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Manual Claims Creation

—

RECENTLY VIEWED PATIENTS OR QUICK PATIENT SEARCH

Recently Viewed Patients

Test, Anthea _ | | .
Test, Christina OR “..\WRSHealth Quick Patient Search Q

— STEPS

1. Scroll over Patient’s Name > Create New Claim

TEST, ANTHEA
Chart ID:
Patient Management WRS ID: 002-03-7153
SSN: 999-99-9999

Age: 29 year old

Comments
Primary Ins: Medicare B, Policy #: PRIMARY

123 Street INSURANCE, Group #:
SCHENECTADY , NY 12345
(887) 123-4567 Secondary Ins: Anthem BCBS, Policy #: TEST,
antheatest@email.com Group #:
EMR: Scheduling: Billing: Miscellaneous:
EMR All Notes Make Appointment Patient Account Send Referral Letter
Create New Note Appointment Recall Most Recent Claim Print Patient Forms
View Most Recent Note Appointment Search n atemen Print Label
View Test Results Create New Claim
Continuity of Care Record View Patient Claims
Patient Health Maintenance
Diet Calculator

2. ORRight Click Patient’s Name > Create New Claim

Print Lab Requisition

Make Appointment
Appointment Recall
Appointment Search
View All Surgeries
Schedule New Surgery

Patient Account
Patient Statement
Billing Summary
View Patient Claims
Create New Claim

Recently Viewed Patients

Test, Anthea |
Test, Christina

Continuity of Care Record
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3. This will populate a CMS 1500 with the patient’s demographic and insurance information
4. Box 11C - Primary Insurance; if you need to change the primary insurance or update the member
ID, click BOX 11C > Edit Patient’s Insurance Profiles

5. Box 9D — Secondary Insurance; if you need to change the secondary insurance or update the
member ID, click BOX 9D > Edit Patient’s Insurance Profiles

Medicare B T
NGS E
27-% PO BOX 4803 2
HEALTH INSURANCE CLAIM FORM SYRACUSE NY 13221 g
APPROVED BY NATIONAL UNIFDRM CLAIM COMMITTEE (NUCC) 02112
e ATy
1. MEDICARE MEDICAID TRICARE CHAMPYA ROUP FECA OTHER | 1a INSURED'S LD, NUMBER (Faor Program In fiem 1) A
| (ecicare 53| |secrcars | | mencom wremoer | |iBe A [ PR [ oom | 9999930584
2. PATIENT'S NAME (Last Name. First Name, Migie iniial) '1m'LEﬂngHm oAt sEX | & INSURED'S NAME (Last Name. First Name, Middie Intial)
TRAINING BILLING : 01 D1 1985 M £ w| | TRAINING . BILLING )
5. PATIENT'S ADDRESS (No_ Streef) |6 PATIENT RELATIONSHIP TO INSURED | 7. INSURED'S ADDRESS (No.. Sirest]
2004 ROUTE 171 sen|w|spouse | coma| | omer | || 2004 ROUTE 17M
‘emy STATE | & RESERVED FOR NUCC USE ey TSTATE z
GOSHEMN NY GOSHEN NY 9
e
2P CODE TELEPHOME (Inciude Area Code) | &P COOE T TELEFHONE (Incude Area Code) é
10924 (590 | 989 - 9998 10924 (1990 ) 999 - 9999 &
3. OTHER INSURED'S NAME |Last Name, Firsl Name., hiddke initlal) 0 S PATIENTS CONDITION RELATED TO: | 11. NSURED'S POLICY GROUP OR FECA NUMBER :
TRAINING BILLING g
|3 OTHER INSURED'S POLICY OR GROUP NUMBER 1 3 EMPLOYMENT? (Cumert o Previoss) | 3. INSURED'S DATE OF BIRTH SEX
KX1234567890 W DO VY " E
| [Tres [ ylm 01 01 1985 L Ld
b RESERVED FOR NUCC USE Ib. AUTD ACCIDENT? PLACE {Sike) | 0. OTHER CLAIM ID (Desgnased By NUICC) a
. [ves [v]w , -
¢ RESERVED FOR NUCC USE jo. oTHER ACCIDENT? © INSURANCE PLAN NAME Off PROGRAM NAME g
[]ves Tl NO Medicare B v 5
| Jod_ cLAIM COCES (Designated by NUICC) || Medizare B -
| Anthem BCES v | Anthem BCES
AETNA
o HREAD BACK OF FORMN BEFORE COMPLETING & SIGNING THIS FORM. . e
12. FATIENT'S OR AUTHORIZED PERSON'S SGNATURE. | urorize ine reiease of any medical or omer informvation necessary [Tl
bmunnmmnmwwwmmmmw-hmmmmm EDIT PATIENT S INSURANCE PROFILES
Signature on File DATE | cicNeD Signature on File
14 DATE OF CURRENT ILLNESS, INJURY, of PREGNANCY (LMP) | 15 OTHER DATE 16 DATES FATIENT LINABLE TO WORK IN CURRENT OCCURATION m
MM [+ 1] Y¥ A Do Lid
| ! - = T = Fara VM| DO o MM | DO W *
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CLAIM STATUS: MEWCLAM =P Pt

-

[ hitps,/ehrawrshealth.comyipatient_full/QuickRegistrationinsuranceSelectinswrancarg..

o s

INSURANCE PLAN AND ADDRE
:‘égﬁ"\! B @ Secure | hitpsy/ehrwrshealth.comy/patient full (QuickRegistration| nsuranceSelectinsuranceGr,
o PO BOX 4303
HEALTH INSURANCE CLAIM FORM SYRACUSE, Ny 13221 Health Insurance Question
APPROVID Y WATIONAL LINSTOMM CLAM COMMITTIE (NUCC) 3212
T e
_LL"" EditPatients Insurance Profiles _ _
‘f INSURAMNCE FLAN & ADDRESS INSURED NAME DETAIL Flease wmm&mn that describes CRIT=TE Nﬂn
|2 ParmTa Medicare 8 Biling Training - Detal * Medicare (Non-managed care)
TRAINING B Medicaid {(Mon-managed cara)
3 PATIENT 3 A -
2004 ROUT T Other
[ Aniner BCES Biling Training e ® Celal Centinue
GOSHEN PO Baw B B
a— Los Angeles C:A D00G0-1007
|04 AETHA Biling Trairing & @ @ Dot
BoTRmSL | Debarmehite DY = ]
Easton A 18048-0001
(3 arennaL Cancel
RoUN123455 ) )
| b REBERVED Olher Public Insurance ' GHIPYS-CHIPS!
[Rrp— Pharmacy Coverage
I MO PIENTECY COVEra0e NMONmlon availanie
Ariham B
3 o £
Do
SINED
[TEEPEEE 15 THE PATIENT THE INSURANCE POLICY HOLDER? ® vEs .
" "’é""' [ Search Insurance Package
T ADCTIONA

6. Box 10D - If Medicare is Secondary > click BOX 10D to indicate the reason as to why Medicare is
secondary
HEALTH INSURANCE CLAIM FORM ) §
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE jMUCC) 0212
I AT Ly
1. WEDNCARE MEDICAID TRICARE CHARMDAE, OTHER | 13 INSURED'S | 0. MUMBER (For Pregram in fem 1) A
(Tiscicare #) pmql flatat [u-urnql %m ,«%ﬁ]{m W (0% | XXX 123456TEI0
2 PATIENT'S NAME (Lasi Mame. Firsi Name., iiddie infiai) mmlz_m“%mnn‘.’\_‘m SEX "mmmmmmm.m'ﬁ-
TRAINING . BILLING a1 01 5193\5 ] F v TRAIMING BILLING
5 PATIENT S ADDRESS [No_, Sieel) |6 PATIENT RELATIONSHIR TO INSURED | 7 INSLMED'S ADDRESS (Mo, Sinest)
2004 ROUTE 17Mm or| o Spousa | e[ | omer 2004 ROUTE 17TM
oty [ STATE | b RESERVED FOR NUCT LISE ey TETATE
GOSHEN WY GOSHEN MY
2P COOE TTELEPHOMNE (noute A Coae| | 2 EOOE | TELERHOHE (inciude Ama Code)
10524 (990 ] 9599 - 3995 10924 { 990 )999— 5999

'3, OTHER INSUREDTS NAME (L3si Name, FInst Name. Wldie InBai) | 10, 1S PATIENTS CONDITION RELATED TG | 11, INSURED'S POLICY GROUP OR FECA NUMBER

TRAINING BILLING
2. OTHER INSUREDTS POLICY OR GROUP NUMBER | 2 EMPLOYMENT? (Cument or Prevous) | 2. meURED's DATE OF BIRTH SEX

00 Y )
EEEEEEEEER ves [,/ ne 01 01 1985 " "
b. RESERVED FOR NUCC USE b ALTO ACCIDENT? PLACE (i) | B. OTHER CLAIN 1D {Designated by NUCT)

¥YEs [g|m0
& RESERVED FOR NUCC USE | & omHER ACCIDENT? | 5. INSURANCE PLAN NAME OR PROGRAM NAME
Tlves  [wlwo Anthem BCES v

J —

| 100 CLABA CODES MUCC
Medicare B A I 12 - Medicare Secondary Workin v I

I""'memm a

12 PATIENT'S OR AUTHORIZED PERSCN'S SIGHATURE. | aulihorize e

13 BrocEss T cham. | BHO SOLES Py o1 QOVEImmen! Benefity iy
D

Signature on File

PATIENT AND INSURED INFORMAT KON

p |3mmu‘1ﬂu‘rﬂ BENETTT PLANT
[vves NO s, compiede Bems §. 54, a1 50

12 - Medicare Secondary Working Agec Beneficiary orSpouss with Employer Group Health Plan

13 - Medicare Secondary End-Stage Renal DissaseGensficiary in the Mandated Coordination Periodwith am Employer's Group Haalth Plan

14 - Medicare Secondary, Mo-fault Insugance includingAuta is Primary

15 - Medicare Secondary Worker's Comjpenzation

16 - Madicars Secondary Public Health Bervice {PHS)arOther Federal Agency

4 41 - Madicare Secondary Black Lung
| 42 - Medicare Secondary Veteran's Adrjinistration

L 43 - Medicara Secondary Disablad Bengficiary Undardge 65 with Large Group Haalth Plan (LGHP)

47 - Medicare Secondary, Other Liabiling Insurance iaPrimany

SIGNED

14..2.MEI %mw ILLNESS, INJURY, O PREGNANCY [LMP) | 1

QuaL =

L
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

=

18 ADDITIOMAL CLANM INFORMATION [Designaied by NUCT)

|ves o |wo
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7. Box 17 — choose the correct provider qualifier

DN — Rendering Provider; DK — Ordering Provider; DQ — Supervising Provider

M DD Y

o B

Yy

—

ou B

17 NAME OF REFENIUNG PROVIDER OR OTHER SOURCE

|

v [ wen 1234567890

Wi oD | oYY W DO YY
mow | - 0
| 18 HOSPITALZATION DATES RELATED TO CURRENT SERVICES
| MM 00 | YY W 00, YY
RoM TO

DK-Owdering Provider [Py ) g pam—
DQ-Supervising Frovider | |y vino
33 OR BUURY Metate A4 10 servior Ine below (240) 1CO Ing 0 HW on a——
P = s = c = ) _ J
L = = = e = " [E] 23 PRUOR AUTHORIZATION NUMBER
1 = 3 = X 5] L El v
A DATES)OF SERVICE | 8 | ¢ | D.PROCEDURES, SERVICES,ORSUPPUES | E F oe ohd L | ’
T JRACE oF m’mm) DIAGNOSIS E" . ENDERING §
MU DO VY MM DO YY |SRWE EMG  © i | PONTER | scHances | s R o FROVIOER (0 #
a1 [= ==
05 1 2018 05 18 2018‘1113 1 96214 ?6 = | A ! 20000 1 NP
= 5] I
- = | = ‘ o :
3 = & . |
LI | = | "'[ 5
& @ L R
4 = | | = ; nel E
‘ 2 @ L1 s
5. = i = N g
6 Fl & ‘ 555, -
= | H | =
25 FECERAL TAX LD. NUMDER SINDN | 20 PATIENTOACCOUNTNG. | 7. ACCEPT ASSIGNMENTT | 20 TOTAL CHARGE 29 AMOUNTPAID 30, Mava for MUCC Use
280358751 v [[oves N 300.00 50
51 SGNATURE OF PHVSICIAN OR SUSFLIEN | 32 SERVICE FACILITY LOCATION INFORMATION |33 BILUNG PROVIOER WFO 4PHS (973 173 4040
oy I s Haimas G SOV GOSHEN ADVANCE ANKLE. FOOT AND PAIN
PYOTE IR IS 29 W 3 it et ) 123 MAIN 12345 COXVILLE BUILDING
Supervising Provider: ["FEST PROVIDER v | GOSHEN NY 10924-1234  TAMPA FL 070101234
Rendenag Provider: "TESTPROVIDER ¥ | & 123456789 5 ’ 3 1841490061 b

NUCC Instrnuchon Marsl avalable at www nucc ora
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8. Box 23 —you can enter the REFERRAL; AUTHORIZATION; CLIA# in this box
9. Box 24 —above the Date of Service; click the dropdown above the DOS for the NDC Code

SIGNED Signature on File DATE SIGNED Signature on File +
'13. DATE OF CURRENT ILLNESES, INJURY, or PREGNANCY [LMP) | 15 OTHER DATE W oo v & DATES PATIENT UMAELE 10 WORK, IN CURRENT OCCUBATION L
MM | MM | DD | TY MM | DO oYY g
| | QUAL | = QUAL = FROM ! | T0 _ i
17 NAME OF REFERRING PROVIDER OR OTHER SOURCE .17'_ T : I : | 18 WIT':.I".IZATEEI IMT% RELATED TD(:.JuNFNTsEuW'IC’EY%
DN [1[ TEST ADMIN M v]m e 123456788 | emow o |
18 ADDITIONAL CLAIM INFORMATION [Designaied Dy NUCT) M) OUTSIDE LABT 3 CHARGES
s Lo |
21, DIAGNOSS OR NATURE OF ILLNESS OR INJURY Relate A-L 0 service Ine Delow (24E) D nd, i} n.wm ORIGEAL AT 80
A R51 5] B ] c = . ]
E E F. E Q. E H E 22. PRIOR ALTHORIZATION NUMBER
| 4 = KL = L = v
2.A  DATE{S) OF SERVICE B | C | D PROCEDURES. SERVACES OR SUPPLIES E F e L J.
From To PLAGE OF U5l GITLmSIances) DHAGNOSES o | ey O RENDEFING E
Md OO ¥Y MM DD ¥Y | SERVEE | EMG = CPTHCPCS | MODIFEER POINTER | § CHARCES | s 'E'IM[ PROVIDER ID.¥* ;
| =
I MR
o1 0518 2016l05 18 2018 |[M[F] 9924 25 [ A 30000 1
Lﬂ_;nas?asmmaao £ COMPLEX 100 INJECTIO! ML D5 = 1 z
05 18 2018|065 18 218N J3420 = | A 2000 1 NE =
] ] [ ]
: = — - | - :
4 = = Il E
| = | H | (o =
5 = = ] <
LI . - L 3
6 = c| _ N -
| | E [§ [ | -
25 FEDERAL TAX | 0. NUMBER BSNEIN | 26 PATIENTS ACCOUNT NO. 27 ACCEPT ASSIGNMENT? 25 TOTAL CHARGE |20 AMOUNT PAD  30. Rswdl for NUCC Use
50 ot e, pec Back) f
260359751 v [y ¥Es NO 320.00 | 50
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 732 SERVICE FACILITY LOCATION NFORMATION 3. BILLING FROVIDER NSO & PH B (9?3 riTB 4040
{1 carbry . ket o the reverte.” GOSHEN ADVANCE ANKLE, FOOT AND PAIN
_MDH_NHWJMWJ 123 MAIN 12345 COXVILLE BUILDING
. Supervising Provider [TEGT PROVIDER v | GOSHEN NY 10924-1234  TAMPA FL  07010-1234
1 R&%@ Provider: 1 |
TEST PROVIDER ¥ | @ 1234566789 B 8. 1841490061 B 260359751 A4
.
1 NUCC Instruchon Manual available at www.nucc.org PLEASE PRINT OR TYPE o WD OMB-UBSG-J‘LB? FI%RM 1'_5‘1“1] (02-12
BN| =] TEST, ADMIN W ¥ [vm [ W 123456789 | mouw ™ %% o
18_ADDITIOMAL CLAIM INFORMATION (Designated oy NUCC) 20 OUTSIDE LABR? 3 CHARGES
YES hl' NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Retale A-L Io service iine below (24E) mm'n H = ﬁéﬁn&lm CRICIMAL REF. MO,
a R51 = B = c = D. =
E E F E G. E] H B PRIOR ALTHORIZAT ION NUMBER
[ = 4 = K = L = hd
29 A DATE(S) OF SERVICE B- | [=8 [ o mucmuuu.smmsuwuu E
L] Erlr Y g 0‘3 Y ﬂﬂ M CPTMCPCS m POINTER CLLAZIH 127222 é
ENTER YOQOUR OWN NUMBER
T ADD NEW REFERRAL
@1 05 (12 2018|0518 2018 | 11[E J_ 95214 25 [ ! A || ADD NEW AUTHORIZATION NUMBER g
m2 Nm?qsmmaan [B-COMPLEX 100 INJECTION] [=] ML G5 = - M— z
05 18 2018|056 18 2018 | 1= | J3420 | = A 20.00 1 el =
g & | ok
3 | = | | = NP )
4 = = I g
| = ¥ 1 E _. | | L S
5 = ] [N PO s
(= | | = — e g
6 = = I T
: | | 8] | | § we |
25 FEDERAL TAX |.D. NUMEER GENEN 25, PATIENT B ACCOUNT MO, . T MW ‘H TOTAL CHARGE | T2, AMOUNT PAD 30 Reydior NUCT Use
260359751 u] | wt | YES L 320,00 s
31 SIGNATURE OF FHYSICIAN OR SUPRLIER | 32, SEFMICE FACILITY LOCATION INFORMATION | 33 BILLING PROVIDER NFO & PH®  (g73 473 4040
ey B i i o 6 vl BGOSHEM ADVANCE ANKLE, FOOT AND PAIN
apply 3 s LAl e are muxde 3 part therect.) 123 MAIN 12345 COXVILLE BUILDING
Superaisig Provider [ TE5T FROVIDER v | GOSHEN MY 10924-1234  TAMPA FL  O07010-1234
Rendege Provider: [TESTRROVIDER v | 2 123456759 b 3 1841490061 B 260355751 v
NUCC INStruChion Manual available ai: wee.nucc ong PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 (02-12)
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10. Box 21 — ICD Code; type “?” to pull the ICD 9/10 Lookup
11. Box 24D — CPT Code; type “?” to pull the CPT Lookup

LR e s - LI LR B LU | HERE Lookup - Boogle Chrome — u w0

8 & Sccure | hittpesfehrwrshealth.comy billing/HepolookupPage phofhopcCodalndex=3 fcamaFrom

B EMR -

% Biling -

SIGNED Signanre on File DATE
kL nﬂ!umﬂmﬂ_mnm_-mv.w| 15 OTHER DATE

et o2 wevemne v on oo Jm |
D 5] TEST, ADMIN M 2 |m W 123456 TRY | A060F PSYCHOTHERAPY SERVIGES PRO

T ACDITIGNAL LA IMTOMMATICN (Dwsigrated by MUCT)

D (MOD, MOD ADOL)

40627 PATIENT REFERRAL FOR PSYCHOTHERAPY DOCUMENTED (MDD, MDD ADOL)
21 DIAGMOSE O MATURE OF LLNESS O BLUITY Mele A-L b servics B betow (82} | 0532 PSYCHOTHERASY, 30 MINUTES WITH BATIENT
» R51 5] o 10 = & B
- = . = = = S0833 PSYCHOTHERAPY, 30 MINUTES WITH PATIENT WHEM PERFORMED WITH AN EWALLMATION AND MANAGEMENT SERVICE (LIST
L = = - = SEPARATELY IN ADDITICHN TO THE CODE FOR PRIMARY PROCEDURE )
' = i ] < [}
B DATEE] OF BERIACE e T | i e SC824 FSYCHOTHERAFY, 46 MINUTES WITH PATIENT

T ] nmu:nru:uu_

e FSYCHOTHERADY, 45 MIMUTES WITH PATIENT WHEN PERFORMED WITH &N EVALUATION AND MAMAGEMENT SERVICE (LIST
m1 95 18 2m8/0s 18 208 | mE J_ 214 26 B | SEPARATELY I ADDITICN TO THE CODE FOR PRIMARY PROCEDURE)
£ 2 PHB7ET014550 [B-GOMPLEX %00 IWEGTION) [E) ML L o067 PEYCHOTHERARY, G0 MINUTES WITH PATIENT
12 2012 05 1B 208 0 E | 1340 | =
m3 0838 PEYCHOTHERASY, 50 MINUTES WITH PATIENT WHEN PERFORMED WITH AN EVAL UIATION AND MANAGEMENT SERVICE (LIST
05 18 2018 06 18 2078 1 [ l = SEPARATELY IN ADDITION TO THE COOE FOR PRIMARY FROCEDURE )
4 0] = | | ] 0833 FSYCHOTHERAFY FOR CRISIS, FIRST 60 MINUTES
5 = 90840 PFSYCHOTHERASY FOR CRISIS, EACH ADDITIOMNAL 30 MINUTES (LIST SEPARATELY IN ADOITION TO CODE FOR PRBAARY
1 = | 1 = SERVICE)
& - ) #0816 FAMILY PEYCHOTHERAPY WATHOUT THE PATIENT FRESEMTI. 50 MINUTES

12. Click Verify and Submit Electronically the system will ‘Verify’ by doing an LCD Check or Local
coverage decision. This checks that the inputted CPT code can be used with the entered ICD code. It
also puts the claim through the CCl (Correct Coding Initiative) edits and then submits it electronically
send the claim to the clearinghouse

B >ECUre | NTpsy fenrWwrsneann.comy oiingicos LooKL)

ge.prpeic

B EMR~ 5 Billing =

ICD-9M0 Lookup

SoMED Signature on File DATE
[T, GATE OF CORAENT ILLNESE, WOURY, or FREGRANCY [LAF] | 16 OTRERDATE | mmtmmumuw«w TF] | T GTHER GATE 1C0-5/10 CODE
L = awe  [E
7. NAME OF REFERRING PROVIDER OFL OTHER BOURCE ] DESCRIFTION Hyperiension
BN @[ TEST AGMIN M i, v 123458
| 18, ADDITIGMAL CLAM INFORMATION Desigrated oy NUCT) CATEECRY Al
1. CUAGNOSES OF SATURE OF ILLNESS OF IULITY Gt A-L I Garies i Do | 266 WERSION 1C0-10
\ = = i
Yy DATEIQI’.‘F!ER\R_‘E B ¢ | D PROCEDUREE, SERWG
N T o
a1l e o -’“'“-"5- CEITCRLE L DESCRIPTION
o5 18 2013 05 18 2018 | 1[5 | Be214 Ps H | coez Benign infracranial hyperiension
mzlnmﬁ?muﬁmm—cwpmmm INJECTION] [8] MLD.5
05 18 2013 05 1% 2015 | 1[5 | J3a20 | H | racos Crtular hypertension, nght eye
3 - E]l - Ha0.052 Ocutar hypertension, left eye
4| = Ha0.083 CCuar hypenension, Dikaeral
= =
| 8 . * E]l J H40.G58 Cowian hyperiension, unspeciied eye
5| L L ] L E l J ] Ha Essential (primary) hyperiension
&3]
6 = | & | 150 Renovascular yperension
25 PEDERAL TAX LD, NUMBER ssnE . PATENTS ACCOUNT MO
e " 115.1 HypEnensIan sacondary 1o oifer renal Asomars
260355751 w ! .
|51 SGNATURE OF PoTSICiAN OR SPFLIER | 03 SIFICE FACILITY LOCATION |15 jon secondarny to endocine disorders
wss oo =3 DR ORE: s BOSHEN 115.2 Hyperlersion secondary fo endocrine disonders
i Ty LSS O T Rl
A0PY 10 VS B 2N NE M0 3 Par TERE ) 173 MAIN 1168 OENer SeCOndany hypemension
Superisiag Piovier. | TesT pROVDER v | GOSHEN
Retgieting Provider: LA Lo ] 115.9 Secondary hypertension, unspeciicd
ouiichigg Provider: [TEGTPROVIDER. » | & 123456780 ®
- - o
UGS ITSUUEDGn Manyal avalabs &t sm.nues.en Flagl 277 imary pumonary fry pertension

13. Click Verify and Drop to Paper It will print a black and white version of the CMS 1500 (You can also
load the Red & White paper into your printer).
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14. Click Send to Hold Queue to put claim on holgl

25 FEDERAL TAX LD. MUMSER

NP1
SSMEIN E- -PA'HE""EAG'_‘CH:IIT O wm‘rmmr’ 1 38 TOTAL CHARGE 29, AMMOILNT H.AID 30. Rswd for NUCT Use

260359751 w | VES O 320.00 ' s0
.11.:?Lihwormcolaumal=ﬁﬁn_ | 32 SERVIGE FACILITY LOCATION INFORMATION 33 BLLNG PROVOER NFO & PHE (573 473 4040

0 ety Bk e SA I o (e R GOSHEN ADVANCE ANKLE, FOOT AND PAIN

3pply 10 NS Bl and AT Mane 3 pan thereor ) 123 MAIN 12345 COXVILLE BUILDING

Supervising Provider: [ JEGT PROVIDER v | SOSHEN NY 10924-1234  TAMPA FL  07010-1234
Readering Provider: "SEoT PROVIDER v | @ 123456780 '3 1841490081 5

NUCC Inatruction Manual available at winw.nucs.ong

260359751

Verify and Submit Electronically Verify and Drop To Paper Send To Hold Queue

15. Box 26 — a unique claim# gets generated in BOX 26 after a claim is created. The claim# used to pull
up the claim in WRS

- -
| | | 1 1 I 8
8 b :
25 FEDERAL TAX LD. NUMBER 55N EIN -ﬁ. .P.ﬁ'I'IEh'I"Sm:hTm n Wﬂ:“r’ ﬁ'le.hLCHA.:HEEI . | mmv'wn 30, Asvd for NUCT Use
260359751 | .,-| 10220570 v YES | .I"D 320 ! s0
Iy ey D eamas | [ SCIECCCECNIeLSCAR] M BELNGEROVDER WFOERHE (973 §73 4040
{1 certfy Ik e Sximeein o the revetee GOSHEN ADVANGE ANKLE. FOOT AND PAIN
apply o ihis 0l and are mage 3 part thereaf. | 123 MAIN 12345 COXVILLE BUILDING
Supervising Provider. [ TesT pROVIOER v | GOSHEN NY 109241234 TAMPA FL 070101234
Readgging Provider: ['Te5T PROVIDER v | = 123456789 B * 1841490061 = 250359751 Y
NUCC Instruction Manual available at www.nuee.org PLEASE PRINT OR TYPE

APPROVED OMB-0938-1197 FORM 1500 (02-12) I

Claim #10220570 has been created and will be sent to the clearinghouse

Submit another claim

-

~
"Q" NOTES

e All claims submitted during the day will be sent over to the clearinghouse at midnight

-
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