800%**79: A:2 ¥ *A*Y*Y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201610011900~

CL1*3*4*30~

REF*EA*00712~

REF*D9*122215247135643~

HI*ABK: M&6281~

HI*ABJ: 16350~

HI*ABF: Z5189 ~

HI*BE:24:::481*BE:80:::31~
NM1*¥71*1*JACKSON*IGOR****XX*1222222222~
PRV*AT*PXC*207R00000X™

LX*1~

SV2#0942**1800*DA*31~
REF*6R*EI122215247135645-01~

SE*35*0001~

GE*1*525986™

IEA*1*000525985™~



T ACME DD LTC TEST 2 ZPat TEXAMPLE-IIDDT6 A R
555 NORTH STREET BEERF00712
= &~ STATEMENT COVERS PERIOD |7
CHICAGOQ, 1L 60614302 5 FED. TAX NC. RO THROUGH
1234356789 100116 | 103116
8 PATIENT NAME |n l 9 PATIENT ADDRESS |a! 355 NORTH STREET
b} DOE, JOHN b| CHICAGO [e[ 1L [s] 60614502 [«f
16 BIATHOATE 195X |12 owre PISBR 14TYRE tsshc |1 DFR[I7STAT| 4 19 20 e 28 2r o |emel
09291926 M 100116 19 3 4 30 |
31___DCCURAENCE 3 OCCURRENCE CCCURR = CCCURRENCE SPAN 38 —GGOURRENGE SFAN 7
cope DATE copE DATE oD £A cope FROM THROUGH __| CODE FROM THROUGH
28 3% VALUE CODES : . 0 41 VALUE CODES
CODE - AMOUNT O A CODE AMODUNT
al 24 481.00 | 80
bl . .
¢
42 REV.CO. 43 DESCRIPTICN 44 HCPCS / RATE J HIPFPS CODE 45 SERV. DATE 48 SEAV.UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 48
0942 | EDUC/TRAINING 100118 31

£800.00

ocol [PAGE_1  OF _ 1 CREATION DATE LGN TO7ALS mmp 1300.00
50 PAYER NAME: i R 51 HEALTH PLAN (D S el e |54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56NPI | 2957149356
ILLINOIS MEDICAID 37-1320188 YIi|Y &7
BT R . . I
PAY 1D

58 INSURED'S NAME st i o e 2

- [seRARL

60 INSURED'S UNIQUE ID 755

51 GROUP NAME -

62 INSURANCE GROUP NO.:xx:

DOE, JOHN

18

011545209

63 TREATMENT AUTHORIZATION CODES

64 DOCUMENT CONTROL NUMBER

65 EMPLOYER NAME

ug-04 CMS-1450

APPROVED OMB NO., 0938-0997

NUBC i

B Z5180 - 16350 @
FOPRTIENT TIFPS 7 _ i3
REASON DX cooe ECI :
BRINCIFAL PROCEDURE - OTHEA PROCEDURE . .- ; .. GTHEA FAOCEDURE &
GODE CATE GODE - S DATE CODE DATE 70 ATTENDING |”p' 1223222222 |°"""'| l
wst JACKSON |Frs IGOR
- OTHER PROCEDURE: - . GTHER PAOCEDURE OTHER PROCEDUAE
CODE .- - DATE COUE CATE CODE . - . . DATE 77 OPERATING NI jouaf ]
] LasT [Finst
80 HEMARKS 1S5 B3] 315P00000X momer | e oun] |
b : LasT [First
c woker | [oun] ]
P LasT [t

THE CERTIFICATIONS ON THE REVEASE APPLY TQ THIS BILL AND ARE MADE A PART HEREOF.




EXAMPLE ~ IIDDT7:

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 82)

ISA*Q0* *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*A1CFASC0-2222-484E-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*315P00000X™

NM1*85%2*DD LTC TEST*****XX*2057149356 ~

N3#555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*£1*999999999™~

HL*2¥1%22*%0~
NM1*IL¥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-IDDT7*800%**79: A1 1 ¥ *A*Y*y~
DTP*096*TM*1400~
DTP*434*RD8*20161001-20161015~
DTP*435*DT%201610011900~

CL1*¥3*4*70~

REF*EA*0Q0712~

REF*D9+¥122215247135643~

HIi*ABK: M6281~

Hi*ABJ: 16350~

HI*ABF: Z5189 ~

HI*BE:24:::1480*BE:80:::14~
NM1*71*1*JACKSON*IGOR****¥XX*1222222222~
PRV*AT*PXC*207R00000X™

EX*1~

SV2*0942**800*DA* 14~
REF¥6R*EI122215247135646-01"



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



T ACME DD LTC TEST 2 2Pl EXAMPLE-IIDDTY 2 e
555 NORTH STREET gernlo0712 0791
& TATEMENT COVERS PERIOD 7
CHICAGO, IL 60614502 5 FED.TAX NO. T
123456789 oe16 | 1015t6
B PATIENT NAME Ia | 9 PATIENT ADDRESS In | 555 NORTH STREET
&| DOE, JOHN b| CHICAGO [«]1L e[ 60614502 [e]
10 BIRTHDATE NSEX |n pae s bR CMATYPE 158AG |IBOHR|IZSTAT| 19 20 CONGITION LOBES a5 26 2 e
09291926 M 100116} 19 | 3] 4 141 70 | | |
41 - OCCURRENCE O 33 OCCUARENGE D 35 OCCURRENCE SPAN 36 CCCUARENCE SPAN 7
COBE DATE 0 DE DATE on D4 COBE FROM THROUSGH CODE FROM THROUGH
b
38 35 VALUE CODES 0 O 41 VALUE CODES
CODE AMOUNT D O COCE AMOUNT
1480.00 | 80 14.00
42 REV.CO. 43 DESCRIPTION 44 HCPCS / RATE / HIPPS CODE 45 SERV. DATE 46 SEF;V. UNITS . .47TDT.IAL C‘:HAHGES 48 NON-COVERED CHARGES -‘19
1| 0942 | EDUC/TRAINING 100116 14

800.00

20}
21
@ 0001 | PAGE 1 _OF _1 CREATION DATE 110116 OTA 800.00
50 PAYER NAME - SRR 51 HEALTH PLAN 10 ¥ %ﬂﬁ% 54 PRIOR PAYMENTS =+ [ 55 EST, AMOUNT DUE sanpt | 2957149356
A ILLINOIS MEDICAID 37-1320188 YI||Y _ B
L : B : : OTHER
€| - ’ PRV ID
S8 INSURED'S NAME. .. & = 58P REL| 60 INSURED'S UNIQUE 1D - 61 GROUP - NAME. . oo ooei s 62 INSURANCE QROUP NO.

Al DOE, JOHN

18

OLI345209 ..

63 TREATMENT AUTHORIZATION CODES

64 COCUMENT CONTROL NUMBER

65 EMPLOYER NAME

Heenar Livorm

NUBC e

575189 16350 %
T AOWIT FIEE 3 &
ox | M6281 CcODE lECI l E |
7 FRINGIEAL PROCEDURE QTHER PRCCEOURE GTHEA PROCEDURE 3
CODE DATE GOE . . . DATE. CODE Bare F_ ToATTENDING P (222222222 [owa] ]
Lasr JACKSON ‘sansr IGOR
QTHER PROCEDURE .. ; GTHER PROCEDURE OFHER PROCEDURE - .
CODE- e DATET - conE DT COBE S DATE 71 OFERATING |“?' |°UAL| |
! ] LAST |FIRST
60 REMARKS & ““ B3| 315P00000X 78 OTHER ‘ |NF'| |QJALl I
b LasT |Fins
B 78 GTHER I lNFI |cu.A:.i |
o LAST FIRST
U508 OIS 1956 APPAOVED OB NO. 1338059

THE CERTIFICATIONS ON THE REVERSE APPLY 10 THIS BILL AND ARE MADE A PART HEREOF



EXAMPLE ~ lIDECS:
Claim for recipient receiving enhanced care {vent).

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

Legacy Claim Coding:

10/01/16 — 10/31/16 (COS 38)

ISA*00* *00* *01*030230130  *ZZ7*37-5555555 *161225*1635*A*00501*000525985*0*T*:~
GS*HC*ACME BILLING AGENT*37-2323232*%20161225*1635%525986%X*005010X223A2~
ST*237*0001*005010X223A2~
BHT*0019*00*A1CFASCD-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*315P00000X™

NM1%85%2*DD LTC TEST*****XX*2957149356 ~

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 ~

NA*CHICAGO*IL*606141502~

DMG*D8%19260929* M~

NM1*PR*2*|LLINOIS MEDICAID*****p1*37-1320188~
N3#*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~

CLM*EXAMPLE- 1ID8*7000***66: A:2 ¥ 2 A*Y*Y~
DTP*434*RD8%20161001-20161031~
DTP*435*DT*201610011900~

CL1*3*4*30~

REF*EA*O0O712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189~

HI*BE:23:::500%BE:80:::31~
NM1*71*1*IACKSON*|IGOR****¥XX*1222222222~
PRV*AT*PXC*207R0O0000X™

LX*1~

SV2*0130**7000*DA*31~
REF*6R*EI122215247135647-01~

SE*36*0001~

GE*1*525986"

IEA*1*000525985~



7000.00

' ACME DD LTC TEST 2 ZoPaL | EXAMPLE-IIDECS A orB
535 NORTH STREET b1 00712
CHICAGO, [L 60614502 5 FED, TAX NO, € s';rﬁ\gimem covsﬁﬁ‘ :ET,'SE 7
123456789 100116 | 103116
B PATIENT NAME 13 | 9 PATIENT ADDRESS - |a] 555 NORTH STREET
t| DOE, JOHN v| CHICAGO e[ 1L u| 60614502 o
10 BIRTHDATE USEx Lo pare  Crebmo rvee 15 see |180HR jrstar] g 19 20 SOROION OS2 8 s |atael”
09291926 M 10016 19 | 3 | 4 30 [
EX QOCCURAENCE a2 CJCCUHREN(:E= 33 DCCURRENCE Q 35 GCCURAEMCE SFAN -- 36 . CCCUARENCE SPAN 37
CCDE DATE CCODE - - DATE CCDE DATE cn CODE FAOM THACUGH CODE FROM THROUGH
38 3% YALUE CODES 41 VALUE CODES
CODE AMOLINT £ CCDE AMOUNT
al 23 500.00 | 80 3100
b Ll
. . e
42 REV. CO. 43 DESCAIPMON 44 HOPCS f RATE / HIPRS CODE 45 SEAV. DATE 38 SERV, UNITS 47 TOTAL CHARGES 48 HON-COVERED CHARGES 49
0190 | SUBACUTE 100116 H

Q001 | PAGE 1 OF _1 CREATION DATE 110116 OTA 7000.00
50 PAYER NAME -7 i R 51 HEALTH PLAN 10 R iy wa“f 4 PRIOR PAYWENTS - 55 EST, AMOUNT DUE . senml | 2957149336
ILLINOIS MEDICAID 37-1320188 Y Y 57
S . . e 7 T —
’ T |ervio
58 NSURED'S NAME:::5 - |5 PREL| 50 INSURED'S URIGUE 10 it 61 GROUP NAME -, 1. | 62 INSURANGE GROUP NO. 3,

DOE, JOHN

011545209

NUBC e

53 TREATMENT AUTHORIZATION GODES 64 DOCUMENT CONTROL NUMBER &5 EMPLOYER NAME
56 i ]
251 25189 16350
TG RO TOPATIENT TR 7 7
ox | M6281 REASQHN DX CODE It-:ct l | |
7 PHFGIAL PROCATURE . OTHER PROCEGURE ., - IEY GTHER FROGEDURE
CODE DATE CODE *. . - - - DATE " CODE DATE IE TOATTERDING [Pl 1222222277 IMI I
Last JACKSON |FIRST IGOR
. .OTHER PROCEDURE * * 4 OTHER PROCEDURE OTHER PROCEDURE
CODE . - o DATE CODE DATE CODE "~ DATE 77 OPERATING *NP' |M| |
LAsT |FIFlST
B16C
50 REMARKS 71 B3} 315P00000X 76 OTHER | |NPI |DUAL| l
b - LAST |F1R51'
¢ 79 OTHER I |NFI |QUAL| |
o LAST |Fms-r
UB08 CHS-1250 APPHGVED ONE WO, 0535093

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



EXAMPLE ~ IIDHOSPIC9:
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 73)

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*R37*0001*005010X223A2~
BHT*0019*00*A1CFASC0-2222-484E-9999-08CEE*20161101*083756*CH™
NM1*41*2*ACME CORP*****45%36-9999999~
PER*IC*MOLLY SMITH¥*EM*MSMITH@ACMECORP.COM™
NM1*40*2*[LLINOIS MEDICAID*****46%37-1320188~
HL*3**20%1~

PRV*BI*PXC*315P00000X~

NM1*85%2*DD LTC TEST**¥**XX*2957149356 ~

N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*EI¥999999999~

HL¥F2*1*22*0~
NM1*[L*1*DOE*JOHN****M|*011545209~

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*SPRINGFIELD*{L*62763~

CLM*EXAMPLE- IIDHOSPICO*500***66: 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~
NM1I*71*1*JACKSON*IGOR****X(X* 1222222222~
PRV*AT*PXC*207R0O0000X™

LX*1~

SV2*0110**500%DA*4~
REF¥BR*EI122215247135648-01~

SE*37*0001~



GE*1*525986~
IEA*1¥000525985~



' ACME DD LTC TEST 2 gﬁ?‘ﬁ EXAMPLE-IIDHOSPICY
555 NORTH STREET EMED T 00712 0661
CHICAGO, IL 60614502 5 FED, TAX NO. 5 STATEMENT GoveRe ;5%’23 7
123456789 100t16 ; 100516
8 PATIENT NAME lai 9 PATIENT ADDRESS |ai 355 NORTH STREET
t| DOE, JOHN &| CHICAGO [e]IL ]o[ 60614502 [e]
10 BIRTHDATE NSEX o pme CUSTR MTYRE 1ssAc|'BOHRJSTT| 19 20 FEOTONE T w oz m |emel
09291926 M oL 19 [ 3 7 4 [ 14 ] s [
3 GCCURRENGE CCCURR B BCCURRERGE %R % GCCURRENCE 5PAN % GCCURRENCE 5PAN i
CODE DATE oD CODE DATE oG D £ooE ERCM THROUGH | CODE FROM THROUGH
b . . .
ET) ) VALUE CODES - D 0 a VALUE CODES
coDE AMCUNT, o G conE AMOUNT
al 23 500._00 80 4.00
b : iy
Al
d : i . 3
42 REV. CD. 43 PESCRIPTION 48 HCPCS } RATE/ HIPPS CODE 45 SERAV. DATE 46 SERY. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
i1 0110 | ROOM - BOARD/ PVT 100116 4

500.00

NUBC s

20
21
= 0001 | PAGE_1  OF _1 CREATION DATE 110116 izOIZIE : 500.00
50 PAYER NAME 51 HEALTHPLANID ' - : E“‘:g’“ Enﬁf 54 PRICR PAYMENTS 55 EST. AMOUNT DUE - se NPl | 2957149356
& ILLINOIS MEDICAID 37-1320188 Y Y 57
. e . * Jomer
c PRV D
55 INGURED'S HAM 60 INSURED'S UNICHIE 1D - - 51 GROUP HAME 52 INSURANGE GROUP NOL iz 5. i v
-4 DOE, JOHN 011545209
o T P
<
63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
Al
B
4
B8] 25189 [6350 52
TOPATIENT TOFPS 72 I =
AEASGN DX CODE EC .
BERCIAL PAOCEDURE " GTHER PROCEEURE - GTHER PROCEDURE 5
CODE DATE CODE. - " L' . DATE CODE SATE |7_ 76 ATTENDING INP' 1222222222 |°U‘”'I i
Lest JACKSON [rsT IGOR
GTHER PROCEDURE - - - GTHER PROCEDURE : . --OTHER PROCEDURE . ;: . -~
CODE T paTE caDE DATE CODE - DATE: 77 OPERATING el fowa] |
LAST [rst
ETGC :
20 REMARKS | B3| 315P00000X woen | e [am] ]
b Last |FIRST
< ot | [ous ]
a LaST FIRST
UE-0% CHS-1950 APFROVED GFE 1O, 0336-0907

THE CEATIFICATIONS CN THE REVEASE APPLY 10 THIS BILL AND ARE MADE A PART HEREQFR



EXAMPLE ~ IIDHOSPIC10:
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 73)

ISA*00* *0o* *(01*030230130 *7Z*37-5555555 *161225*1635*A*(Q0501*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*36-9999599~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40*2*ILLINOIS MEDICAID*****46%*37-1320188~
HL*1**20%1~

PRV*BI*PXC*315P00000X™

NM1*85%2*DD LTC TEST*****XX*2957149356 ~

N3*555 NORTH STREET™

NA* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2*1*22%0~

SBR*P*lg*******MCN

NML1*IL¥1*DOE* JOHN****MI*011545200~

N3*555 NORTH STREET ~

N4*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- IIDHOSPIC10*800***66: A:2¥ ¥ A¥Y ¥y~
DTP*434*RD8%20161024-20161031~
DTP*435*DT*201610241900~

CL1*3*4%30~

REF*EA*Q0712~

REF*DO*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189~

HI*BE:23:::500*BE:80:::8~

NM1¥71*¥1FJACKSON* |GOR***¥XX*1222222222~
PRV*AT*PXC*207R00000X"~

LX*1~

SV2*0110**800*DA*8~
REF¥BR*EI122215247135645-01~

SE*36%0001~

GE*1*525986~

IEA*1*000525985~



© ACME DD LTC TEST z % P T EX AMPLE-IIDHOSPICLO 2 oPhiL
555 NORTH STREET BEHED ) 0712 0662
CHICAGO, IL 60614502 'S FED. TAX NO. 8 STATENENT GOVERS ;gwgg 7
123436789 102416 | 103116
8 PATIENT NAME |a l 3 PATIENT ADDRESS |u | 555 NORTH STREET
v| DOE, JOHN e] CHICAGO [-]iL  [o] 60614502 []
10 BIRTHDATE USEK [ pwe “Oahn g4TveE tssRc|BEHR[TSTAT) 45 g ST s 5z | EE |
09201926 [ M 102416] 19 [ 3 | 4 30
31 OLCURRENCE OCCURR 33 DCCURRENGE CCOURR £ ‘OGGURRENCE SPAN 36 OCCURRENCE SPAR a7
CODE DATE b DA cone DATE oo D CoDE FROM THROUGH | CODE FROM THRQUGH
by .
@ 7] VALUE CODES oD m VALUE CODES
CODE AMOUNT o A cODE AMCUNT
aj 23 5 00._()0 80 8 ,\UO
b . ) 2 .
. .
42 REV.CD. 43 PESCAIPTION 44 HCPCS ! RATE f HIPPS CODE 45 SERY. DATE 46 SERV. UNITS 47 TOTAL CHARGES 48 NOM-COVERED CHARGES 49
11 0110 | ROOM - BOARD/ PVT 102416

8 200.00

20|
21|
= 000l PAGE_1 _ OF 1 CREATION DATE 110116 Y 800.00
50 PAYER NAME = S 5t HEALTH PLAN 1D R ’fi’:f,"_'ff 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE - ssner | 2957149356
A ILLINOIS MEDICAID 37-1320188 Y[1Y 5
] S i i . . iR
¢ A PRV ID
58 INSURED'S NAME : .- 50 RAEL 8 INSURED'S UNIGUE 1D . 505 61 GROUP NAME 62 INSURANGE GROUP N .ot 5o [
# DOE, JOHN 18 1011545209
B f
<
63 TREATMENT AUTHORIZATION CODES 54 OCUMENT CONTROL NUMBER 55 EMPLOYER NAME .
Al
B
<
5 Z5189 16350 88
il T s R & | | P
T FRINGIPAL PROCEDURE. o o OTHER PROCEDURE TR FROCEURE lr‘s TeATTENONG W1 1222272207 N
wst JACKSON imnsr IGOR
(JPHER PROCECURE - .. cond HER PROGEDURE - £ ey JHER PROCEDURE. 77 OPERATING |NPI ;ml |
Last [Finst
60 REMARKS Sl B3| 315P00000X mareer | fowe] ]
b LAST IFIRST
c moien | b oua] ]
d LAST FIRST

U8-04 CMS-1450

APPROVED OMB NO.0938-099

NUBC &seenn

HE CERTIFICATIONS ON THE REVERSE APFLY TO THIS BILL AND ARE MADE A PART HEREOE




EXAMPLE ~ [IDSP1:
Claim for recipient residing in a skilled pediatric bed, no leaves of absences.

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

L.egacy Claim Coding:

10/01/16 — 10/31/16 (COS 74)

ISA*Q0* *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*A1CFASC0-2222-484E-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*3140N1450X™

NM1*85*2%5DD LTC TEST***#+*XX*2957149356 ~

N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*£1*999999999~

HL*2*1%22%0~

SBR*P*]_S*******MCN
NM1*IL*1*DOE*JOHN****M1*011545209~

N3*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-IIDSP1*5000***66: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*)JACKSON* |GOR****XX*1222222222~
PRV*AT*PXC*207R00000X™

LX*1~

SV2*0110**5000*DA*31~
REF*6R*EI122215247135650-01~

SE*36*0001~

GE*1*¥525986~

IEA*1*000525985~



' ACME DD LTC TEST 2 G bes EXAMPLE-HDSPI
555 NORTH STREET BMEDI 00712
CHICAGO, L 60614502 5 FED. TAX NO. B SFEEE.LMENT COVERS PERTGD 17
123456789 100116 | 103116
8 PATIENT NAME [2] s paTIENT ADCRESS  [a] 555 NORTH STREET
v{ DOE, JOHN | CHICAGO [e]1L " [a] 60614502 ]
10 8IRTHDATE MEEX |12 pae  CrAA 14 TYPE sssag|1SOHR [rsTr] 19 a0 2 TN s s o |areel”
09291926 | M 100116 | 19 3 4 30 ’ |
[3%  OCCURRENGE o 33 OGCURRENGE o L 35 GCCURRENCE SPAN £ DCCUARENCE SPAR 37
CODE DATE o CODE DATE ! CODE FROM THROUGH __| CODE FROM THROUGH
b B
® Sone - MiGGowr - o G Zooe  MRadmT
al 23 500.}00 80 31.00
b ? L
c
d :
42 AEV. CD, 43 DESCAIPTION 44 HOPCS / RATE / HIPFS CODE 45 SERV.DATE 48 SEH:VAUNH'S 47 TOTAL CHARGES 48 NON-COVERED CHAHGES. 49
1 OHO | ROOM - BOARD/PVT 100116 31 5000.00 t
z 2
3 3
4 4
5 5
B Is
T 7
8 L)
L] ]
10| 19
" 11
. - .
13 13
14| ' T4
15} i L5
16} (]
1 tri
18 18
19) ’ 13
T - =N
ki) 22
2 .
s 0001 |PAGE__1 _OF _ 1 CREATION DATE [10116 OTA 5000.00
50 PAYER NAME Lo - . 51 HEALTH PLAN ID : (2] ol 54 PRIOR PAYMENTS . |58 EST. AMOUNT DUE - senp | 2957149356
A ILLINOIS MEDICAID 37-1320188 Y Y 57 4
o T e i |omHem o
e " ey c
58 INSURED'S NAME .72 -|somreL| B0 nsURED'S UNIGLE 1D .. 61 GROUP NAME ;. :¢ | 62 INSURANCE GROUP KO
A DOE, JOHN 13 1011545209 s
ol e . sk A
[~ I
53 TREATMENT AUTHORIZATION CODES 84 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
Al . A
B 8
¢ {
&) 25189 16350 e
N | | i
Cmg;:HEFt_ PROEED_.U[;)EA s CDD%THEH PHOCEDUEETE 75 78 ATTENGING ;NP, 12722222223 |QUALE |
wast JACKSON |FirsT IGOR
copd IER PROCEOURE QiER Pmceppvg%i__.. z T OPERATING INP‘ | MI |
LAST |F\RST
80 REMARKS S1CC B3| 3140N1450X 75 OTHER I |NPI |nu.q:_| i
b LAST iFEﬁST
< 73 OTHER | iNPI IQUALI |
& LAST FIRST

UB-04 CMS-1450

APPRQVED OMB NO. 0938-03997

NUBC &=

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




EXAMPLE ~ IDSP2:
Claim for recipient residing in a skilled pediatric 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 74)

10/04/16 — 10/04/16 (COS 74 with BR Type)
10/05/16 — 10/19/16 (COS 74)

10/20/16 — 10/24/16 (COS 74 with BR Type)
10/25/16 - 10/31/16 (COS 74)

ISA*Q0* *00* *01%¥030230130 *7Z7Z*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*A1CFASC0-2222-484E-9999-08CEE*20161101*083756*CH™
NM1*41%2* ACME CORP*****46+*36-9999999~

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

PRV*BI*PXC*3140N1450X~

NM1*85%2*DD LTC TEST*****XX*2957149356 ~

N3*555 NORTH STREET™

N4A* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2*1%22%0~

NML*IL¥1*¥DOE*JOHN****M|*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-IIDSP2*4600***66: A:3F ¥ A*Y*Y~
DTP*434*RD8*20161001-20161031~

DTP*435*DT*201510151900~

CL1¥3%*4%30~

REF¥*EA*Q0712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: Z5189~
HIf“BI:74:RD8:20161004-20161004*BI:74:RD8:20161020-20161024”
HI*BE:23:::500*80:::25*BE:81:::6™
NM1*¥71*L*JACKSON*IGOR****XX*1222222222~



PRV*AT*PXC*207R00000X™
LX*1~

SV2*0110**4500*DA*25~
REF*6R*EI122215247135651-01~
LX*2~

SV2*0185**100*DA*6™
REF*6R*EI122215247135651-02~
SE*40%0001~

GE*1*525986™
IEA*1*000525985~



1 ACME DD LTC TEST 2 2P| EXAMPLE-IIDSP2 - orBiL
553 NORTH STREET S HER1 00712 0663
CHICAGO, IL 60614502 5FED TAX KO, BT O e |

123456789 100116 | 103116

B PATIENT NAME |3 l 9 PATIENT ADDRESS |ai 555 NORTH STREET

»| DOE, JOHN b CHICAGO [c]1L  [o] 60614502 o]

10 BIRTHDATE 1SEX |12 gare Mg jTvPE 1ssc|1BDHR[ITSTAT| 4 39 20 2 CEaCEORES, 25 27 | enae |

092919261 M 101515 19 3 4 30 | l
31 OCGURRENCE DCCURA 33 OCCURRENCE 0 (3 OCCURRENCE SPAN 36 ‘OCCURRENCE SPAN a7
copE DATE OB DA CODE DATE co > CODE FHOM THAOUGH | CODE FAOM THHOUGH
o 74 100416 100416 74 102016 102416 .
b| . -3
» " g
al 23 500.00 | 30 2500 | 81 6.00
b ‘ :
c
d M
42 AEV.LD. 43 DESCRIPTION 44 HOPCS f RATE / HIFPS CODE 45 SERV. DATE 4G SERY. UNITS A7 TOTAL CHARGES 48 NOM-COVERED CHARGES 49
i 0LI0 | ROOM - BOARDY PVT 100116 25 4500.00 t
= (0185 | LOA/NURS HOME, 100416 ] 6 100.00 z
3 3
4 4
5 5
8 L]
7 T
13 3
1 a2
10 A
¥ 11
12 12
L= ) 13
143 \[3
15 15
16 18
1| 7
b 18
19 19
0 SERIRCL R ks o
21 e
= 0001 |PAGE_1 _OF _1 CREATION DATE £10116 OTA 4600.00 =]

50 PAYER NAWE 51 HEALTEH PLAN 1D Fote| [ame| 54 PRICR PAYMENTS 55 EST, AMOUNT DUE - s5NPI | 2957149356

A ILLINOIS MEDICAID 37-£320188 Y Y 57 A
) : : C 7 lomer e
c . c
58 INSURED'S NAME <~ =+ 2o e 50 RREL| 60 NSURED'S UNIGUE D .- 61 GROUP NAME -+ ==, e 20 | 62 INSURANCE GROUP RO, .o -, . :
& DOE, JOHN 18 (011545209 »
IS : s
[ C
63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
Al A
1] a
C| c
36| 75189 16350 68
] QEMIT M6281 TOFRTENT . RS I:Ezm I I | 3
74 cogrémchL PHDCEDSS_EE 8 conngR PRQCEDq%i TR o co[%{HER Pmcenugﬁrﬁ |7_s 76 ATTENDING |Np| 12279279727 Iml !
ust JACKSON |eirsT IGOR
WG RR 0. OTHER PROCEDURE iy THES PROCEDURE - 77 OPERATING l“"" Ig_w_| |
| ] LAST lF[FIS'{
80 REMARKS mc;:: B3] 3140N1450X 78 GTHER | lNPI |OUAL| |
b LAST [t
c 75 OTHER | INFI |Q\m§ |
d LAST IFIHST
IJ5-04 CHiG-1450 APPROVED OHB ND. 0936-068, TFIE CERTIFICATIONS ON VHE REVERSE APPLY TO THIS BILL AND ARE FIADE A FART HEAGOR

NUBC &games



EXAMPLE ~ 1ID3:
Claim for recipient residing in a skilled pediatric 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 74)

10/05/16 — 10/05/16 (COS 74 with BR Type)
10/06/16 — 10/31/16 (COS 74)

ISA*QO* *00* *01*030230130  *7Z7*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*A1CFA5CO-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*3140N1450X™~

NM1*¥85%2*DD LTC TEST*****XX*2957149356 ~

N3*555 NORTH STREET™

NA* CHICAGO *L*606141502~

REF*E£1¥999999999~

HL*2*1%22%0~

SBR*S*lg*******MC~
NML¥[L*1*DOE*JOHN****MI*011545209~

N3*555 NORTH STREET ~

N4*CHICAGO*IL*606141502~

DMG*D8%19260929* M~

NMI*PR*2¥|LLINOIS MEDICAID****#*p1¥37.1320188~
N3*201 S GRAND AVENUE E~
NA*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-IIDSP3*4250%**66: A3 ¥ *A* Yy~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201603301900~

CL1*3*4%30~

REF*EA*Q0Q712~

REF*09*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350 ~

HiI*ABF: 25189~

HI*BI:74:RD8:20161005-20161005~
HI*BE:23:::500%80:::30%81:::1~

NML1*71*¥1* JACKSON*IGOR****X)¥*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™

O!***Y***YN
NM1*IL*1*DOE*JOHN****MI*(011545209~
N3*555 NORTH STREET ~
N4*CHICAGO*IL*606141502~
NM1*PR*2*HCSC-BCBS OF IL-5TD 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*EI122215247135652-01~

LX*2~

SV2*0182**100*DA* 1~
REF*6R¥EI122215247135652-02~
SE*53*0001~

GE*1*528%86~

IEA*1*000525985~



" ACME DD LTC TEST e & F [ EXAMPLE-IID3
555 NORTH STREET SHED 00712 0663
CHICAGO, IL 60614502 5 FED. TAX NO. & STATEMENT COVERS PERIOD 7

123456789 100116 | 103116

8 PATIENT NAME Ea | 9 PATIENT ADDRESS lal 555 NORTH STREET

b| DOE, JOHN 5| CHICAGO [-[ 1L [o] 60614502 [}

19 BIRTHDATE SEX 1y pare AR teTYPE 1sSRC[WBOHR[TSTATL 45 4p o e m o o |EmE|

09291926 M 093016f t9 | 3 | 4 30 |
Gooe " bare i Cooe DAt opE D Sooe  oom o ncuan | Gooe  Crom o iweouen |
. 74 100516 100316 2
. . _ ; I
@ B, o R o T S
al 23 50000 | 80 3000 | 81 1.00
b : ; :
[+]
d _ : IR
42 REV. CD. 43 DESCRIPTION 44 HCPCS { RATE/ HIPPS CODE 45 GERV. DATE 46 SER-V. UMITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
71 0110 | ROOM - BOARD/ PVT 100116 30 4150.00 1
2| 0182 |LOA/PTCONV L0516 1 100.00 2
2 3
4 4
5 5
[ 3
7 T
2 8
5 9
10, 19
b 1t
12 12
13 13
kL 12
15} 15
18 18
17| 17
18] o e
14| 19
| 20
n 2t
2 P
= Q001 |PAGE_1 _OF _1 CREATION DATE 110116 0T/ 4250.00
50 PAYER NAME - 51 HEALTH PLAN D - B ﬁf*‘?ﬁa 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE ssnpl | 2957149356
A HCSC-BCBS OF 1L-STD A&B 00601 1036.00 57 .
o} ILLINOIS MEDICAID | | 37-1320188 Y|y R OTHER o
. =M 2 . o N - A
58 INSURERY'S NAME ...+ 3 -:' 59 RREL| 60 INSURED'S UNIQUEID 0o - ‘161 GHUUF H&ME_:-{_ i woo: | 62 INSURANCE GRGUP NO. e
A DOE, JOHN 18 [011543209A g
o DOE,JOHN = ¢ 18 fo11545209° T
< c
63 TREATMENT AUTHORIZATION GODES G4 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
A A
B L:3
£ c
el 25189 16350 &
Rl T e = & | | &
T PGP PROCRBYIE copQTHER RROCECURE . . con TR PROCEDURE p——— |Np, 1397999993 iml i
Last JACKSON %FIRST IGOR
s R . cope o TOCEDURE B g e PROCEOURE. . 7 OPERATING [P ova] ]
] LAST lFlPST
50 REMARKS PeT B3| 3140N1450X mowen | per I
b LAST |F§RS?
3 79 OTHER | |NPI |OUAL| !
d LAST FIRST
UB-(4 CHMS-1450 AFFROVED COMB NO. 0838-0897

NUBC e

THE CEATIFICATIONS ON THE REVERSE APPLY 7O THIS BILL AND ARE MADE A PART HERECFE



EXAMPLE ~ lIDSP4:

Claim for recipient residing in a skilled pediatric bed 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 74)

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*A1CFASC0-2222-484E-9999-08CEE*20161101*083756*CH™
NM1*41*2*ACME CORP**#**46%*36-9999959~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40*2*ILLINOIS MEDICAID*****46%*37-1320188~
HL*1%%20%1~

PRV*BI*PXC*3140N1450X~

NM1*85*2*%DD LTC TEST*#*#**XX*2957149356 ~

N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*EI*995999999~

HL*2%1%22*%0~
NM1*IL¥*1*DOE*JOHN****M1*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~
NA*SPRINGFIELD*IL*62763~

CLM*EXAMPLE -1IDSP4*1400%**66: A:1¥*A*Y*Y~
DTP*096*TM*1300~
DTP*434*RD8*20161001-20161015~
DTP*435*DT*201610011900~

CL1*3*4*02~

REF*EA*QQ712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABIJ: 16350~

HI*ABF: Z5189 ~

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

EX*1~

SV2*0110%*1400*DA* 14~
REF*6R*EI122215247135653-01~



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



NUBC iz

* ACME Db LTC TEST 2 2Pl | EXAMPLE-IIDSP4
555 NORTH STREET bMED- (00712
CHICAGO, 1L 60614502 {5 FED.TAX NO. 6 SIMEMENT CovERsremon |7
123456789 100016 | 101516
B PATIENT NAME |nl 9 PATIENT ADDRESS |a| 555 NORTH STREET
o[ DOE, JOHN b | CHICAGO §c| IL |d| 60614302 |n|
10 BIRTHDATE 1SEX s pae Akt TveE 15 sAc PTDHAJTSTAT| 4 19 20 g IS w w  m |l
09291926 100116 4 113 ] o2 | |
31 OCCURRENGE Sl -3 OCCURRENCE o 36 OCCURRENCE SPAN % OCCUARENGE SPAN 37
coD DATE -CODE DATE - COBE OATE ob CODE FROM THRQUGH ] CODE FROM THROUGH
la
=3
35 39 VALUE CODES - 40 .- VALUECODES. - - - - VALUE CODES .
CCDE AMOUNT CODE '~ - - AMOUNT- AMOUNT
al 23 300.00
b| o
o
42 REV.CD. 43 DESCRIPTION 44 HCPCS / RATE / HIPPS CODE 45 SERV. DATE 46 SE&“ UNTS 47 TOTAL CHARGES 48 NON-OOVERED CHARGES 49
0110 | ROOM - BOARD/ PVT 100116 i4 1400.00 1
2
3
4
5
. L]
T
L]
q
o
11
N
. : -
0001 | PAGE_1 _ OF _1 CREATION DATE | 11016 [iey7 Y3 1400.00 8
S0 PAYER NAME - - ST 51HEALTHPLANID -, L Ferel [ome | 54 PRIOR PAYMENTS 55EST. AMOUNT DLE .. senP1 | 2957149356
ILLINOIS MEDICAID 37-1320188 Y Y 57 a
e I OTHER | "
PRV ID 3
S8 INSURED'S NAME -0 2 o s oty 59 P REL] 60 INSURED'S UNIQUE 101 .00 | 8% GRAOUR MAME o 3w 5 B2 INSUBANGE GROUP NO,
DOE, JOHN 18 |018545209 o
- . E N B
c
63 TREATMENT AUTHORIZATION COGES 54 DOCUMENT CONYROL NUMBER 65 EMPLOVER NAME
A
3
I+
£5] 25189 16350 &
Gl EE T ol 2 ] | | i
7‘ “cone o e T TATENDING el 1222222222 own] |
st JACKSON [resr IGOR
oo QTHER PRCCEDURE - . conDTHER PROCEDURE corTHER PRACEDURE 7 CPERATING ;n.-m |QU,.L| l
LAST lr—msr
50 RELARKS B1C5 B3] 3140N1450X BOTHER | el o] ]
v LAST |1=ms-r
c 79 OTHER | |NF'I |OUALl |
d LasT FIRST
UB-G4 CMS-1450 APPROVED O3 NO. 0938-09% THE CEATIFICATIONS QN THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREQF



EXAMPLE ~ [IDSP5:

Ciaim for resident in skilled pediatric bed prior to discharge due to death.
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 74)

ISA*00* *00* *01*030230130  *ZZ*37-5555555  *161225*1635*A*(Q0501*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%*36-0999999™~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40*2*ILLINOIS MEDICAID*****46%*37-1320188"
HL¥1%*20% 1~

PRV*BI*PXC*3140N1450X~

NM1*85%2*DD LTC TEST*****XX*2957149356 ~

N3*555 NORTH STREET™

N4* CHICAGO *1L*606141502~

REF*EI*995999999~

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*|LLINOIS MEDICAID*****p|¥37-1320188~
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~

CLM*EXAMPLE —HDSP5*1400%¥*66: A 4* FAX Y ¥y~
DTP*096*TM*1300~
DTP*434*RD8*20161001-20161015~
DTP*435*DT*201609301900~

CLI*3*4*20~

REF*EA*QD712~

REF*DO*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189 ~

HI*BE:23:::500*BE:80:::15~

NMI1*71F1* JACKSON*IGOR****XX*1222222222~
PRV*¥AT*PXC*207R00000X

LX*1~

SV2*0110**1400*DA* 15~
REF*6R*EI122215247135654-01~

SE*37*0001~



GE*1*525986™
IEA*1*000525885~



1400.00

T ACME DD LTC TEST 2 B PAL T EX AMPLE-IDSPS
555 NORTH STREET BHEDT (0712
CHICAGO, IL 60614502 5 FED, TAX NC. & STATEMENT COVERS PERIOD |7
123456789 100116 | 101516
B PATIENT NAME |u| 2 PATIENT ADDRESS |a| 555 NORTH STREET
»| DOE, JOHN b CHICAGO [e] 1L [of 60814502 [o]
10 BIRTHDATE MSEX 13 pae CARR M TYPE issAc|IEOHR[ITSTAT| 4 18 20 e 25 % 27 G
09291926 | M pasole| 19 3] 4 [ 13| 20 | |
31  OCCURRENCE 3! 32 OCCUARENCE 35 CCCURRENCE SPAN 36 OCCURARENCE SFAN ar
CODE DATE ob DA DE DATE o D cope FROM THROUGH __| CODE FROM THROUGH
38 . 38 VALUE CODES 0 aly 41 VALLUE CCDES
CODE AMOUNT 0 Q CODE AROUNT
al 23 500.00 | 80 15.00
b ; o
¢
d -
£2 REV.CD. 43 DESCRIPTION 44 HCPCS / BATE ! HIFPS CODE 45 SERV. DATE 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 4z
0110 | ROOM - BOARD/ PVT 100116 15

20]
b4l
2 o i :
= 0001 | PAGE_1_ OF _1 CREATION DATE | 110116 1400.00
50 PAYER NAME - [ 51 HEALTH PLAN 1D . Foiel i3] 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE s6 NP | 2957149356
A TLLINOIS MEDICAID 37-1320188 Y Y 57
o L ' : 7 lowen
o ’ " eavie
58 INSURED'S NAME -7 59PREL| 80 INSURED'S UNIQUE 1057 + s 61 GROUP MAME 23552715 52 INSURANCE GROUP NO. ;.

DOE, JOHN

]

011545209

63 TREATMENT AUTHCRIZATION CODES

B4 DOCUMENT CONIROL NUMBER

65 EMPLOYER NAME

UR.04 CMS-1450

APPROVED OME NO. D938-0597

NUBC &5z

28] 25189 16350 £l
63 ADMIT TAPATIENT 7IPPS n 73
ox | M6281 REASON DX coe IECI | | | |
T4 PRINCIPAL PROCEDURE a. © QTHEA PAOCECURE - - b. OTHER PRCCEDURE 5
CODE DATE : CODE . " 5o - AT CODE DATE 76 ATTENDING |“P' 1223332222 |°U”‘| l
st JACKSON |FirsT 1IGOR
+ - OFHER PRGCEDURE GIAER PAGGEDUEE - OTHER PROGEDURE
CODE" - DATE CODE DATE CODE < DATE 77 OPERATING |NP' |°U”~| %
LAST |F1HST
80 REMARKS PP'CT B3] 3140N1450X womer | o] |
b LAST |F\RST
c worser | e o] |
d LAST gFERST

THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MACE A FART HEREDR



EXAMPLE ~ lIDSPDTG6:

Claim for Developmental Training Services for recipient is a skilled pediatric bed.
Statement Period: 10/01/16 — 10/31/16

Value Code 80 = 31

Legacy Claim Coding:

10/01/16 — 10/31/16 (COS 82)

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*A1CFASCD-2222-484E-9999-08CEE*20161101*083756*CH~
NMI*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*3140N1450X~

NM1*85*2*DD LTC TESTH*¥**¥XX*2957149356™

MN3*3555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2*1%22*0~
NMI*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 S GRAND AVENUE E~
N4*SPRINGFIELD*IL¥62763~
CLM*EXAMPLE-IDDTE*1800%**79: A 2 ¥ ¥ pA*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:24:::481*BE:80:::31~
NM1*71*1*JACKSON*IGOR**¥**¥X*1222222222~
PRV*AT*PXC*207R00000X~

LX*1~

SV2*0942**1800*DA*31~
REF*6R*EI122215247135655-01~

SE*35%0001~

GE*1*525986™

[EA*1*000525985~



T ACME DD LTC TEST z 3 PAL T EX AMPLE-1IDSPDT6
555 NORTH STREET Pel 00712 0792
CHICAGO, IL 60614502 5 FED, TAX NO. G STATEMENT COVERS PERIOD 7
123456789 100116 | 103116
8 PATIENT MAME [nl 9 PATIENT ADDRESS ]al 555 NORTH STREET
&| DOE, JOHN a| CHICAGO o] Jol 60614502 [o]
10BIATHDATE 13tk iy owe “UHURCMTYE 15sac|ORR|TSTAT| g 4g  ag oz CopoORPUORS, w oz w ol
09291926 M 100116 | 19 3 4 30 i
at QOCCURRENCE 0 AR 33 GCCURRENCE RA a5 OCCURRENCE SPAN . £ OCCURRENCE SPAN 37
CODE DATE b CODE DATE 0D D cope FROM THROUGH | cobE FROM THROUGH
h
38 39 VALUE CCDES 40 -7 VALUE CODES . VALUE CODES
LODE AMCUNT s CUNE AMOUNT AMOUNT
aj 24 481.00 )
b :
¢
d . Lo ) . .
42 REV. CO. 43 DESCRIPTION 44 HCPCS / RATE / HiIPPS GODE 45 SEAV.OATE 46 BERV. UNITS 47 TOTAL CHARGES 48 HON-COVERED CHARGES 49
' 0942 | EDUC/TRAINING 31

100116

B

1300.00

1800.00

0001 | PAGE_L _OF __1 _ CREATION DATE 110116 OTA
50 PAYER NAME .~ : 51HEALTH PLAR 1D Fore) TR0 oy prom pvMENTS - |55 EST AMDUNT UE- - - | s ner | 2957149356
4| ILLINOIS MEDICAID 37-1320188 Y Y 57
R, B U oen
) T |eavip
58 INSURED'S NAME : - |59 RREL] 60 NSURED'S UNIQUE 1D+ 51 GROUP NAME 5. .+ 82 INSURANGE GROUP ND. 2. 5

"| DOE,JOHN .

18

OIlS4209 .

63 TREATMENT AUTHORIZATION CODES &4 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
Al
B
€|
B8l 75189 16350 &
R DT e ] | v
M PEINGFAL PROCEDURE 8. CopJTHER PROGEDURE ol ER PROCECURE, 78 ATTENDING |N$’I 1222322277 |m| !
wst JACKSON |Firs7 IGOR
- cordIHER PROCEDURE. - copTHER PROCEDURE o HER PROCEDURE. < - 77 OFERATING |Npi |m| |
I LAST FIRST
80 REMARKS M1 B3| 3140N1450X orien | e fowa] ]
b : LAST IFLRST
G 79 GTHER | |~p| 10%.1 |
d LAST |FERST

Lig-04 CMS-1450

APPROVED OB NO. 0938-089

NUBC s

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




EXAMPLE ~ iIDSPLC1:
Claim for recipient residing in a Specialized Living Center, no leaves of absences.

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

Legacy Claim Coding:

10/01/16 — 10/31/16 (COS 76)

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*A1CFASC0-2222-484E-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*320600000X~

NM1*85%2*DD LTC TESTH****XX*2957149356 ~

N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999999599~

HL*2*1*22*0~

NMI1*IL*1*DOE* JOHN****M[*011545209~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

DMG*D8%19260329*M™

NML1*PR*2*ILLINOIS MEDICAID*****p|*37-1320188~
N3*201 S GRAND AVENUE E~
NA*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-IIDSPLC1*5000***66: A1 2 ¥ ¥ A*Y Y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201610011900~

CL1*3*4*30~

REF*EA*0Q0712~

REF¥D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25188~

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*E1122215247135656-01~

SE*36%*0001~

GE*1*525986~

[EA*1*000525985~



1 ACME DD LTC TEST 2 B EXAMPLE-IIDSPLCI % oNEEL
555 NORTH STREET bMED- 1 00712 0662
CHICAGO, IL 60614502 & FED. TAX NO. 5 SFT;I}E,‘”ENT CO"E“;%Z'SE 7

123456789 100116 103116

8 PATIENT NAME |u| 9 PATIENT ADDRESS lul 535 NORTH STREET

u| DOE, JOHN o| CHICAGO [e]IL [e] 60614502 .

10 BIATHDATE MSEX (10 pare CTABH MTYRE ssgpe |16 DHA [TSTAT[ g 19 20 e 5 m m m | eael

09291926 | M 101164 19 ' 3 4 30
3&°D£accuan%§$§ onE DA ?DDEOCCQRR%P;%% ooEs ooe RO RSP ousn | cone oggganzucs SPANTHQOUGH o
a
o . . a5
@ o o S e
at 23
b 2
. :
d .
42AEV.C0. 43 DESCRIPTION A4 HOPCS / AATE ! HIFPS CODE 45 SERV. DATE 48 SEAY. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
11 OL10 | ROOM - BOARD/PVT 160116 3 3000.00
2 . . N .
3
4
L]
[ ; E g R
7
8
L]
1) B
kit
s . .
) CRRNE R X
18]
17
18] N
9]
. o =
2
= 0001 | PAGE_t  OF _1 CREATION DATE 110116 OIL‘IE ’ 5000.00
50 PAYER NAME §1 HEALTH PLAN ID - oo | [t | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE seNPl [ 2057149356
4 ILLINQIS MEDICAID 37-1320188 Y Y 57
[ R ) S : OTHER
c| ’ PRV ID
58 INSURED'S NAME .0..00: |1 S9RREL| 60 INSURED'S LNIQUE (D 61 GAOUR NAME - o 51 £2 INSURANCE GROUP NO, +:53.:
o DOE, JOHN 18 |011545209
p| T T R B s #
[
63 TREATMENT AUTHORIZATION CODES &4 BOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
Al
B
[
2| 25189 16350 58
il T 5 " & | g
COSFéINCIPAL FHDGEDDU.?TEE Co-sg':}-.gﬁ_n ET,%OCIIiEI:l_JFEI‘E“ :YE' e DCETHER Pnocsuunn ETE 5 76 ATTENDING |NF., 1227223272 |D._w_| |
st JACKSON [FiesT IGOR
o HER PROCEDURE copa HER PROCECURE ' cory HEA PHOCEDURE 77 OPERATING INF., |QUN_| l
LAST |F1P.sr
80 REMARKS *1°5] B3| 320600000 eomER | o] ]
b LaST [emsr
c 79 OTHER | |NFI low.Lt |
I LAST FIRST
UG-03 CHS-1450 APFRGVED OWB NO. 0938-0957 HE CERVIFICATIONS GN 1HE REVENSE APPLY 10 THIS BILL AND ARE MADE A PART HEREOR

NUBC =




EXAMPLE ~ IIDSPLC2:
Claim for recipient residing in a Specialized Living Center 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 76)

10/04/16 — 10/04/16 (COS 76 with BR Type)
10/05/16 — 10/19/16 {(COS 76)

10/20/16 — 10/24/16 (COS 76 with BR Type)
10/25/16 — 10/31/16 (COS 76)

ISA*¥Q0* *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*A1CFASC0-2222-484E-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*320600000X~

NM1*85%2*%DD LTC TEST*#****XX*2957149356 ~

N3*555 NORTH STREET™

NA* CHICAGO *IL*606141502~

REF*EI*999999999~

HL¥2%*1*22%0~

NMI1*IL¥*1*DOE*JOHN* ***M|*(11545209~

N3*555 NORTH STREET ~

N4*CHICAGO*1L*606141502~

DMG*D8*19260929* M~

NMI1*PR*2*ILLINCIS MEDICAID*****p|*37-1320188~

N3*201 S GRAND AVENUE E~

NA*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-IIDSPLC2*4600***66: A:3 ¥ ¥ A*Y*Y~
DTP*434*RD8*20161001-20161031~
DTP*435*%DT*201510151900~

CL1*3%4*30~

REF*EA*00712~

REF*D9*122215247135643~

HI*ABK: M6281~

Hi*ABJ: 16350~

HI*ABF: Z5185~
HI*BI1:74:RD8:20161004-20161004*B1:74:RDS: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*EI122215247135657-01~
LX*2~

SV2*0185**100* DA*6™
REF*6R*EI122215247135657-02~
SE*40*0001~

GE*1*525986~
[EA*1#000525985~



' ACME DD LTC TEST 2 20 | EXAMPLE-IIDSPLC2 <GP
5355 NORTH STREET B 00712 0663
CHICAGO, IL 60614502 S FED.TAX RO, 5 STATERENT CoversFERIoD |7

123456789 100116 | 103116

8 PATIENT NAME [4] gPATENT AUDRESS  [a[ 555 NORTH STREET

v] DOE, JOHN o] CHICAGO [e[1L o] 60614502 o]

10 8IRTHDATE 10SEX |12 pate ISR M TYPE 15SAc |18 DHRJ1I7STAT| 19 20 2 ap RGOS o %z |amel

09291926 M F01515] 19 3 4 an I
o 100416 100416 74 102016 102416 i
Yl C EREN IR ! ’ ’ b
“ Gone G Sove Mmasin . R
al 23 500.00 | 80 2500 | 81 6.00
b . ;
. - i .
42 REV.CO. 43 DESCRIPTION 44 HCPCS / RATE S HIPPS CODE 45 SERV, DATE 46 SER-V, UNITS A7 TOTAL CHARGES 48 NON-COVERED CHARGES ‘;9

' 0110 | ROOM - BOARD/ PVT 100116 25 4500.00 '
:| 0185 |LOA/NURSHOME 100416 "6 100.00 2
a 1
5 9
5 5
L] L]
T 7
] -ja
9 ]
10) 10
1% 1
1 y . e
e S
19 14
14 15
k] 16
w 17
18 18
ki) 15
20 ) . »
H 21
o : "
= 0001 |PAGE_1 OF _1 _ CREATION DATE 110116 OTA 4600.00 &

50 PAYER NAME 51 HEALTH PLAN 1D © Fare [l 54 PRIGR PAYMENTS 55 EST. AMOUNT DUE - ° 56 NP1 | 2957 (49356

~ ILLINQIS MEDICAID 37-1320188 Y Y 57 i
" . . I | oTHER 3
¢ PRV ID c
58 INSURED'S NAME - e e  |s9RREL| 60 INSUREE'S UNIQUE ID 61 GROUP NAME i) 62 INSURANGE GROUP NO.'¢.i., -
A DOE, JOHN 18 |011545209 a
L i
61 TREATMENT AUTHORIZATION CODES 4 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
A A
[ a
< [
% 25189 16350 ca
% ADH | 6281 e Iéé‘ I | i
<o PAINCIPAL PROCEDURE o HERPROCEOURE .. o HER PROCESURE = 26 ATTENDING INF' 19937355773 |m§ |
Last JACKSON |F|Fts‘r IGOR
T e TR cooe oSV cone L ORO e 7 oPERATING e ous] |
LasT [t
80 REMARKS 5121 B3| 320600000 vsomen | e I
b LasT EFIHST
¢ 78 OTHER l |NPI §m| |
d LAST FIRST

UB-04 CMS.1450 APPROVED OWEB NO, 09380897

NUBG e

THE CERZIFICATIONS ON THE AEVERSE APPLY TO THIS BILL AND ARE MADE R PART HEREQR




EXAMPLE ~ lIDSPLC3:
Claim for recipient residing in a Specialized Living Center 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 76)

10/05/16 — 10/05/16 (COS 76 with BR Type})
10/06/16 - 10/31/16 (COS 76)

ISA*Q0* *00* *01*030230130 *7Z*37-5555555 *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*****45*35-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NMI1*40%*2*ILLINOIS MEDICAID*****46%37-1320188~
HL*1**20%1~

PRV*BI*PXC*320600000X~

NM1*85%2*¥DD LTC TEST¥****XX*2957149356 ~

N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*E[*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 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763"
CLM*EXAMPLE-IIDSPLC3*4250% ¥ * 66 A 3* ¥ A*Y*Y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201609301900~

CL1*¥3*4*30~

REF*EA*DO712~

REF¥D9%122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350 ~

HI*ABF: Z518%~

HI*BI:74:RD8:20161005-20161005~
HI*BE:23:::500*80:::30%81:::1~
NM1*¥71*1*JACKSON*IGOR****XX*1222222222~
PRV*AT*PXC*207R0O0000X~



SBR*P*18%* HCSC-BCBS OF IL-STD A & B *****gC~
CAS*CO*45%3150.00***~
CAS*PR*2*50.00~

AMT*D*1050.00~

0[***Y***YN
NM1*IL¥1*DOE*JOHN****M[*011545209~
N3*555 NORTH STREET ~
NA*CHICAGO*IL*606141502~
NM1*PR*2*HCSC-BCBS OF [L-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*EI122215247135658-01~

LX*2~

SV2*0182**100*DA*1~
REF*6R*E1122215247135658-02~
SE*53*0001~

GE*1*528986™

IEA*1*000525985~



T ACME DD LTC TEST E a8 PR T B AMPLE-1IDSPLC3
555 NORTH STREET DRERT 00712 | 0663
CHICAGO, II. 60614502 5 FED, TAX NO. [ s'_]:él;:“msm covERTi 2%%’33 7

123456789 100116 | 103116

B PATIENT NAME Ful 9 PATIENT ADDRESS |al 555 NORTH STREET

b | DOE, JOHN o| CHICAGO [e]IL e[ 60614502 []

10 BIRTHNATE 1198% 1 pwe “lann s Tvre 15sAc |'SOHR|TSTT| g 9 20 e T w2 28 el

05291926 | M 093016 19 | 3 | 4 0 | |
..:C‘.I.OD_U CCUHREDP'JQ?EE - Y ° SEODEOCCUHR%I:$E 0 ° § [) gSOUE DgggGHENCE SF"““T}-'iHDUG!-I SCBODE o%‘ﬂ;g:lHENCE SP‘ANTHFIO.UGEH . ¥
N T4 100516 100516 a
® T Vg Crcones T QI
al 23 81 1.00
C1 N :
o
42 REV. CD. 43 DESCRIPTION 44 HCPCS / RATE / HIFFS CODE 45 SEAV. DATE 48 SERY. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
1 0L10 | ROOM - BOARD/ PVT 100116 30 4150.00 1
= 0182 | LOA/PT CONV 100516 . . 1 _ 100._(_)0 2
3 3
L] L]
$ 5
[ —‘_- g ]
7 ¥
L] []
9 E)
10} il
11| 1
12) 12
13| 13
14 il e T 14
T ¥ Sibelean .
16} ] 13
17 1T
16} 18
19| 19
ol e o
Fil 21
- i =
a 0001 | PAGE_ 1  OF _1 CREATION DATE I 707ALS mmp 4250.00 9
50 PAYER NAME .~ S $1 HEALTH PLAN |D - TR e _kE‘f 54 PRIOR PAYMENTS - | 55 EST. AMOUNT DUE - 56 NPI | 2957149356
A HCSC-BCBS OF IL-STD A&B 00501 1050.00 57 0
o ILLINOIS MEDICAID. .. 37-1320188, . Y| |Y o oTHER b
g PRY ID c
58 INSURED'S NAME i+ 538 AEL| B0 INSURED'S URIQUE 1D <o iz U ity 2.2 i | 61 GAOUP NAME:: -0 : | 62 INSURANCE GROUP NG, -
N DOE, JOHN I8 | 011545209A 4
= DOE, JOHN 18 (01154530077 a
L= ud
63 TREATMENT AUTHORIZATICN CODES 64 DOCUMENT CONTROL NUMBER §5 EMPLOYER NAME
A A
3] L3
€ i
Sl 25189 16350 68
il T i e E | l s
74 COE}EINCIPAL FRDCEDSE[EE c ngmgn PHOQEQQ;E%;E'_ | b COD%THEH PHDCEDUEETE 7S 76 ATTENDING |NP| 1222222322 ;Ml i
wast JACKSON |FsT IGOR
OU%THEH faa:p_equ%iTE CODC&)THER Pnocenw&m c_on%rngn_l?nockuugﬁme_ 77 OPERATING |NP, ]ml |
l LasT FIRST
B0 REMARKS B1CCl R3f 320600000 eoren | [ fon] ]
b LasT 1FIFBT
¢ 79 OTHER | {NPI |ot.w_l |
d LAST |FIPGT
UB-D4 CMS5-$450 APPROVED OMB NO, 0538-0997 THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOR

NUBC &z



EXAMPLE ~ IIDSPI.C4:

Claim for recipient residing in a regular intermediate care hed 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 76)

ISA*00* *0o* *01*030230130 *7Z*37-5555555 *161225*%1635%2*00501*000525985*0*T*:~
GS*HC*ACME BILLING AGENT*37-2323232%20161225%1635*525986*X*005010X223A2~
ST*837*0001*005010X223A2~

BHT*Q019*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™
NM1*40*2*|LLINOIS MEDICAID*****46%37-1320188~
HL*1**20%1~

PRV*BI*PXC*320600000X™~

NM1*85*2*DD LTC TESTH****)}X*2957149356 ~

N3*555 NORTH STREET~

N4* CHICAGO *1L*606141502~

REF*E{*999999999~

HL*¥2%1%22%*0~

SBR*P*lg*******MCN

NML*IL*1*DOE* JOHN****M|*011545209~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

DMG*D8*19260929* M~

NMZ1*PR*2*ILLINOIS MEDICAID*****p1¥37-1320188"
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~

CEM*EXAMPLE -[IDSPLCA*1400% * ¥ 06 A: 1 ¥ FAXY Y~
DTP*096*TM*1300~
DTP*434*RD8*20161001-20161015~
DTP*435*DT*201610011%00~

CL1*3*4*02~

REF*EA*Q0712~

REF*D9*122215247135643~

Hi*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189 ~

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

LX*1~

SV2*0110**1400*DA* 14~
REF*6R*EI122215247135659-01~



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



' ACME DD LTC TEST ? Ja AL | EXAMPLE-1IDSPLC4
553 NORTH STREET e 00712
CHICAGO, IL 60614502 5 FED, TAX NO. § SFT;;E!;«ENT chERT% E‘E)FS&[{J 7
123456789 160116 | 101516
8 PATIENT NAME |s ’ 9 PATIENT ADDRESS |a I 535 NORTH STREET
»| DOE, JOHN b| CHICAGO [e]iL  ]e[ 606145062 [«]
10 BIRTHOATE 113588 1y o ek s TveE 1ssac|IGOHR [7STATE o 19 20 R T w w m el
00291926 | M 100116 19 3 4 13 02
31 OCGURRENGE 0 33 OGCURRENCE- 31 . OCCURRENCE. - ¢ . [FQ) CCCURRENGE SPAN £ GCCURRENCE SPAN iz
CODE DATE D ODE DATE - COBE DATE - Cong FROM THRQUGH CODE FROM THRACUGH
b
8 39 VALUE CODES VALUE CODES VALUE CODES
CCDE AMOUNT AMOUNF AMOUNT
aj 23 500.00 | &0 14.00
bi . o
C
d L Ll . . _ .
42 REV. CD. 43 DESCRIPTION 44 HCPCS f RATE [ HIPPS CODE 45 BERV, DATE 46 SERV, UNITS 47 TOTAL CHARGES 48 HON-COVERED CHARGES 43
11 GlLE} | ROOM - BOARDY PVT 100116 14

1400.00

a0
ki
= 0001 PAGE _1 OF _1 CREATION DATE 110116 0714 1400.00
50 PAYER NAME -~ B $1HEALTHPLAN D * -0 - %_%RIOH PAYMENTS : 55 EST. AMOUNT DUE se P | 2957149356
A ILLINOIS MEDICAID 37-1320188 Y Y 57
o] T : e : OTHER
c PAY 1D
58 {NSURED'S NAME 50F REL| 60 INSURED'S UNIQUE ID .. 61 GROUP HAME 2.5 62 INSURANGE GROUP NO.

DOE, JORN ..

18 1011545209

83 TREATMENT AUTHORIZATION CODES &4 DCCUKMENT CONTRQL NUMBER 65 EMPLOYER NAME
Al
i
[+
6175189 16350 5
B8 ADAIT | 623 1 TOPATIENT nees I% I | I |73
T PHNGIPAL PROCECUME Byt OTHER PROCEDURE. - con R PROCEBURE. - l7_5 76 ATTENDING |~pa 1222277327 |c>u.eu_| I
Last JACKSON |eirsT IGOR
CEJ(J?ETHE.R PRDCEDU%{; d. CODETHEH FF!{)CEDUF%D?“E M CD-H%IHER PHDCﬁDUgE:“:: & 77 OPERATING lNPi lml ‘
| LAST IFIHST
30 AEMAFIS 15| B3] 320600000% motER | I
b LAST |FIRST
¢ 79 OTHER ' !NPE |OUAE.% |
d LAST |FIFGT

UB-04 CM5-1450 APPROVED OMSB NO. 0938-0997

NUBC s

THE CEATIFICATIONS OM THE REVERSE AFPLY TO THIS BILL AND ARE MADE A PART HEREQR




EXAMPLE ~ lIDSPLCS5:

Claim for recipient residing in a Specialized Living Center prior to discharge due to death.
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 76)

ISA*Q0* *00* *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*A1CFASC0-2222-484E-9999-08CEE*20161101*083756*CH™
NM1*41*2*ACME CORP***#*46%36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NMZ*40*2*|LLINOIS MEDICAID***#*46%¥37-1320188~
HL*1**20% 1~

PRV*BI*PXC*320600000X~

NM1*85%2*DD LTC TEST*****XX*2057149356 ~

N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*EI*999599999~

HL*2*1*22%0~
NML*IL*1*DOE*JOHN****M|*011545209~

N3*555 NORTH STREET ~

N4*CHICAGC* IL*606141502™

DMG*D8*19260929* M~

NM1*PR*2*|LLINQIS MEDICAID*****p[¥37.1320188~
N3*201 S GRAND AVENUE E™
N4*SPRINGFIELD*IL*62763~

CLM*EXAMPLE —lID5*1400%**66: A:4 ¥ ¥ A*Y*Y~
DTP*096*TM* 1300~
DTP*434*RD8*20161001-20161015~
DTP*435*DT*201609301900~

CL1*3%4%20~

REF*EA*Q0712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABI: 16350~

HI*ABF: Z5189 ™~

HI*BE:23:::500*BE:80:::15™~
NM1*¥7151*JACKSON*IGOR**¥*¥¥XX*1222222222™~
PRV*AT*PXC*207R0O0000X

LX*1~

SV2*0110*#1400*%DA* 15~
REF*6R*EI122215247135660-01~

SE*37*0001~



GE*1*525986™
IEA*1*000525985~



T ACME DD LTC TEST 2 P [ EXAMPLE-[IDSPLCS A o
535 NORTH STREET LMEL 100712 0664
CHICAGO, IL 60614502 5 FED TAX MO, & STATEHENT COVERS PEroD 17

123456789 100116 | 101516

8 PATIENT MAME la | 9 PATIENT ADDRESS |ni 555 NORTH STREET

v| DOE, IGHN o{ CHICAGO [s}IL |¢] 60814502 Je

10 BIRTHDATE 15X [1n pae "OMER M TYPE 15gRc|160HA [ITSTAT| 18 20 g CopUITORCONES w2 m | e

09291926 | M 093016 | 19 3 4 13 20 |
31 OCCURRENGE A 33 DCCUARENCE 4 R 35 GCCURRENGE SPAN 3 OCCURRENGE SPAN 7
CODE DATE oD DA CODE DATE 06 D CODE FROM THROUGH | CODE FAOM THROUGH
b b
® B o
ar 23 500.00 | 80 15.00
b
A
d
42 REV.CD. 43 DESCRIFTION 44 HCPCS / RATE / HIPPS CODE 45 SERV. DATE 48 SEH‘V. UMTS 47 TOTAL CHARGES 48 NON-COVERED CHARIGES 49
1 ¢ll0 [ ROOM - BOARD/ PVT (iU 15 1400.00 £
ES 2
3 3
4| 4
5 5
e ) - 5
7 7
2 5
g 4
10 10
11 ’ 11
12 ; 12
12 i 13
14 14
15] 15
18] 18
17 17
18 18
19; 19
20; |20
ki 21
pr:
= 0001 |PAGE_1 _OF _1 CREATION DATE | 110116 [{oy7 ] 3 1400.00
5 PAYER NAME §1 HEALTH PLAN ID FZPl Ia21 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE se Rl | 2957149356
& ILLINOIS MEDICAID 37-1320188 Y Y 57 i
E : : o |oTHER o
= - ’ PRV ID c

58 INSURED'S NAME S9PREL| 60 INSURED'S UNIQUE D &t GROUP NAME 52 INSURANCE GRACUP NO.

# DOE, JOHN 18 | 011545209 A
B B
[ c

63 TREATMENT AUTHORIZATION GODES

84 DOCUMENT CONTROL NUMBER

65 EMPLCYER NAKE

UB-04 CHS-1450

APPAOVED OMB NO.0$35.0997

55| Z5189 16350 8
AT 7O PATIENT TIPS 3 i
ox . | ME281 REASON DX |EC! 1 1 E I

7 FHINCIPAL FROGEGURE QIHER PROCEDURE - THER PROCEBURE

CODE DATE CODE . . 7. DASE CODE DATE 76 ATTENDING ;"P* 1222322322 |°U”-§ |
st JACKSON |FRsT IGOR
... OTHEA PRGLEDURE - OTHER FROCEDUAE w5 GTHER PROCEDURE * -

CORE. DATE CODE DATE LUCODE DATE 77 OPERATING INPi |°””'| E

LAST [Fims

Te1CT] -
80 REMARKS 2| B3| 320600000X 78 OTHER | et UL

b LAST |F\RST
¢ TeomER | e lown] ]

d LAST lFEﬂST

NUBC =25

THE CERTIFICATIONS ON THE REVERSE AFPLY 0 THIS BILL AND ARE MADE A PART HEREQF.



EXAMPLE ~ IIDSPLCDT®:

Claim for Developmental Training Services from Specialized Living Center
Statement Period: 10/01/16 - 10/31/16

Value Code 80 = 31

Legacy Claim Coding:

10/01/16 — 10/31/16 (COS 82)

ISA*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* A1CFA5C0-2222-484E-9999-08CEE*20161101*083756*CH™
NM1*41*2*ACME CORP*****46*36-9998999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECQORP.COM™
NM1*40*2*ILLINOIS MEDICAID*****46+¥37-1320188~
HL*1**20*1~

PRV*BI*PXC*320600000X™

NM1*85*2*DD LTC TEST*****XX*2957149356~

N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*¥2¥%1*22%0~

SBR*P*lg*******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-IIDSPLCDTE*1800***7G: A2 ¥ ¥ A*Y*Y~
DTP*434*RD8¥20161001-20161031~
DTP*435*DT*201610011900~

CL1*3*4*30~

REF*EA*00712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABIJ: 16350~

HI*ABF: 25185 ~

HI*BE:24:::481*BE:80:::31~
NM1*71*1*JACKSON*IGOR****¥XX*1222222222~
PRV*AT*PXC*207R0O0000X™

LX*1~

SV2*0942**1800*DA*31~
REF*6R*EI122215247135661-01~

SE*35%0001~

GE*1*525986~

IEA*1*000525985™~



13

>

0001

110116

1800.00

T ACME DD LTE TEST z 2aPAL 1 EXAMPLE-IIDSPLCDTS onbe
535 NORTH STREET e 00712 0792
- T COVERS PERDD |7
CHICAGO, IL 60684502 5 FEN. TAX NO. 5 SJQS?AMEN W ﬁl'HSDFl‘J[GH
123456789 1001 §6 | 103116
8 PATIENT NAWE |a E 9 PATIENT ADDRESS |a | 555 NORTH STREET
b | DOE, JOHN s{ CHICAGO [«]1L ]<] 60614502 []
10 BIRTHDATE MSEX |13 gue  “ISER 4TYPE 155ac |[18DHAITSTAT| 4 20 e e T w oz | e
09291926 M 100116 19 3 4 30
a3l OCCURRENCE O H 33 GGCURRENCE . - - G R as QECURRENCE SPAN - . a8 QCCURARENCE SPAN ar
CODE DATE D CODE DATE CODE FROM THROUEGH CODE FROM JHROUGH
38 33 VALUE CODES an VALYE CODES ] VALUE CODES
. | GCDE AMOUNT CODE AMOUNT CCDE AMOUNT
a] 24 4800
b b
c
42 HEV. GO, 43 DESCAIPTION 44 HCPCS ! RATE / HIPPS CODE 45 SERY. DATE 46 SERV. UNITS A7 TOTAL CHARGES 48 NON-COVERED CHARGES 49
0942 | EDUC/TRAINING 100116 31

1800.00

PAGE I _OF CREATION DATE OTA
50 PAYER NAME 15 L 51 HEALTH PLAN 1D - : Eif?msﬁf’ 54 PAIOR PAYMENTS 55 EST. AMOUNT DUE s6 NPt [ 2957149356
ILLINCES MEDICAID 37-1320188 Y Y 57
i o ST gy
’ " lervi
58 INSURED'S NAME .+ 59 RHEL} 80 MSURED'S UNICUE 1D 61 GROUP NAME i+ . o 2 INSURANCE GROUP NO. -

DOE, JOHN .

18 1011545209

UB-04 CHS 1450

APPROVED OMB NO, 0838-0987

NUBC e

THE CEATIFICATIONS ON THE REVERSE AFPLY TG THIS BILL AND AHE MADE A PART HERECQE

63 TREATMENT AUTHORIZATION CODES - 64 DOCUMENT CONTROL NUMBER 55 EMPLOYER NAME
gg Z5189 16350 08
B9 ADMIT TOPATIENT G 7 7
px | M6281 REASON DX COtE |ECI | | |
7a FRINGIFAL PAGGEDURE -"OTHER PROGECURE B, GTHER PROCEDURE %
CODE DATE CODE o f DATE CODE DATE 76 ATTENDING |NP' 1222223323 [QUALI !
Last  JACKSON |FIF|ST [GOR
-~ OTHER PROCEDURE - OTHER PROCECURE OTHER PROCEDURE -~ - -
‘CoBE - ~ DATE CODE DATE QDE: - T A 77 OPERATING |N"' 'ml |
| LAST ]Fms‘r
5160
30 REMARKS 71 B3] 320600000X 78 OTHER | iNPi ‘OUALi |
b LasT |F1F13T
e 79 OTHER ‘ INPE Iaum.l I
d LasT FIRST




