CLAIM EXAMPLES FOR SUPPORTIVE LIVING PROGRAM FACILITIES
(SLP) - (PT 28)

EXAMPLE ~ SLP1:
Claim with no leave of absence days for regular supportive living program.

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

Legacy Claim Coding:

10/01/16 — 10/31/16 (COS 87)

ISA*QO* *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*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*¥ILLINOIS MEDICAID*****46%*37-1320188~
HL*1*%20%1~

PRV*BI*PXC*310400000X™

NM1*85*2*SLF LTC TEST****XX*2999149356 ~

N3*555 NGRTH STREET™

N4* CHICAGO *IL*606141502~

REF*E*999999999~

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 MEDICAID*****pi*37-1320188~
N3*201 S GRAND AVENUE E~
NA*SPRINGFIELD*IL*¥62763~
CLM*EXAMPLE-SLP1*5000***89: A:2¥* A¥y*y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201610011900~

CL1*3*4*30~

REFFEA*Q0712~

REF¥*DO*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189~

HI*BE:23:::500*BE:80:::31~
NMI1*71*1*JACKSON*IGOR****¥XX*1222222222~
PRV*AT*PXC*207R00000X~

LX*1~

SV2*0240**5000*DA¥31~




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

GE*1%*525986™
[EA*1%000525985~



T ACME SLF LTC TEST 7 G P& T EXAMPLE-SLDI
555 NORTH STREET sMED I 00712
CHICAGO, [L 60614502 5 FEQ. TAX NO. & S’JSTQE\,MEHT CO"E‘?ri;%ﬁgg 7
123456789 100116 | 103116
B PATIENT NAME in | 9 PATIENT ADDRESS 1a| 555 NORTH STREET
b[ DOE, JOHN o[ CHICAGO [e[ 1L ]e] 60614502 [e]
13 BIRTHDATE NSEX |yp pare  “T9NR MTYRE 16SRC[ISDHRITSTAT 15 45 g A R T w2z |'ShAE |
09291926 | M 100116 4 30 |
Fope  URREEE Cone occqaneuri% B Cooe e = Cooe Crron TSP rouan | ceoe o SPANTHFIOLTGH il
a s
b -3
8 e e T O
aj 23 50000 [ 80 31.00
b Lo :
. .z
d .
{2AEV.CD. | 43 DESCRIPTION 44 HCPCS FRATE / HIPPS CODE 45 SERY. DATE prpS—— 47 TOTAL CHARGES 48 NON-COVEREDGHARGES. | 49
1 0240 | ALL INCL ANCIL 100116 31 5000.00 t
2 ; 2
3 3
1 4
5 5
L] L]
7 7
a a
9 2
10} 1o
11 ul
17| .
13
u H
i i e e
14|
17
Lt
18]
a0
21 ral
) S 22
A 0001 |PAGE_1 OF _1 CREATION DATE 110116 OTA 5000.00 1
50 PAYER MAME . - R 51 HEALTH PLAN 1D - : iy _ﬁ" 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE sempt | 2998149356
A ILLINOIS MEDICAID 37-1320188 Y Y 57 s
B oL ) : : “FoTrer s
¢ ’ PRV 10 e
58 NSURED'S NAME - 59 FREL| 60 INSURED'S UNIGUE ID 61 GROUP NAME .. .- 62 INSURANCE GROUP NO..':.-
A DOE, JOHN 18 (011545209 A
| Ic
63 TREATMENT AUTHORIZATION GODES 64 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
Al LY
i} 3
4 c
es( Z5189 16350 &8
R BT e 2 2 | | "
74 COEIEINCIPAL PHOCEDBJS‘EE il RO RE b. CDDDETHER FROCEQUEETE [7_5 5 ATTENDING [Nm 1222222227 iml ;
ust JACKSON rsT IGOR
R o q. o QHER FROCEDURE " 0 PROCED ——— [NPJ iml ;
} LAST ]HRST
80 REMARKS 1 B3| 310400000X 78 OTHER | imm Eowu_l |
b LasT |F|as1'
¢ woen | e o] ]
g LasT |FIFtST
UB-03 CHS-7450 APFROVED ONB NG, 0535-0097 THE CERTIFICATIONS ON THE REVERGE APFLY T0 THIS BILL AND ARE MADE A PART HEAEGE

NUBC &g




EXAMPLE ~ SL.P2:
Claim with leave of absence days for regular supportive living program.

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 87)

10/04/16 — 10/04/16 (COS 87 with BR Type)
10/05/16 — 10/19/16 (COS 87)

10/120/16 — 10/24/16 (COS 87 with BR Type)
10/25/16 — 10/31/16 (COS 87)

iISA*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%36-9999939~

PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM~
NM1I*40*2*|LLINOIS MEDICAID*****45*37-1320188~
HL*1#**20%1~

PRV*BI*PXC*310400000X ~

NM1*85%2% SLF LTC TEST****XX*2999149356~

N3*555 NORTH STREET~

NA* CHICAGO *IL*606141502~

REF*E1*999999999~

HL*2*1%22*0~

NMI*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*[L*62763~
CLM*EXAMPLE-SLP2*4600* **89: A:3** A*¥Y*Y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201510151900~

CL1*¥3*4*30~

REF*EA*Q0712~

REF*DO*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189~
HI*BI:74:RD8:20161004-20161004*B1:74:RD&:20161020-20161024~
HI*BE:23:::500%80:::25%BE:81:::6™
NM1*¥71*1*JACKSON*IGOR**¥**¥X*1222222222~



PRV*AT*PXC*207R00000X™
LX*1~
SV2*0240%*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~



7 ACME SLF LTC TEST z & A T EXAMPLE-SLP2
335 NORTH STREET BHET (00712 | 093
CHICAGO, 1L 60614502 § FEG. TAX NC. § SJRAE%MENT 130\.'k=.r:1r§.i Eg}ﬂgg 7

123456789 100116 | 103116

B PATIENT NAME [=] o PATIENT ADDRESS |a| 555 NORTH STREET

»| DOE, JOHN »] CHICAGO [e] 1L Ta] 60614502 [o

10 BIRTHDATE 1SEX 12 pae “ane MTveE 1ssa |10 DHA[TSTAT[ g v 2 m g TOMEODES L s m m |l

09201926 | M 101515 4 30 o T T T [
3 GCCURRENCE OCCURRENCE a3 OGCURRENCE 33 CCCURHENCE - a5 CCCURAENCE SPAN 36 CCCURRENCE SPAN ar
| CODE DATE DE " . DATE - CODE DATE CONE DATE ¥ CGDE FRCM THRCUGH CCDE FROM THROUGH
. 74 100416 100416 | 74 102016 102416 \
b .
# Cooe U macinT RGO M ROUNT
al 23 500.00 81 6,00
b o
c
d B .
42 REV. CO. | 43 PESCRIPTION 44 HGPCS / RATE ! HIPPS CODE 45 SEAV.DATE, 46 SEH‘V. UNTS A7 TOTAL CHARGES - 48 HON-COVERED CHARGES {49
3[ 0240 ] ALL INCL ANCIL 100116 25 4500.00
3| 0185 | LOA/NURS HOME _ o 100416 6 10000
3
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5
]
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A ILLINGIS MEDICAID 37-1320188 Y| |Y 57 d
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. S EIERS R e S . - i : S L
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4 DOE, JOHN 13 (011545209 N
€| C
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B B
¢ c
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ol EE T 578 s Z] | §
T FAINGPAL PRCCEDURE e THERPROCEDURE . : o HER PROCEDURE 7o ATTENDING NP1 1222272222 o] ]
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c 79 OTHER | |m=u !QUALE |
o LAST FIRST
UE-0% CM5-1950 APPROVED OMB NG, 0536-0997 THE CEATIFCATIONS ON THE REVERSE APPLY 10 THIS BILL AND AE MADE A PART HEREOF.

NUBC &z



EXAMPLE ~ SLP3:
Claim with a leave of absence day and TPL reported on claim for regular supportive living program.

Statement Period: 10/01/16 — 10/31/16
Qccurrence Span Code 74; 10/05/16 — 10/5/16
Vaiue Code 80 = 30

Value Code 81 = 1

Legacy Claim Coding:

10/01/16 — 10/04/16 (CCS 87)

10/05/16 — 10/05/16 (COS 87 with BR Type)
10/06/16 — 10/31/16 (CQOS 87)

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*0C019*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*ILLINOIS MEDICAID*****46*37-1320188~
HL*1**20%1~

PRV*BI*PXC*310400000X ~

NM1*85*2*SLF LTC TESTH****XX*2999149356 ~
N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2*1%22%0~

SBR*S*IS*******MCN

NMA1*IL*1*DOE* JOHN****MI*011545209~

N3*555 NORTH STREET ~

N4*CHICAGO*IL*606141502~

DMG*D8*19260929* M~

NMI*PR*2*ILLINOIS MEDICAID*****p|*37-1320188~
N3*201 S GRAND AVENUE E~
NAFSPRINGFIELD*IL*62763~
CLM*EXAMPLE-SLP3*4250***89: A:3*¥ ¥ A*y*y~
DTP*434*RD8*20161001-20161031~
DTP*435*%DT*201609301900~

CL1*3*4*30~

REF*EA*0Q712~

REF*D9*122215247135643~

HI*ABK: M6231~

HI*ABJ: 16350 ~

HI*ABF: 25185~

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

NM1*¥71* 1*¥JACKSON*IGOR****XX*1222222222~
PRV*AT*PXC*207R00000X™

SBR*P*18** HCSC-BCBS OF IL-STD A & B *****B(C~



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

AMT*D*1050.00~

OI***Y** *YN
NM1*IL*¥1*DOE*JOHN****MI*011545209~
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*%20161210™
REF*2U*00601~

LX*1~

SV2*0240**4150*DA*30™
REF*6R*EI122215247135642-01~
[X*2~

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

GE*1*528986~

IEA*1*000525985~



T ACME SLF LTC TEST z @ P T EXAMPLE-SLP3 ! orbiL
355 NORTH STREET bMER1 00712 0393
CHICAGO, IL 60614502 5 FED. TAX NO. & SIATEMENT COVERS PERIOD |7

123456789 100116 | 103116

8 PATIENT NAME [+] s PATIENT ADDRESS  [a| 555 NORTH STREET

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

10 BIRTHRATE WSEX |1a pare "SRR TaTYPS 1ssAc|!EDHBITSTAT| 4y 45 g OB ROy o o = AR

09291926 | M 093016 4 30 | |
i 74 100516 100516 o
b =
® Y Sope RRSHES i
al 23 300,00 | 80 30.00 | 81 1.00
b
c
d
A2 REV. CD. 43 DESCRIPTION 44 HCPCS ! RATE / HIPPS CQDE 45 SERAY, DATE 48 Sﬁ UHITS 4 TOTAL CHARGES 48 RON-COVERED CHARGES 49
Y0240 | ALL RNCL ANCIL 100116 30 4150.00 '
=l 0182 | LOA/PT CONV 100516 I 100.00 2
1 3
& 4
5 5
L} L]
T 7
3 2
@ g
16 10
1" 11
12] 12
13 13
19 . 14
5] ) 15
12| 18
7 17
T T s e N Pyt LSRR T o [ TR TIP AT P SN P e N
14 13
2 20
n 21
= 0001 |PAGE_ 1 OF _ 1 CREATION DATE 110116 clﬂ:ﬁ : 4250.60
50 PAYER NAME 51 HEALTH PLAN (D Pomo] ook 54 PRIOR PAYMENTS 55 EST AMOUNT DUE senpt | 2999149356
sl HCSC-BCBS OF IL-STD A&B 00601 1050.00 57 r
8| [LLINOIS MEDICAID 37-1320188 Yil|y : OFHER g
o ' SRV ID c

58 INSURED'S NAME - S9RREL| 60 INSUAED'S UNIGUE 1D 81 GROUP NAME- 62 INSURANGE GROUP NO.

& DOE, JOHN 1§ |011545209A A
| DOE, JOHN 18 [011545209 7 =
& lc

&3 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 86 EMFLOYER NAME

A A
b B
C c
28] £5189 16350 o
S E | M628L Erson " oo Je | l I "
74 COPDEsnmPAL s-nocsng;s-:E L QTHER PRO i COD%THER PROCEDUFSETE 76 ATTENDING |NPI 1222229372 ‘mi |
st JACKSON |FmsT IGOR
T o R T ]|
] LAST FIRST
80 REMARKS 159 B3| 310400000X 78 OTHER | |NPI |OUALi |
b LAST FIRST
c 79 OTHER | INPI oue] ]
d LAST FIRST
8- CH5-1450 AFFAGVED OB NO. 0935-055

NUBC s

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



EXAMPLE ~ SLP4:

Claim for Medicaid covered days prior to discharge to hospital for SLP Dementia Unit.
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 86)

ISA*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*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* 70009~
HL*1**20*1~

PRV*BI*PXC*31150000X~

NM1*85*2*SLF LTC TEST*****XX*2999149356 ~
N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2*1%22*0~
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[*70009~

N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~

CLM*EXAMPLE - SLP4*1400%**89: A:1¥*A*Y*y~
DTP*096*TM*1300~
DTP*434*RD8*20161001-20161015~
DTP*435*DT*201610011900~

CL1*3*4*02~

REF*EA*00712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 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*0240**1400%DA*14~
REF*6R*EI122215247135643-01"~



SE*38*0001~
GE*1*525986~
IEA*1*000525985~



B

>

1400.00

' ACME SLF LTC TEST E S T EX AMPLE-SLP4
535 NORTH STREET EMED 100712 0891
CHICAGO, IL 60614502 S FED. TAX NO, & SIATEWERT COVERS PERIOD |7
123456789 100016 [ 101516
8 PATIENT NAME Ia [ 9 PATIENT ADORESS  [a[ 555 NORTH STREET
»| DOE, JOHN o| CHICAGO [e|IL [o] 60614502 [o]
10 BIRTHDATE VSEX |12 pare COMERCMTYPE 15 spc |18DHRJIZSTAT| 44 19 20 cggan:origcuEsz‘ 25 25 27 28 2951%? %
09291926 [ M 100116 19 [ 3| 4 [ 13 02 | !
an CCCURRENCE R a3 CCCURAENCE 34 QCCURBENCE -~ - QCCUARENCE SPAN 35 QCCUARENCE SPAN a7
CODE DATE O [A CODE DATE COLE DATE FROM THROUGH CODE FRCM THAQUGH
a8 39 VALUE CODES . 40 VALUE CODES . U Y VALUE CODES
Cong AWCEINT CGONE AMOUNT CODE AMOUNT
2| 23 500.00 | 80 14.00
b Lo :
c
42 AEV.CD. 43 DESCRIPTION 44 HCPCS / RATE / HIPPS CODE 45 SERV, DATE 4G SERV. UNITS AT TOTAL CHARGES A8 NON-COVERED CHARGES 49
0240 | ALL INCL ANCIL 100116 14

0001 | PAGE_1  OF _1 CREATION DATE 110116 OTA 1400.00
50 PAYER NAME 52 HEALTH PLAN 1D ot F2RELL 152095] 52 PRIOR PAYMENTS 55 EST, AMOUNY DUE “|senen { 2599149356
ILLINOIS MEDICAID 37-1320188 YII{Y 5
o A T R " |otrer
PRY ID

58 INSURED'S NAME

©7- |S9RREL

€0 INSURED'S UNICUE ID

61 GROUP NAME

7| 62 INSURANGE GRCUP NO.

DOE, JOHN

18

011545209

UE-04 CMS-1450

APPROVED QM3 NO. 0938-0997

NUBG &g

63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
575189 16350 @
5B AT 70 PATIENT TFFS 7z =
ox | M6281 REASCN 9X CODE |EG I | I
™ PRINCIPAL FRCCEDURE OTHER PROCEDUAE B STHER PROCEDURE
CaDE DATE CODE - DATE COBE DATE T6ATIENDING i1 129222722 ova] |
wst JACKSON |FIRST IGOR
- GTHER PROCEOURE . GTHER PROCEDURE OTHER PROCEDURE
CODE - DATE cobg DATE CODE - - . DATE 7 OPERATING i o] ]
Last [rirst
80 REMARKS P B3] 310400000X
- morwer | e o] ]
b LasT |FJRS'{
c 79 OTHER | INFI {ow.l |
a LAST FIRST

HE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND AHE MADE A PART HEREOFR



EXAMPLE ~ SLP5:

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

Statement Period: 10/01/16 — 10/15/16

Discharge Status Code = 20

Value Code 80 = 15

Legacy Claim Coding:

10/01/186 — 10/15/16 (COS 86)

ISA*00* *O0*F *01*030230130  *¥Z2Z2*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%36-9999599~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM~
NML*40*2*ILLINOIS MEDICAID*****46%37-1320188~
HL*¥1**20*1~

PRV*BI*PXC*311500000X~

NM1*85%2*SLF LTC TEST*****)XX*2957979356 ~
N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF¥*EI¥*959999999~

HL*2*1%22%0~

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

N3*555 NORTH STREET ~

N4*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 —SLP5*1400***89: A:4* ¥ A*Yy*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: Z5189 ~

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

NM1*71*1* JACKSON*IGOR* ¥ **XX*1222222222~
PRV*AT*PXC*207R00000X

LX*1~

SV2*0240%*1400*DA* 15~
REF*6R¥E1122215247135644-01~



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



UB-04 ChiS-1450

APPROVED OMB NO. 0938-0997

NUBC iz

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

T ACME SLF LTC TEST 2 2P EXAMPLE-SLPS S R BL
555 NORTH STREET ETED (0712
CHICAGQO, IL 60614502 5 FEDL TAX NO. § S,J,QE,E:"EM covenri ;E)Fggg 7
123456789 100116 | 101516
8 PATIENT NAME H gPaTiENT ADDRESS  [a] 555 NORTH STREET
b DOE, JOHN o| CHICAGO Je[ 1L 4] 60614502 :
1C BIRTHDATE USEX 1o pare “URRA leTvPE 1ssReBOMRITSTAT| 4 49 o N TR
09291926 093016 4 | 134 20 |
31 OCCUARENCE az CCCURRENCE -, 23 QCCURAENCE O a5 QCCURARENCE SPAN 36 QOCCURRENCE SPAN 37
{ CODE DATE CODE - - - DaTe " Foep DATE oD CODE FROM THROUGH | CODE FROM THROUGH
le
b
38 29 VALUE CODES 40 YALYE CODES - VALUE CCDES
conE AMOUNT CODE’ AMGUNT K AHOUNT
al 23 500.00 | 80 15.00
b . : *
. il = -
d
42 BEV. CD. 43 DESCRIPTION 44 HCPCS / RATE / HIPPS CODE 45 SERV.DATE 46 SERV, UKITS 47 TOTAL CHARGES 48 HON-COVERED CHARCES 49
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