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superseding the information in this manual, provided in 
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Local Coverage Determinations (LCDs) or CMS Internet-
Only Manuals with publication dates after January 2010, 
are available at: 
 

http://www.trailblazerhealth.com/Medicare.aspx  
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UNPROCESSABLE/REJECTED CLAIMS 

Background 
CMS continuously strives to reduce costs and administrative waste in the Medicare 
program. An editing process has been implemented for assigned claims. Since the 
implementation of this process, millions of dollars are saved each year for the Medicare 
Trust Fund. For some time, the denial of claims with incomplete or invalid information 
has resulted in claims surfacing inappropriately into the appeals process. This practice 
has not only been costly, it has resulted in an inappropriate use of the appeals system. 

What Happens? 
The current editing process returns paper or electronic claims to the provider as 
unprocessable if the claim contains certain incomplete or invalid information. No appeal 
rights are afforded to these claims or a portion of these claims because no “initial 
determination” could be made; the claim was “unprocessable.” 

Returned Claims 
Please correct “returned” claims promptly because only when this is done will a provider 
have met his legal obligation for submitting a Medicare claim. 
 
Definitions 
Unprocessable Claim – Any claim with incomplete or missing required information, or 
any claim that contains complete and necessary information; however, the information 
provided is invalid. Such information may either be required for all claims or required 
conditionally. 
 
Incomplete Information – Missing, required or conditional information on a claim (e.g., 
no National Provider Identifier (NPI)). 
 
Invalid Information – Complete required or conditional information on a claim that is 
illogical or incorrect (e.g., incorrect NPI) or no longer in effect (e.g., an expired number). 
 
Required – Any data element that is needed in order to process a claim (e.g., provider 
name, date of service). 
 
Not Required – Any data element that is optional or is not needed by Medicare in order 
to process a claim (e.g., patient’s marital status). 
 
Conditional – Any data element that must be completed if other conditions exist (e.g., if 
there is insurance primary to Medicare, the primary insurer’s group name and number 
must be entered on a claim or if the insured is different from the patient, the insured’s 
name must be entered on the claim).  
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Return as Unprocessable or Return to Provider (RTP) – Returning a claim as 
unprocessable to the provider does not mean that the contractor will physically return 
every claim it receives with incomplete or invalid information. The term “Return To 
Provider (RTP)” is used to refer to the many processes utilized today for notifying the 
provider or supplier of service that their claim cannot be processed and that it must be 
corrected or resubmitted. Some (not all) of the various techniques for returning claims 
as unprocessable include: 

 Incomplete or invalid information is detected at the front-end of the contractor 
claims processing system. The claim is returned to the provider either 
electronically or in a hardcopy/checklist-type form explaining the error(s) and how 
to correct the errors prior to resubmission. Claim data is not retained in the 
system for these RTP claims. No Remittance Advice (RA) is issued. 

 Incomplete or invalid information is detected at the front-end of the claims 
processing system and is suspended and developed. If requested corrections 
and/or medical documentation is submitted within a 45-day period, the claim is 
processed. Otherwise, the suspended portion is returned and the supplier or 
provider of service is notified by means of the RA. 

 Incomplete or invalid information is detected within the claims processing system 
and is rejected through the remittance process. Through the RA, suppliers or 
providers of service are notified of any error(s) how to correct prior to 
resubmission. A record of the claim is retained in the system. (Note: This applies 
to contractors only. FIs do not use the RA process for RTPs.) 

 
A claim returned as unprocessable for incomplete or invalid information does not meet 
the criteria to be considered as a claim, is not denied and, as such, is not afforded 
appeal rights.  

Information Provided 
If a claim is returned as unprocessable or RTP, the following information will be 
provided to the provider (if available) to assist with refiling a correct claim: 

 Beneficiary’s name. 

 Health Insurance Claim (HIC) number. 

 Dates of service (MMDDCCYY) (eight-digit format). 

 Patient account or control number. 

 Explanation of errors (e.g., remittance advice reason and remark codes). 
 

In most cases, reason code 16, “Claims/service lacks information that is needed for 
adjudication,” will be used in tandem with the appropriate remark code that specifies the 
missing information. Claims will be returned as unprocessable when the following 
information is missing.  
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Note: This is not an all-inclusive list. Complete unprocessable guidelines can be found 
on the CMS Web site in the Internet-Only Manual (IOM) Pub. 100-04, Chapter 1, 
Section 80.3.1 at http://www.cms.hhs.gov/Manuals/IOM/list.asp. 
 
Additional information can be found on the TrailBlazer Health Enterprises® Web site 
under the CMS-1500 claim form instructions for each of these fields: 
http://www.trailblazerhealth.com/Claims/.  
 

Required Items 

Field/Item If: 
Remark 

Code 
1a A claim lacks a valid (or contains an invalid) Health 

Insurance Claim Number (HICN). 
MA61 

2 A claim lacks a valid (or contains an invalid) patient’s 
last name and first name as seen on the patient’s 
Medicare card. 

MA36 

11 A claim does not indicate whether or not a primary 
insurer to Medicare exists. 

MA83 or 
MA92 

12 A claim lacks a valid (or contains an invalid) patient or 
authorized person’s signature. 

MA75 

24a A claim lacks a valid (or contains an invalid) “from” date 
of service. 

M52 

24b A claim lacks a valid (or contains an invalid) place of 
service for each detail. 

M77 

24d A claims lacks a valid (or contains an invalid) procedure 
or HCPCS code. 

M20 or M51 

24f A claim lacks a charge for each listed service. M79 
24g If the claim does not indicate at least one day or unit M53 
31 A claim lacks a signature from a provider of service or 

supplier, or their representative. 
MA70 or 
MA81 

33 A claim does not contain a billing name, address, ZIP 
code and telephone number of a provider or supplier of 
service and a valid NPI in Item 33a. 

N256, N257, 
N258 or 
MA112 

33a A claim lacks the NPI of the billing provider, supplier or 
group. 

N257 or 
MA112 

http://www.cms.hhs.gov/Manuals/IOM/list.asp
http://www.trailblazerhealth.com/Claims/
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Conditional Items 

Field/Item If: Remark Code

4, 6 and 7 A primary insurer is indicated in Item 11, but Items 4
6 and 7 are incomplete. 

, MA64, MA88, 
MA89 or 
MA92 

11c There is an insurance primary to Medicare and the 
plan name or program name is missing. 

MA92 or 
N245 

14 Chiropractic service is billed, but does not contain a 
date actual treatment occurred. 

MA122 

17, and 
17b 

A service was ordered or referred and the name and 
NPI are not entered. 
 
Effective May 23, 2008, if a claim contains a legac
provider identifier. 

y 

N264, N269, 
N270, N285 
or N286 
N257 

19  Routine foot care.  
.  Unlisted/NOC procedure code

 Homebound. 

N324 or 
N253 
M51 
MA116 

20  A diagnostic test is subject to purchase pr
limitations and “Yes” or “No” is not indicated on the
claim.  

ice 
 

, 

up 

 The “Yes” box is checked but the supplier’s name
address, ZIP code and NPI are not entered in Item 
32.  

 Refer to “Diagnostic Test Subject to Anti-Mark
Payment Limitations” in this manual.  

M12 or 
MA111 
 
N256, N257 
or N258 
 
MA110 

21 The diagnosis is missing, incorrect, truncated or a 
rna rative diagnosis was not provided as an 

attachment. 

M81 or M76 

23  

 

 For all physician office laboratory claims – If a 10-
digit CLIA laboratory identification number is not 
present. 

 The Investigational Device Exemption (IDE) 
number is not present. 

 Ambulance companies must enter a five-digit ZIP 
code for point of pickup.  

MA120
 
MA50
 
N53 

24a A date of service extends more than one day and a 
valid “to” date is not entered. 

M59 

24d HCPCS modifier (which must be associated with a 
HCPCS procedure code) is invalid or obsolete. 

M20 

24j Group/clinic is billing and the rendering/attending 
physician’s NPI is not entered. 

MA112 
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32 
service was furnished are missing.  
The name, address and ZIP code of facility where the MA114 
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Diagnostic Test Subject to Anti-Markup Payment Limitations (Item 20) 
nd Professional Component (PC) of diagnostic tests 

under the word “$CHARGES.” A/B Medicare Administrative Contractors (MACs) 

If a “YES” or “NO” is not indicated in Item 20 and an acquisition priced is entered 

hecked in Item 20 and an acquisition price is entered under 

n Item 20, and more than one test is billed on the 

f 

code 

 There is an indication on the claim that a test is subject to the anti-markup 
payment limitations, and the service is billed using a global code rather than 
having each component billed as a separate line item.  

  

The Technical Component (TC) a
subject to the anti-markup payment limitation: 

 If a “YES” or “NO” is not indicated in Item 20 and no acquisition price is entered 

shall assume the service is not subject to the anti-markup payment limitations. 

 
under the word “$CHARGES.” 

 If the “YES” box is checked in Item 20 and a required acquisition price is not 
entered under the word “$CHARGES.” 

 If the “NO” box is c
the word “$CHARGES.” 

 
Claims will reject as unprocessable for diagnostic test subject to the anti-markup 
payment limitations if: 
 

aper Claims: P

 The “Yes” box is checked i
claim. 

 Both the interpretation and test are billed on the same claim, and the dates o
service and places of service do not match. 

 The “Yes” box is checked in Item 20, both the interpretation and test are 
submitted, and the date of service and place of service do not match. 

 The “Yes” box is checked in Item 20 and the service is billed using a global 
rather than having each component billed as a separate line item. 

 
Electronic: 

 There is an indication on the claim that a test is subject to the anti-markup 
payment limitations, more than one test is billed on the claim and line level 
information for each total purchased service amount is not submitted for each 
test. 
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ICD-9-CM Coding and Returned Claims  

laims for p
9-CM diagn ssable.” 
 
I  recent version of the ICD-9-CM coding 

umbers where they do not already exist in the coding scheme. 
es that do not have a 
se codes. The codes 

cribe a patient’s illness or disease and be listed in the 

Some examples of the most frequently truncat nosis codes are: 

 Cod  requires five digits. The fourth digit must be 0 
through 9; the fifth digit must be 0 through 3. 

 Code 200 (lymphosarcoma and reticulosarcoma) requires five digits. The fourth 
digit must be 0, 1, 2 or 8; the fifth digit must be 0 through 8. 

 th de 4010 for malignant essential 
hypertension and code 4011 for benign essential hypertension. There is no fifth 
digit available for essential hypertension in the current coding system. Use code 
40210 for benign hypertensive heart disease without congestive heart failure and 
code 40211 for benign hypertensive heart disease with congestive heart failure. 

Cod m of prostate). Do not add a zero; 1850 is incorrect.  

Cod dd a zero; 4960 is incorrect. 
 

Impact on ICD-9-CM Coding 
C hysicians’ services submitted on or after July 1, 2005, with a truncated ICD-

osis code for the date of service given will be “returned as unproce

mportant Note: It is imperative to use the most
book. 
 
CMS has eliminated the 90-day grace period from October 1 through December 31 for 
illing discontinued ICD-9-CM codes. Providers will be required to use the new codes. b

 
Fourth or Fifth Digits 

o not add or substitute nD
For example, there are some legitimate three-digit ICD-9-CM cod
ourth or fifth digit. Physician offices should not add zeroes to thef
selected should accurately des

test ICD-9-CM edition. la
 

requently Truncated Codes F
ed diag

 e 250 (diabetes mellitus)



 In e case of hypertensive disease, use co

 e 185 (malignant neoplas

 e 496 (COPD). Do not a
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CMS-1500 CLAIM FORM 
The CMS-1500 claim form and its instructions are available at: 
 

http://www.cms.hhs.gov/cmsforms/downloads/CMS1500805.pdf 

f the 

nter the patient’s Medicare HIC number exactly as it appears on the patient’s Medicare 
card whether Medicare is the primary or secondary payer. Enter the number without 
spaces and/or hyphens. 
 
The HIC number should be nine digits followed by a valid suffix. 
 
Example: # # # # # # # # # A 
 
The following are examples of valid HIC number suffixes: 
 

Health Insurance Claim (HIC) Number 
Traditional 
All claims require the complete Health Insurance Claim (HIC) number in Item 1a o
CMS-1500 claim form or in the appropriate field for electronic claims. 
 
E

Code Type 

A Wage earner (retirement) 

B Wife 

B1 Husband 

C1–C9 Child (includes disabled or student child) 

D Aged widow 

D1 Widower 

E1 Surviving divorced mother 

E5 Surviving divorced father 

G Claimant of lump-sum death benefits 

M Uninsured – premium health insurance benefits (Part A) 

M1 Uninsured – qualified for but refused HIB (Part A) 

T Uninsured – entitled to HIB (Part A) under deemed or renal provisions 

W Disabled widow 

W1 Disabled widower 
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Railroad Retirem
These beneficiaries have a prefix in front of the HIC number instead of a suffix after it. 

 
Example: A # # # # # # # # # 
 
Send claims for railroad retirees to Palmetto GBA – Railroad Medicare, P.O. Box 10066, 
Augusta, GA 30999-0001. Do not send these claims to TrailBlazerSM. 
 
Exception: end Indian Health claims for railroad retirees to TrailBlazer Health 

Enterprises, LLC, P.O. Box 660159, Dallas, TX 75066-0159.  
 

ent 

The number itself has either six digits or the regular nine digits. 

S
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Completio
Item 1 

edicare claim, check the Medicare box. 

 Paper:  
 

n Instructions 
Show the type of health insurance coverage applicable to this claim by 
checking the appropriate box.  
 
If filing a M
 

 

 Electron
 

2000B S Medicare Indicator   

 

ic: 

BR09 

 
em 1a* Enter the patient’s Medicare HIC number whether Medicare is the primary 

shown on the Medicare card. 

 Paper: 
 

It
or secondary payer.  
 
Use the number 
 



 

 Electronic:  
 

NM101 Insured or Subscriber 

 



NM102 Person 

Rev. 2/2010 10 CMS-1500 Claim Form 

NM108 Medicare Identification Number 
2010BA 

NM109 Medicare Primary Identifier 
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Item 2* tient’s last name, first name and middle initial, if any, as 
e patient’s Medicare card. 

Use the name as it appears on the Medicare card. 



Enter the pa
shown on th
 

 

 Paper: 
 

 
 

 Electron
 

ic:  

NM103 Last Name 

Rev. 2/2010 11 CMS-1500 Claim Form 

NM104 First Name 2010BA 

NM105 Middle Name 

 
 
Item 3  nter the patient’s eight-digit birth date (MM/DD/CCYY) and sex. 

Paper:  

E
 

 
 

 
 

 Electronic: 
 

DMG02 Birth Date 2010BA 
DMG03 Gender 

 
 

eItem 4+  th  patient has insurance primary to Medicare, either through the patient 
or spouse’s employment or any other 
here. When t red re the same, enter the word 
“Same.” If Medicare is primary, leave blank. 

 
If there is ins e pr dicare, list the name of the insured 
here. If the in  and ord “Same.” 
 

If
source, list the name of the insured 

and the patient ahe insu

uranc imary to Me
e the same, enter the wsured  patient ar
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 Paper: 
 

 

If Medicare is primary, leave this field blank. 
 

 Electronic: 

NM103 Last Name 

 


 

NM104 First Name 

NM105 Middle Name 
2330A 

NM107 Suffix (e.g., Jr., Sr.) 

 
 

A – 
 

 

Item 5 nter the patient’s mailing address and telephone number. The first line is 
for the street address; the second line, the city and state; the third line, the 
ZIP code and phone number. 
 

E

 Paper: 
 

Street address. 
City and state. B –

C – ZIP code and phone number 

 
 

 Electronic: 
 

N301 Address Line 1 

N302 Address Line 2 

N401 City Name 

N402 State Code 

2010BA 

N402 ZIP Code  

 

Rev. 2/2010 12 CMS-1500 Claim Form 
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Item 6+ priate box for patient’s relationship to insured when Item 4 

 

 Paper: 
 

Check the appro
is completed. 

 
 

 Electronic: 

or SBR02 Self Relationship 


 

2000B 

2320 

 
 

Item 7+ Enter the insured’s address and telephone number. When the address is 
the same as the patient’s, enter the word “Same.” Complete this item only 
when Items 4, 6 and 11 are completed. 

 
 is secondary, enter the street address on the first 
y and state on the second line, and the ZIP code and 

phone number on the third line. 
 

B. ddress is the same as the patient’s, enter the word 
“Same.” Complete this item only when Items 4 and 11 are 
completed.  

Paper: 

A. If Medicare
line, the cit

When the a

 

C. If Medicare is primary, leave blank.  
 

 
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 Electronic: 
 

N301 Address Line 1 

N302 Address Line 2 

N401 City Name 

N402 State Code 

2330A 

N403 ZIP Code 

 
 

Check the appropriate box for the patient’s marital status and whether 
employed or a student. 
 

 Paper: 

Item 8 

 

 
 

 Electronic: 
 

Not Mapped 

 
 

Item 9 nter the last name, first name and middle initial of the enrollee in a 

ed, leave blank. 

to assign his 
an or supplier. 

 physicians and suppliers must enter information required in 
em 9 and its subdivisions if requested by the beneficiary. Participating 

physicians/suppliers sign an agreement with Medicare to accept 
assignment of Medicare benefits for all Medic re patients. A claim for 

hich a beneficiary elects to assign his benefits under a Medigap policy to 
a participating physician/supplier is called a mandated Medigap transfer. 
 

 E
Medigap policy if it is different from that shown in Item 2. Otherwise, enter 
the word “Same.” If no Medigap benefits are assign
 
Note: Only participating physicians and suppliers should complete Item 9 
and its subdivisions and only when the beneficiary wishes 
benefits under a Medigap policy to the participating physici
 
Participating
It

a
w

Rev. 2/2010 14 CMS-1500 Claim Form 
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Medigap – Medig
supplemental pol

ap policy meets the statutory definition of a “Medicare 
icy” contained in Section 1882(g)(1) of Title XVIII of the 

ocial Security Act and the definition contained in the NAIC Model 
Regulation, which is incorporated by reference to the statute. It is a health 
insurance policy or other health benefit plan offered by a private entity to 
those people entitled to Medicare benefits and is specifically designed to 
supplement  b  some of the “gaps” in Medicare 
coverage by  p e charges for which 

edicare does not have responsibility due to the applicability of 
eductibles, coinsurance amounts or other limitations imposed by 

excludes a policy or plan offered by an 
a 

ge in Item 9 and its subdivisions at 
er supplemental claims are 

o tracts with the contractor to send Medicare claim information 
ly. If there is no such contact, the beneficiary must file his own 
tal claim. 

If you are a participating provider or supplier and the beneficiary wants 
gap insurer under a mandated 

ed gap transfer, all of the information in Items 9, 9a, 9b and 9d must be 
curate. Otherwise, the Medicare contractor cannot 
 information to the Medigap insurer.  

. in na n Item 2, enter the last name, 
rst name and middle init

 

na e word 
“Same.” 

 

S

Medicare enefits. It fills in
 providing ayment for some of th

M
d
Medicare. It does not include limited benefit coverage available to 
Medicare beneficiaries such as “specified disease” or “hospital indemnity” 
coverage. Also, it explicitly 
employer to employees or former employees, as well as that offered by 
labor organization to members or former members. 
 
Do not list other supplemental covera

ed. Oththe time a Medicare claim is fil
forwarded automatically to the private insurer if the private insurer 
c n
electronical
upplemens

 

Medicare payment data forwarded to a Medi
M i
complete and ac

rward the claimfo
 
A  If the 

fi

 If th

sured’s me is different tha
ial of the enrollee. 

me is the same as Item 2, enter thB. e insured’s 

 

C. If no Medigap benefits are assigned, leave blank.  
 

 Paper: 
 

 
 

Rev. 2/2010 15 CMS-1500 Claim Form 
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 Electronic:  
 

NM103 Last Name 

NM104 First Name 

NM105 Middle Name 
2330A 

NM107 Suffix (e.g., Jr., Sr.)  

 
 
Enter the policy and/or group number of the Medigap insured preced

EDIGAP, MG or MGAP. 
Item 9a ed by 

 
y and/or 

. 
 

. Enter MEDIGAP, MG or MGAP. 

e policy and/or group number of the Medigap insured.  

 Paper: 
 

M

Note: Item 9d must be completed if the provider enters a polic
group number in Item 9a

A
 

B. Enter th
 

 


 
 
 

 

Item 9b . 

 

 Electronic: 

Rev. 2/2010 16 CMS-1500 Claim Form 

 
  

 
Enter the Medigap insured’s eight-digit birth date (MM/DD/CCYY) and sex
 

 Paper: 
 

 
 

NM109 Insured’s Identifier 2330A 
or 
2320 SBR03 Insured’s Group or Policy Number 
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 Electronic:  

DMG02 Birth Date 

 

2320 
DMG03 Gender 

 
 
Item 9c eave blank if a Medigap Payer ID is entered in Item 9d. Otherwise, enter 

the p  a surer. Use an abbreviated 
str e tt he 
Me ins ed
 

xample:      Is Shown As: 

L
 claims 
eet addr

rocessing ddress of the Medigap in
ss, two-le er postal code and ZIP code copied from t

digap ured’s M igap identification card. 

E
 

1257 Anywhere Street   1257 Anywhere St., MD 21204 
Baltimore, MD  21204 
 

 Paper: 
 

 

 Electronic: 
 

Not Mapped 

 

 
 
Item 9d Enter the nine-digit PAYER ID number of the Medigap insurer. If no 

edigap insurance program or plan 
am . 

 
the new five-byte Coordination of 

OBA) Medigap claim-based ID (range 55000 to 
59999). The Medigap claim-based ID spreadsheet can be found at:  
http://www.cms.hhs.gov/C p%20Claim-

PAYER ID number exists, enter the M
n e

ote: Effective October 1, 2007, enter N
Benefits Agreement (C

OBAgreement/Downloads/Mediga
ba 0C s 0Purpose.pdfsed%2 OBA%20ID %20for%20Billing%2 . 

 
Additional information ca ® article SE 0743 at:  
http://www.c /M ds/SE0743.pdf

n be found in MLN Matters
LNMattersArticles/downloams.hhs.gov . 

 

Rev. 2/2010 17 CMS-1500 Claim Form 
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 Paper: 
 

 

 Electronic: 
 

NM109 Payer Primary Identifier 

 

23
NM

30B 
103 Payer Last Name or Organization Name 

2320 SBR04 Insured’s Group Name 

 

 

are. 

 
Items 10a– heck “Yes” or “No” to indicate whether employment, auto liability
10c or other accident involvement applies to one or more of the services 

described in Item 24. Enter the state postal code. Any item checked 
“Yes” indicates there may be other insurance primary to Medic

C

Identify primary insurance information in Item 11. 
 

 Paper: 
 

 
 

  Electronic: 
 

CLM11-1 

Rev. 2/2010 18 CMS-1500 Claim Form 

CLM11-2 

CLM11-3 

A = Auto Accident 
AP = Another Party Responsibility 
EM = Employment 
OA = Other Accident 

A

2330 

CLM11-4 Auto Accident State Code 
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Item 10d Use this item exclusively for Medicaid (MCD) information. If the patient is 
entitled to Medicaid, enter the patient’s Medicaid number preceded by 
MCD. 
 

 Paper: 
 

 
 

 Electronic: 
 

2330A NM109 Medicaid Identification Number 

 
 

Item 11* a required field. By completing this 
s having made a good-faith effort 

imary or secondary payer. 

re, enter the insured’s policy or 
ed to Items 11a–11c. Items 4, 6 and 7 must also 

 the insured’s policy or group number. 
 

This item must be completed. It is 
item, the physician/supplier acknowledge

 prto determine whether Medicare is the
 
If there is insurance primary to Medica
group number and proce
be completed. 
 

 Paper: 
 
If Medicare is secondary, enter

 

No ter th p  11c if insurance primary to 
Medicare is in n
 
If t no e rd “None” 
and proceed 2
 

 
te: En e appro riate information in Item

dicated i  Item 11. 

here is insuranc  primary to Medicare, enter the wo
to Item 1 .  

 
 
If the insured reports a terminating event with regard to insurance that had 
been primary to Medicare (e.g., insured retired), enter the word “None” 
and proceed to Item 11b. 
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If a lab has collected previously and retained Medicare Secondary P
(MSP) information for 

ayer 
a beneficiary, the lab may use that information for 

billing purposes of the non-face-to-face lab service. If the lab has no MSP 
for the beneficiary, the lab will enter the word “None” in Block 
S-1500 claim form when submitting a claim for payment of a 

ference lab service. Where there has been no face-to-face encounter 
with the beneficiary, the claim will then follow the normal claims process. 
When a lab has a face-to-face encounter with a beneficiary, the lab is 
xpected to collect the MSP information and bill accordingly. 

ry to Medicare – Circumstances under which Medicare 
ayment may be secondary to other insurance include: 

 Group la

W ed

o Disability (large group health plan). 

o End stage renal disease. 

o No-fault and/or other liability. 

benefits. 

MSP benefits, a copy of the 
) notice must be forwarded 

long with the claim form. 
 

 Electronic: 

R01 Payer Responsibility  

information 
1 of the CM1

re

e
 
nsurance PrimaI
p

 health p n coverage: 

o orking ag . 

 Work-related illness/injury: 
o Workers’ Compensation. 

o Black lung. 

o Veterans’ 

 
Note: For a paper claim to be considered for 
rimary payer’s Explanation of Benefits (EOBp

a


 

SB2320 
SBR03 Insured’s Group or Policy Number 

NM108 MI = Member Identification Number 
2330A 

NM109 Subscriber’s Identification Number 

2000B SBR05 Insurance Type Code 

2000B 
or 2320 

SBR09 Claim Filing Indicator Code 
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Item 11a Enter the insured’s eight-digit birth date (MM/DD/CCYY) and sex if 
different from Item 3. 

 Paper: 
 

 

 
 

 Electronic: 
 

DMG01 Date Time Period Format Qualifier 

DMG02 Birth Date 2320 

DMG03 Gender 

 
 
Enter employer’s name, if applicable. Item 11b+ If there is a change in the insured’s 
insurance status, e.g., retired, enter either a six-digit (MM/DD/YY) or eight-

“Retired.” 
 

A. Enter employer’s name, if applicable. 
 

digit retirement date (MM/DD/CCYY) preceded by the word 

 Paper: 
 

 

. Enter a six- or eight-digit retirement date preceded by the word 
ired

 

 
B

“Ret .” 

 

Not Mapped 

 

 Electronic: 
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Item 11c+ igit PAYER ID number of the primary insured. If no 
er exists, enter the complete primary payer’s program 

ame or plan name. If the primary payer’s EOB does not contain the 
cla mary payer’s claims processing 

This is required if there is insurance 
rimary to Medicare that is indicated in Item 11. 

t 
bers 

 

 

 

Enter the nine-d
PAYER ID numb
n

ims processing address, record the pri
address directly on the EOB. 
p

 
Note: The nine-digit PAYERID number indicated in this instruction has no
been implemented by CMS at this time and no other payer ID num
are acceptable. When there is an insurance primary to Medicare, the 
information that needs to be submitted in Item 11c of the CMS-1500 claim 
form is the insurance plan name. If anything other than the plan name is
submitted in Item 11c, the claims will be rejected by Medicare. 

 Paper: 
 
A. Enter the nine-digit PAYER ID number of the primary insurer.
 

 
 
B. If no PAYER ID exists, enter the complete primary payer’s 

program name or plan name. 
 

 
 

 Electronic: 
 

2320 SBR04 Other Insured’s Group Name 

 
 

Item 11d 
 

 Paper: 
 

Leave blank. Not required by Medicare 


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 Electronic:  

Leave Blank – Not Used by Medicare 

 

 
 

Item 12* The patient or authorized representative must sign and enter either a six-
ate (MM/DD/YY), an eight-digit date (MM/DD/CCYY) or an 

te (e.g., January 1, 2005) unless the signature is on file. 
 lieu of signing the claim, the patient may sign a statement to be retained 

in the provider, physician or supplier 
“General Billing Require nual (IOM) Pub. 
10 f the is o sign, a 
representativ ed s,” may 

s event, the statement’s signature line 

 
uthorizes release of medical information 

digit d
alphanumeric da
In

file in accordance with Chapter 1, 
ments” of the Internet-Only Ma

0-04. I  patient physically or mentally unable t
e specifi  in Chapter 1, “General Billing Requirement

sign on the patient’s behalf. In thi
must indicate the patient’s name followed by “by,” the representative’s 
name, address, relationship to the patient and the reason the patient 
cannot sign. The authorization is effective indefinitely unless the patient or 
the patient’s representative revokes this arrangement. 
 
Note: This can be “Signature on File” for paper or electronic claims. A 
computer-generated signature will be accepted for electronic claims only. 

The patient’s signature a
necessary to process the claim. It also authorizes payment of 
benefits to the provider of service or supplier when the provider of 
service or supplier accepts assignment on the claim. 
 
Signature by Mark (X) – When an illiterate or physically handicapped 
enrollee signs by mark, a witness must enter his name and address next 
to the mark. 
 

 Paper: 
 
A. The patient or authorized representative signature and either a 

six- or eight-digit date. 
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B. Medicare will accept “signature on file.” Medicare will accept a
computer-generated signature for electronic claims only. 

 

 

 

CLM08 Condition or Response Code 

 

 Electronic: 
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CLM09 Release of Information Code 2300 

CLM10 Patient’s Signature Code 

 
Item 13 Currently, the signature in this item authorizes payment of mandated 

Medigap benefits to the participating physician or supplier if required, 
Medigap information is included in Item 9 and its subdivisions. The patient 
or his authorized representative signs this item, or the signature must be 
n file as a separate Medigap authorization. The Medigap assignment on 

r-

erv

Effective April 1, 2008, the patient’s signature or the statement “signature 
on file” in this item authorizes payment of medical benefits to the physician 
or supplier. The patient or his authorized representative signs this item or 

e signature must be on file separately with the provider as an 
under the Act can only 
 payment is for services 

hed by a participating physician or supplier, a patient’s signature or a 
” is not required in order for Medicare payment to be 

ade directly to the physician or supplier.   
 
Th enc  lack ” in this field will 
be ted h to tion of Benefits trading 
partners (supplemental insurers) with whom CMS has a payer-to-payer 
coordination of benefits relationship. Medicare has no control over how 
supplemental claims are processed, so it is important providers accurately 
address this field as it may affect supplemental payments to providers 
and/or their patients. 
 

o
file in the participating provider of service/supplier’s office must be insure
specific. It may indicate that the authorization applies to all occasions of 

ice until it is revoked. s
 

th
authorization. However, note that when payment 
e made on as assignment-related basis or whenb

furnis
“signature on file
m

e pres
 indica

e of or  of a signature or “signature on file
as suc any downstream Coordina
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In addition, the signature in this item authorizes payment of mandated 

t 

authorization. The Medigap assignment on 

be accepted for electronic claims only. 

 Paper: 

. Patient’s signature authorizing release of Medigap information.  

Medigap benefits to the participating physician or supplier if required 
Medigap information is included in Item 9 and its subdivisions. The patien
or his authorized representative signs this item, or the signature must be 
n file as a separate Medigap o

file in the participating provider of service/supplier’s office must be insurer-
specific. It may state that the authorization applies to all occasions of 
service until it is revoked. 
 
Note: This can be “Signature on File” for paper or electronic claims. A 
omputer-generated signature will c

 


 

 A
 

 

B. icar ce edicare will accept a 
put at ic claims only. 

 

 
Med
com

e will ac
er-gener

pt “signature on file.” M
ed signature for electron

 
 

. If no Medigap benefits exist, leave blank. 

 Electronic: 

QI03 Assignment of Benefits Indicator 

C
 


 

QI04 Patient’s Signature Code 2320 

QI06 Release of Information Code 
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Items 14–33 – Provider of Service or Supplier Information 
For date fields other than date of birth, all fields shall be one or the
, six-digit (MM/DD/YY) or eight-digit (MM/DD/CCYY). Intermixin
on the claim is not allowed. 

REMINDER:  
other format g the 

o formats 

Item 14+  a six-digit (MM/DD/YY) or eight-digit (MM/DD/CCYY) date of 
u ent illness, injury or pregnancy. For chiropractic services, enter either 

-digit (MM/DD/YY) or eight-digit (MM/DD/CCYY) date of the initiation 
of the course of treatment and enter an eight-digit (MM/DD/CCYY) or six-
igit (MM/DD/YY) date in Item 19. 

ight-digit date. 

 Paper: 
 

tw
 
Enter either

rrc
a six

d
 
Enter a six- or e
 

 
 

 Electronic: 
 

DTP01 439 = Accident Qualifier  2300 
DTP03 Accident Date 

DTP01 431 = Onset of Current Illness or Injury 

DTP03 Date of Current Illness or Injury 

DTP01 454 = Initial Treatment Date (Chiropractors)  

2300 
or 
2400 

DTP03 Date of Initial Treatment 

 
 

Leave blank. Not required by Medicare. 
 

 Paper: 
 

Item 15 

 
 

 Electronic: 
 

Leave Blank – Not Used by Medicare 
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Item 16 cupation, 
ight-digit (MM/DD/CCYY) date 

 

If the patient is employed and is unable to work in his current oc
enter either a six-digit (MM/DD/YY) or e
when patient is unable to work. An entry in this field may indicate 
employment-related insurance coverage. 

 Paper: 
 

 
 

 Electronic: 
 

DTP01 
360 = Disability Begin Date and/or 
361 = Disability End Date 2300 

DTP03 Disability Begin and/or End Date 

 
 
Item 17+ m 

d for each ordering/referring physician.   

sician: A physician who requests an item or service for the 
beneficiary for which payment may be made under the Medicare program. 

ring physician: A physician or, when appropriate, a non-physician 
orders non-physician services for the patient such as 

iagnostic laboratory tests, clinical laboratory tests, pharmaceutical 
services or d ed es “incident to” that 
physician’s o ys vice. See Pub. 100-02, 
Medicare Benefit Policy ysician practitioner 
rul
 
The ordering  r ary 1, 1992, and 
is required b  1 rity Act. All claims for 
Medicare-co vi e result of a physician’s 
order or refe in rring physician’s name. See 
Item 17b below for further guidance on reporting the referring/ordering 
provider’s NP
 

 Enter the name of the referring or ordering physician if the service or ite
was ordered or referred by a physician. All physicians who order or refer 
Medicare beneficiaries must report this data. When a claim involves 

ultiple referring and/or ordering physicians, a separate Form CMS-1500 m
must be use
 
Referring phy

 
Orde
practitioner who 
d

urable m ical equipment and servic
r non-ph ician practitioner’s ser

 Manual, Chapter 15 for non-ph
es. 

/referring equirement became effective Janu
y Section
vered ser

833(q) of the Social Secu
ces and items that are th

rral shall clude the ordering/refe

I.  
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The following services/situations require the submission of the 
referring/ordering provider information: 

 Medicare-covered services and items that are the result of a 

e drug claims. 

s 

 initial service and orders the non-
an service must appear in Item 17. 

physician’s order or referral. 
 Parenteral and enteral nutrition. 
 Immunosuppressiv
 Hepatitis B claims. 
 Diagnostic laboratory services. 
 Diagnostic radiology service. 
 Portable X-ray services. 
 Consultative services. 
 Durable medical equipment. 
 When the ordering physician is also the performing physician (a

often is the case with in-office clinical laboratory tests). 
 When a service is “incident to” the service of a physician or-non-

physician practitioner, the name of the physician or non-physician 
practitioner who performs the
physici

 When a physician extender or other limited licensed practitioner 
refers a patient for consultative service, submit the name and NPI 
of the physician who is supervising the limited licensed practitioner.  

 

 Paper: 
 

 
 

 Electronic: 
 

NM101 DN = Referring Provider 

NM102 Entity Type Qualifier 2310A 

NM103 Referring Provider Last Name 

NM104 Referring Provider First Name 

or 
2420F 

NM105 Referring Provider Middle Name 

NM101 DK = Ordering Provider 

NM102 Entity Type Qualifier 
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The term “physician” when used within the meaning of Section 1861(r) of 
sed in connection with performing any 

steopathy legally authorized to practice 
 the state in which he performs such 

ho is legally 
hich he performs 

such functions and who is acting within the scope of his license 

authorized to perform by the state in which he performs them. 

ctor of optometry, but only with respect to the provision of 
items or services described in Section 1861(s) of the Act that he is 
legally authorized to perform as a doctor of optometry by the state 
in which he performs them. 

 A chiropractor who is licensed as such by a state (or in a state that 
ense chiropractors as such) and is legally authorized to 

or rv r in the jurisdiction in which he 

cif e S
1(  1
tm ea correct 

a subluxation. For the purposes 
and subject to the limitations and conditions provided above, 
chiropractor includes a doctor of one of the arts specified in the 

n 

 Act) are furnished. 
 

l wing providers can order/refer beneficiary services:   

or of medicine or osteopathy. 

 Dental medicine. 

 Dental surgery. 

 Podiatric medicine. 

 Optometrist. 

 Chiropractic medicine. 

 Physician assistant. 

the Social Security Act and u
function or action, refers to: 

 A doctor of medicine or o
medicine and surgery by
function or action. 

 A doctor of dental surgery or dental medicine w
authorized to practice dentistry by the state in w

when performing such functions. 

 A doctor of podiatric medicine for purposes of subsections (k), (m), 
(p)(1) and (s) and Sections 1814(a), 1832(a)(2)(F)(ii) and 1835 of 
the Act, but only with respect to functions that he is legally 

 A do

 Or, 


does not lic
perf
performs such services and who meets uniform minimum standards 
spe

m the se ices of a chiropracto

ied by th ecretary, but only for purposes of Sections 
186
trea

s)(1) and 861(s)(2)(A) of the Act, and only with respect to 
ent by m ns of manual manipulation of the spine to 

of Section 1862(a)(4) of the Act 

statute and legally authorized to practice such art in the country i
which the inpatient hospital services (referred to in Section 
1862(a)(4) of the

Per Change Request (CR) 6417, effective October 1, 2009, only the 
fo lo

 Doct
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 Certified c

 Nurse 

linical nurse specialist. 

practitioner. 

 Clinic lo

rtifi  m

 Clinica
 
Item 17a+ ffective May 23, 2008, this field is no longer used.   

Item 17b+ rring/ordering physician listed in Item 17. All 

 Paper: 

al psycho gist. 

 Ce ed nurse

l social worker. 

idwife. 

E
 
 

Enter the NPI of the refe
physicians who order services or refer Medicare beneficiaries must report 
this data.  
 


 

 
 

 Electronic: 

XX = NPI Qualifier 

 

NM108 2310A 
or 

  = DN) 2024F NM109 NPI for Referring Physician (NM101

NM108 XX = NPI Qualifier 
2420E 

hysician (NM101 = DK) NM109 NPI of Ordering P

 
 
Item 18 En r t ( CYY) date 

when a medical service is furnished as a result of, or subsequent to, a 
related hosp . 
 
Enter either it ht-digit (MM/DD/CCYY) date. 
 

 Paper: 

ter eithe a six-digi MM/DD/YY) or eight-digit (MM/DD/C

italization

 a six-dig  (MM/DD/YY) or eig


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 Electronic: 
 

DTP01 435 = Admission or 096 = Discharge 2300 
DTP03 Date of Admit or Discharge 

 
 
Narrative Field  Item 19+ 

 
 Foot Care 

nter either a six-digit (MM/DD/YY) or eight-digit (MM/DD/CCYY) date the 
patient was last seen and the NPI of his attending physician when a 
physician providing routine foot care submits claims.  

 

A. Routine

E

 

 Paper: 

 
 

 Electronic: 
 

DTP01 304 = Routine Foot Care Qualifier 

DTP02 D8 = Date Format That Will Appear in DTP03 

2300 
or 
2400 

DTP03 Date Last Seen 

NM101 DQ = Supervising Physician 

NM102 1 = Person 

NM103 Last Name or Organization Name 
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NM104 First Name 
2310E 

NM105 Middle Name, 106 = Prefix, 107 = Suffix 

NM108 XX = NPI Qualifier 

or 
2420D 

109 NPI Number NM

 
B. end sic erapist Services 

Fo ysical up ology 
se  effe  cl fter June 6, 
2005, the da en ing/ 
attending/certifying physician or non-physician practitioner are not 
required. If the information is submitted voluntarily, it must be correct or it 

 Indep

r ph
rvices,

ent Phy al or Occupational Th

and occ ational therapy or speech-language path
ctive for

te last se
aims with dates of service on or a
 and the NPI of an ordering/referr
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will cause rejection or denial of the claim. However, when the therapy 

or 
ering who provided the initial service, 

ion of the supervisor, see Item 

r a six- or eight-digit date patient was last seen and the 
PI of his attending physician. 

 Paper: 

service is provided “incident to” the services of a physician or non-
physician practitioner, then “incident to” policies continue to apply. F
xample, for identification of the orde

see Items 17 and 17b, and for the identificat
4j of this section.  2

 
Enter eithe
N
 

 

 

 tron
 

quir s ti

 

 Elec

Not re

ic: 

ed at thi me 

 
C. Chiropractor Treatment  

Enter either a six-digit (MM/DD/YY) or an eight-digit (MM/DD/CCYY) X-r
date for chiropractor services (if an X-ray rather than a physical 
examination was the method used to demonst

ay 

rate the subluxation). By 
n ring an X-ray date and the initiation date for course of chiropractic 

 Item 14, the chiropractor is certifying that all the relevant 
mation requirements (including level of subluxation) of Pub. 100-02, 

edicare Benefit Policy Manual, Chapter 15, is on file, along with the 
appropriate X-ray, and all are available for contractor review. 
 

 aper: 

e te
treatment in

forin
M

 P
 

 
 

 tron
 

DTP01 455 = Last X-ray Date 

 Elec ic: 

DTP02 D8 = Date Format Qualifier for DTP03 
2300 
or 
2400 

DTP03 Date Last Seen for Chiropractor 
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D. Not Otherwise Classified (NOC) Drugs 

Enter the drug’s name and dosage when submitting a claim for Not 
Otherwise Classified (NOC) drugs. 
 
Enter the name of the drug and dosage. 
 

 Paper: 
 

 

Electronic: 
 

NTE01 ADD = Additional Information 

 

 

2300 

02 Drug Name and Dosage 
or 
2400 NTE

 
E. Unlisted re

En onc rip cedure code” or an NOC 
code if one can be given within the confines of this box. Otherwise, an 
ttachment shall be submitted with the claim. 

Procedu  Code or an NOC Code 

ter a c ise desc tion of an “unlisted pro

a
 

 Paper: 
 

 

 

 

 Electronic: 
 

NTE01 ADD = Additional Information2300 
or 

n or NOC Code   2400 NTE02 Descriptio
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F. Multiple Mod

e

ifiers per Line 

nt r all applicable modifiers when modifier 99 (multiple modifiers) is 
entered in Item 24d. If modifier 99 is entered on multiple line items of a 
sin im ap e item containing a 
99 r s  li number 1 
represents th m difiers applicable to 
the referenced line item. (Only requi e or more 

odifiers.) 

E

gle cla
 modifie

form, all plicable modifiers for each lin
hould be sted as follows: 1 = (mod), where the 
e line ite  and “mod” represents all mo

red when billing fiv
m
 
List all modifiers associated with the line item. 
 

 Paper: 
 

 

nic: 

NTE01 ADD = Additional Information 

 

 Electro
 

2300 
or 
2400 NTE02 List Extra Modifiers   

 
G. Homebound or Institutionalized Patient 

Enter the statement “Ho ory 
nders an EKG tracing or obtains a specimen from a homebound or 

patient (see Pub. 100-02, Medicare Benefit Policy Manual, 
vered Medical and Other Health Services,” and Pub. 100-

ligibility, and Entitlement Manual, 
hapter 5, “Definitions,” respectively, for the definition of “homebound” 

necessary laboratory 
ervice to a homebound or an institutional patient).  

ord “Homebound.” 

 Paper: 

mebound” when an independent laborat
re
institutionalized 
Chapter 15, “Co
04, Medicare Claims Processing Manual, Chapter 16, “Laboratory 
Services From Independent Labs, Physicians and Providers,” and Pub. 
100-01, Medicare General Information, E
C
and a more complete definition of a medically 
s
 

nter the wE
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 Electronic: 
 

CRC01 75 = Functional Limitations 

CRC02 Y = Certification Condition Indicator 2300  

CRC03 IH = Independent at Home 

 
H. Beneficiary Refuses to Assign Benefits 

Enter the statement, “Patient refuses to assign benefits,” when the 
eneficiary absolutely refuses to assign benefits to a non-participating 

upplier who accepts assignment on a claim. In this case, 
n only be made directly to the beneficiary.  

Enter statement “Patient refuses to assign benefits.” 
 

aper: 

b
physician/s
payment ca
 

 P
 

 
 

 Electronic: 

nt Refuses to Assign Benefits 

 
 

2300  CLM07 P = Patie

 
I. Hearing Aid 

En r the statement, “Testing for hearing aid,” when billing services 
e testing of a hearing aid(s), which is used to obtain intentional 
n other payers are involved. 

 
Enter statement “Testing for hearing aid.” 

te
involving th
enials whed

 

 Paper: 
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 Electronic: 
 

NTE01 ADD = Additional Information 2300 
o
2400 
r 

NTE02 Enter Statement “testing for hearing aid” 

 
J. Dental Examination 

hen dental examinations are billed, enter the specific surgery for which 
xam is being performed. 

 Paper: 
 

W
the e
 



 
 

 Electronic: 
 

NTE01 ADD = Additional Information 2300 
or 
2400 NTE02 

List the Specific Surgery for Which the 
Exam Is Being Performed 

 
SK. hared Postoperative Care 

Enter either a six-digit (MM/DD/YY) or eight-digit (MM/DD/CCYY) 
assumed and/or relinquished date for a global surgery claim when 
roviders share postoperative care. p

 

 Paper: 
 

 
 

 on
 

91 = Report End 

 Electr ic: 

DTP01 90 = Report Start, 

DTP02 D8 = Date Format Qualifier for DTP03 2300  

DTP03 Date for Global Surgery  
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L. Demonstration 

Enter demonstration ID number “30” for all national emphysema treatmen
trial claims. 
 

t 

 Paper: 
 

 
 

 Electronic: 
 

REF01 P4 = Project Code 
2300 

REF02 
ID Number “30” for All National 
Emphysema Trials 

 
M. Purchased Interpretation 

nter the NPI of the physician who is performing a purchased 
retation of a diagnostic test (see Pub. 100-04, Chapter 1, Section 

tional information).  

 Paper: 
 

E
interp
30.2.9.1 for addi
 

 
 

 Electronic: 
 

N QM101 B = Purchase Service Provider 

NM102 1 = Person 

Rev. 2/2010 37 CMS-1500 Claim Form 

NM103 Last Name or Organization Name 2310C 

NM104 First Name 

NM105 Middle Name, 106 = Prefix, 107 = Suffix 

or 
2420B 

NM108 XX = NPI Qualifier 

NM109 NPI Number 
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N. Hematocrit (HCT)/Hemoglobin 

ethod II suppliers shall enter the most current Hematocrit (HCT) value 
for the injection of Aranesp® for End Stage Renal Disease (ESRD) 
be ries sis Section 60.7.2). 
 

Individuals and entities trative 
Contractors (MACs) for administration of Erythropoiesis Stimulating 
Agents (ESAs) or Part B anti-anemia drugs not self-administered (other 

M

neficia  on dialy  (see Pub. 100-04, Chapter 8, 

who bill contractors or A/B Medicare Adminis

than ESAs) in the treatment of cancer must enter the most current 
hemoglobin or hematocrit test results. The test results shall be entered as 
follows: TR= test results (backslash), R1=hemoglobin or R2=hematocrit 
(backslash), and the most current numeric test result figure up to three 
numerics and a decimal point [xx.x]. Example for hemoglobin tests: 
TR/R1/9.0, Example for hematocrit tests: TR/R2/27.0. 
 

 Paper: 
 

 
 

 Electronic: 

atocrit or Both 

 

738 = Hemoglobin or HemDTP01 
739 = Serum Creatine 

DTP02 D8 = Date Format That Will Appear in DTP03 

DTP03 Date of Hemoglobin, Hematocrit or Creatine 
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MEA01 TR = Test Results 
2400 

MEA02 
R1 = Hemoglobin or R2 = Hematocrit or R4 = 
Creatine 

MEA03 Measurement Values (e.g., XX.X) 

 
O. Fax/Mail Documentation (Electronic Only) 

Enter a statement indicating the medical records were sent to the 
Medicare contractor in advance.  
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Electronic: 
 

NTE01 ADD = Additional Information 2300 
or 
2400 NTE02 Date Documentation Was Faxed or Mailed  

 
 
Item 20+ 

k 
s” check indicates that an entity other than the entity 

e service performed the diagnostic test. A “No” check indicates 
ed tests are included on the claim.” When “Yes” is marked, 

em 32 shall be completed. 
 
No purchase tests are included on the claim.  
 

 Paper: 

Complete this item when billing for diagnostic tests subject to purchase 
price limitations. Enter the purchase price under charges if the “Yes” bloc
s checked. A “Yei
billing for th
“no purchas
It


 

 
 
Yes – Enter the amount of the purchased test. 
 

 
 

 Electron
 

P Purchased Service Reference Number 

ic: 

S101 2400 
P Purchased Service Charge Amount S102 

 
When billing ple c tests, each test shall be 
submitted on ate tiple purchased tests may 
be submitted S  format as long as appropriate 
line-level info  is es are rendered at different 
service facility locations
 
Note: This is a required field when billing for diagnostic tests subject 
to purchase price limitations. 

 

 for multi  purchased diagnosti
 a separ  Form CMS-1500. Mul
 on the A
rmation

C X12 837 electronic
submitted when servic
.  
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Item 21+ Enter the patient’s diagnosis/condition. W ith the exception of claims 
submitted by ambulance suppliers (specialty type 59), all physician and non-

ysician assistants, nurse practitioners, clinical 
gistered nurse anesthetists) shall use an ICD-9-

hat date of 

physician specialties (i.e., ph
urse specialists, certified ren

CM code number and code to the highest level of specificity for t
service. Enter codes in priority order (primary, secondary condition).  
 

narrative diAll agnoses for non-physician specialties shall be submitted on 
an attachment. 
 

Enter diagnosis codes and code to the highest level of care for the 
date of service. 
 

 Paper:  
 

 
 


 

HI01-1 BK = Principal Diagnosis 

 Electronic: 

HI01-2 Primary Diagnosis Code 

HI02-1 BF = Diagnosis Code 

HI02-2 2nd Diagnosis Code 

HI03-1 BF = Diagnosis Code 

HI03-2 3rd Diagnosis Code 

HI04-1 BF = Diagnosis Code 

HI04-2 4th Diagnosis Code 

HI05-1 BF = Diagnosis Code 

HI05-2 5th Diagnosis Code 

HI06-1 BF = Diagnosis Code 

HI06-2 6th Diagnosis Code 

HI07-1 BF = Diagnosis Code 

HI07-2 7th Diagnosis Code 

HI08-1 BF = Diagnosis Code 

2300 

de HI08-2 8th Diagnosis Co
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Item 22
 
 

Item 23+

t Organization (QIO) prior 
procedures requiring QIO prior 

l. 
. Exemption (IDE) number when an 

investigational device is used in an FDA-approved clinical trial. 
Post Market Approval number should also be placed here when 
applicable. 

r physicians performing Care Plan Oversight (CPO) services, 
dicare provider number of the Home Health 

hen CPT code G0181 (HH) or G0182 
(Hospice) is billed.  

 

: Un r or hospice 
der  w s. Submission of 

ider number will result in the 
services being returned as unprocessable. Further information 

 Leave blank. Not required by Medicare. 

 rior Authorization Number P
 
A. Enter the Quality Improvemen

authorization number for those 
approva
Enter the Investigational Device B

C. Fo
enter the six-digit Me
Agency (HHA) or hospice w

Note
provi
the home health or hospice prov

til furthe notice, do not submit an HHA 
 number hen billing for CPO service

can be found in Pub. 100-04, Transmittal 999, Change Request 
4374.   

 

 Paper: 
 

 
 

 Electronic: 

G1 = Prior Authorization Qualifier (QIO) 


 

REF01 

REF02 Prior Authorization Number 

REF01 LX = Qualified Products Lists 
2300 

REF02 Investigational Device Exemption (IDE) Number 

NM101 

NM108 

NM109 

REF01 

2310D 
or 
2420C 

REF02 

Home Health/Hospice Number. Until further 
notice, DO NOT submit a Home Health Agency 
(HHA) or hospice provider number when billing 
CPO services.   
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D. Enter the 10-digit Clinical Laboratory Improvement Act (CLIA) 
certification number for laboratory services billed by an entity 
performing CLIA covered procedures. 

 
Enter the 10-digit CLIA number. 
 

 Paper: 
 

 

Electronic: 
 

REF01 X4 = CLIA Reference Qualifier 

 

 

2300 
or 
2400 REF02 CLIA Certification Number  

 
E. Ambulance companies must enter a single five-digit ZIP code for 

the point of pickup. 
 
Point of pickup five-digit ZIP code. 

Paper: 

 

 
 

 
 

 Electronic: 
 

2420C N403 ZIP Code – Ambulance Point of Pickup 

 
 

Item 24 The six service lines in section 24 have been divided horizontally to 
accommodate submission of both the NPI and legacy identifiers during the 
NPI transition and to accommodate the submission of supplemental 
information to support the billed service. The top portion in each of the six 
service lines is shaded and is the location for reporting supplemental 
information. It is not intended to allow the billing of 12 service lines.   
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When required t
information for M

o submit National Drug Codes (NDCs), drug and quantity 
edicaid rebates, submit the NDC code in the red shaded 

ortion of the detail line item in position 01 through position 13. The NDC 
is to be prec h t ed immediately by the 11-
digit NDC code. Report  the 
same red-sh rtio
appropriate q UN units), GR (gram) or ML 
(milliliter). There are six bytes available for quantity. If the quantity is less 
than six bytes, left justify and space-fill the remaining positions (e.g., UN2 

p
eded wit he qualifier N4 and follow

 the NDC quantity in positions 17 through 24 of
n. The quantity is to be preceded by the aded po

ualifier;  (units), F2 (international 

or F2999999).  
 

 Paper only:   
 

 

 
Item 24a* Enter either a six-digit (MM/DD/YY) or eight-digit (MM/DD/CCYY) date for 

each procedure, service or supply. When “from” and “to” dates are shown 
for a series of identical services, enter the number of days or units in 
olumn G. This is a required field.  

 Paper: 
 
En her t o  procedure, service 
or supply.  

 

c
 



ter eit  a six-digi r eight-digit date for each

 

 
 
When “from” and “to” dates are shown for a series of identical 
services, enter the number of days or units in Item 24g.  
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 Electronic: 

DTP01 472 = Service Qualifier 

 

DTP02 D8 = Date Format That Will Appear in DTP03 2400 

DTP03 Date for Each Procedure 

 
 
Item 24b* Enter the appropriate place of service code(s) from the list provided. 

tify the location using a place of service code for each item used or 
ice performed. 

n, using a place of service code, for each item 
ervice performed.  

Iden
serv
 

e locatioIdentify th
sused or 

 

 Paper: 

 
 

 Electronic: 
 

2300 CLM05-1 Place of Service (Header) 

2400 SV105 Place of Service (Detail)  

 
Note: When a service is rendered to a hospital inpatient, use the 

de. “inpatient hospital” co
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Places of Service 
The following are the only places of service the Medicare program can accept. 
 

m
ol

04 Homeless 
05 Indian 
06 Indian 
07 Tribal 6
08 Tribal 6
09 Prison/
11 Office 
12 Home 
13 Assisted-Liv
14 Group 
15 Mobile  
16 Tempo  – Effective April 1, 2008. 
20 Urgent
21 Inpatient Hospital 
22 Outpatient Hospital 
23 Emergency Room – Hospital 
24 Ambulatory Surgical Center 
25 Birthing Center 
26 Military Treatment Facility 
31 Skilled
32 Nursin
33 Custodial Care Facility 
34 Hospice 
41 Ambulance – Land 
42 Ambulance – Air or 
49 Independ ic 
50 Federally Qualified H ter
51 Inpatient Psychiatric
52 Psychiatric Facility P ita
53 Community Mental H ter
54 Interme e Care Facility/Mentally Retarded 
55 Reside tial Substance Abuse Treatment Facility 
56 Psychiatric Residential Treatment Center 
57 Non-Residential Substance Abuse Treatment Facility 
60 Mass Immunization Center 
61 Comprehensive Inpatient Rehabilitation Facility 
62 Comprehensive Outpatient Rehabilitation Facility 
65 End Stage Renal Disease Treatment Facility 
71 State or Local Public Health Clinic 
72 Rural Health Clinic 
81 Independent Laboratory 
99 Other Unlisted Facility 

01 Phar acy 
03 Scho  

Shelter 
Health Service Freestanding Facility (not applicable for adjudication) 
Health Service Provider-Based Facility (not applicable for adjudication) 
38 Freestanding Facility (not applicable for adjudication) 
38 Provider-Based Facility (not applicable for adjudication) 
Correctional Facility Setting 

ing Facility 
Home 
 Unit
rary Lodging

are Facility  C

 Nursing Facility 
Facility g 

Water 
ent Clin

ealth Cen  
 Facility 
artial Hosp lization 
ealth Cen  

diat
n
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Item 24c Medicare providers are not required to complete this item. 
 
 
Enter the procedures, services or supplies using the CMS HCPCS cod
When applicable, show HCPCS code modifie

Item 24d* e. 
rs with the HCPCS code. 

n in Item 19 if a coherent description can be 
iven within the confines of that box. Otherwise, an attachment shall be 

 

nter the specific procedure code. 

 
Enter the specific procedure code without a narrative description. 
However, when reporting an “unlisted procedure code” or as NOC code, 
include a narrative descriptio
g
submitted with the claim. This is a required field and allows up to four
modifiers. 
 
E
 

 Paper: 
 

 
 

 Electronic:  
 

SV101-1 HC = For HCPCS Service ID Qualifier 

SV101-2 Procedure Code 

SV101-3 Procedure Modifier 1 

SV101-4 Procedure Modifier 2 

SV101-5 Procedure Modifier 3 

2400 

SV101-6 Procedure Modifier 4 
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Item 24e* sis code reference number as shown in Item 21 to relate 
ce and the procedures performed to the primary 

iagnosis. Enter only one reference number per line item. When multiple 
se are ed, e number for each 
service: 1, 2, 3 or 4. This is a required field. 
 
If a situation arises where two or more diagnoses are required for a 

 

lt ough the 1500 instructions state up to four (4) diagnoses can be 
n a CMS-1500 form, CR 5441 allows providers to bill up to 
gnoses on a claim.   

Enter only one reference number per line item. 
 

 Paper: 

Enter the diagno
the date of servi
d

rvices perform nter the primary reference 

procedure code (e.g., Pap smears), the provider shall reference only one
of the diagnoses in Item 21. 
 
A h
submitted o
ight (8) diae

 

 

 
 

 Electronic: 
 

SV107-1 1st Diagnosis Code Pointer 

SV107-2 2nd Diagnosis Code Pointer 

SV107-3 3rd Diagnosis Code Pointer 
2400 

SV107-4 4th Diagnosis Code Pointer 

 
 

Item 24f* 

ge amount for each service.  

 

Enter the charge for each listed service. 
 
Char
 

Paper: 
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 Electronic: 
 

2400 SV102 Line Item Charge Amount 

 
 
Item 24g* r the number of days or units. This field is most commonly used for 

ts, units of supplies, anesthesia minutes or oxygen volume. If 
nly one service is performed, the numeral 1 must be entered. 

 

 Paper: 
 

Ente
multiple visi
o

 

 Electr

 

 on
 

SV103 UN = Unit, MJ = Minutes, F2 = International 

ic: 

2400 
SV104 Enter Number of Days, Units or Minutes 

 
Some services require that the actual number or quantity billed be clearly 
indicated on the claim form (e.g., multiple ostomy or urinary supplie
medication dosages or allergy testing procedures). When multiple services 
are provided, enter the actual number provided. 
 
For anesthesia, show the elapsed time (minutes) in Item 24g. Co

s, 

nvert 
ours into minutes and enter the total minutes required for this procedure. 

ions on submitting units for oxygen claims, see Internet-Only 
Manual (IOM) Pub 100-04, Chapter 20, Section 130.6 on the CMS Web 
site. 

 
 
Item 24h Leave blank. Not required by Medicare. 
 
 
Item 24i Leave blank. Not required by Medicare.  

h
 

or instructF
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Item 24j+ ng provider’s NPI number in the lower unshaded portion. 
ervice provided “incident to” the service of a physician or 

ian practitioner, when the person who ordered the service is not 
su ,  NP
field.  
 

Note: Shaded portion should not be used.   
 

 

Enter the renderi
In the case of a s
non-physic

pervising  enter the I of the supervisor in the lower portion of this 

Paper: 
 

 

Electronic: 
 

NM101 82 = Rendering Provider Qualifier 

 

 

NM108 XX = NPI Qualifier 

2310B 
or 

109 NPI Number 
2420A 

NM

 
 

Item 25 En  pro ervi r 
entification Number or Social Security Number) and check the 
ppropriate check box. Medicare providers are not required to complete 

 

 
PI 

ter the vider of s ce or supplier federal tax ID (Employe
Id
a
this item for crossover purposes since the Medicare contractor will retrieve
the tax identification information from their internal provider file for 
inclusion on the Coordination of Benefits (COB) outbound claim. However,
tax identification information is used in the determination of accurate N
reimbursement. Reimbursement of claims submitted without tax 
identification information will/may be delayed. 
 

 Paper: 
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 Electronic:  
 

REF01 E Y – Social Security Qualifier 

Rev. 2/2010 50 CMS-1500 Claim Form 

I = Tax ID or S2010AA 
or 
2010AB R TEF02 ax ID Number or Social Security Number 

 
 
Item 26 Enter the patient’s accoun rvice or 

upplier’s accounting system. This field is optional to assist you in patient 
t number assigned by the provider of se

s
identification. As a service, any account numbers entered here will be 
returned to the provider. 
 

 Paper: 
 

 
 

 Electronic: 
 

2300 CLM01 Provider Assigned Account Number 

 
 
CItem 27  indicate whether the provider of service or 

is indicated 
ization is given in Item 13, the 

provider of service or supplier shall also be a Medicare participating 
provider of service or supplier and must accept assignment of Medicare 

heck the appropriate block to
supplier accepts assignment of Medicare benefits. If Medigap 
in Item 9, and Medigap payment author

benefits of all covered charges for all patients. 
 

 Paper: 
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 Electronic: 
 

A = Assigned 

B = Assignment Accepted on Clinical Lab 
Only 

C = Not Assigned 

2300 CLM07 

P = Patient Refuses to Assign Benefits 

 
The following providers o ly be paid 
on an assignment basis: 

 Clinic stic

 Physician services to individuals dually entitled to Medicare and 

 Participating physician/supplier services. 

cal nurse 
s, 

atory Surgical Center (ASC) services for covered ASC 
procedures. 

e dialysis supplies and equipment paid under Method II. 

 Ambulance services. 

 Drugs and biologicals. 

 Simplified billing roster for influenza virus vaccine and 
pneumococcal vaccine. 

 
 
Item 28 s for the services (i.e., total of all charges in Item 24f). 

 r: 
 

f service/suppliers and claims can on

al diagno  laboratory services. 

Medicaid. 

 Services of physician assistants, nurse practitioners, clini
specialists, nurse midwives, certified registered nurse anesthetist
clinical psychologists and clinical social workers. 

 Ambul

 Hom

Enter total charge
 

 Pape

 

 Electronic: 
 

2300 CLM02 Total Charge Amount for All Services 
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Item 29 Enter the total amount the patient paid on the covered services only. 
 

 Paper: 
 

 
 

 Electronic: 
 

AMT01 F5 = Patient Paid Amount Qualifier 2300 
AMT02 Patient Paid Amount 

 
 

Leave blank. Not required by Medicare. 
 
 

nter the signa

Item 30 

Item 31* ture of the provider of service or supplier, or his E
representative, and either a six-digit date (MM/DD/YY), eight-digit date 
(MM/DD/CCYY) or alphanumeric date (e.g., January 1, 2005) the form 

as signed. w
 

 Paper: 
 

 
 

  Electronic:  
 

Y = Signature on File 2300 CLM06 
N = Signature Not on File 

 
In the case of a service that is provided “incident to” the service of a 
physician or non-physician practitioner, when the ordering physician o
non-physician practitioner is directly supervising the service as in 42 CFR 
410.32, the signature of the ordering physician or non-physician 
ractitioner shall be e

r 

ntered in Item 31. When the ordering physician or 
on-physician practitioner is not supervising the service, enter the 

signature of the physician or non-physician practitioner providing the direct 
supervision in Item 31. 

p
n
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Note: This is a required field; however, the claim can be processed if a 
physician, supplier or authorized person’s signature is missing, but the 
signature is on file; or if any authorization is attached to the claim; or if the 
ignature field has “Signature on File” and/or a computer-generated 

 
 
Item 32+ Enter the name, address and ZIP code of the service location for all 

services other than those furnished in place of service home, 12.  
 
On the CMS-1500 form, only one name, address and ZIP code may be 
entered in the block. If additional entries are needed, separate claim forms 
hall be submitted. 

vice (namely physicians) shall identify the supplier’s name, 
ddress, ZIP code and NPI when billing for purchased diagnostic tests. 

When more  sup 00 to bill for 
each supplie
 
T is d w s the work 
at the physician’s office o
 
For foreign claims, only the enrollee can file for Part B benefits rendered 
outside of the United States. These claims will not include a valid ZIP 
code. The cl st be  by the beneficiary on a CMS-1490 
form, not a C 00 fo

 a modifier is billed, indicating the service was rendered in a Health 
 the 

 where the service was rendered shall be entered if other 
than home. 

ix-

stic 

, the billing provider must, in addition to reporting its 
wn NPI on paper or electronically submitted Medicare claim (as the 

billing provider – Item 33), also report its own NPI as the performing 
provider with the name, address and ZIP code of the performing provider 
(Items 32 and 32a).  
 

s
signature. 

s
 

roviders of serP
a

than one
r. 

plier is used, use a separate CMS-15

his item complete hether the supplier’s personnel 
r at another location. 

perform

aim mu
MS-15

 submitted
rm. 

 
If
Professional Shortage Area (HPSA) or Physician Scarcity Area (PSA),
physical location

 
If the supplier is a certified mammography screening center, enter the s
digit FDA-approved certification number. 
 
Note: When a provider bills for a mammography screening or diagno
services that have been purchased from a provider location in another 
contractor jurisdiction
o



MEDICARE PART B 

CMS-1500 Claim Form and Unprocessable/Rejected Claims 

Complete th
office. If an 

is item for all laboratory work performed outside a physician’s 
independent laboratory is billing, enter the place where the test 

as performed and the NPI. 
 

 Paper: 
 

w

 
 

 on
 

N
7
LI = Independent Lab, TL = Testing Lab 

 Electr ic: 

M101 
7 = Service Location, FA = Facility, 

N 2 = Non-person Entity Type Qualifier M102 

Rev. 2/2010 54 CMS-1500 Claim Form 

N FM103 acility or Organization Name 

N A301 ddress of Service Facility 

N401 City 

2310D 
o
2420C 
r 

N402 State 

N403 ZIP code 

 
 

Item 32a If required by Medicare claims processing policy, enter the NPI of the 
service facility.  

 
Note: When a provider bills for a mammography screening or diagnostic 
services that have been purchased from a provider location in another 
contractor jurisdiction, the billing provider must, in addition to reporting its 
own NPI on paper or electronically submitted Medicare claim (as the 
billing provider – Item 33), also report its own NPI as the performing 
provider with the name, address and ZIP code of the performing provider 
(Items 32 and 32a).  
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 Paper: 
 

 
 

 Electronic: 
 

NM108 XX =NPI Qualifier 2310D 
or 

20C NM109 NPI Number 24

2400 PS101 Purchase Service Provider Identifier 

NM101 QB = Purchase Service Provider Qualifier 
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NM108 XX = NPI Qualifier  
2310C 
or 
2420B NM109 NPI Number 

REF01 EW = Mammography Certification Qualifier 
2400 

REF02 ram Certification Number Mammog

 
 
Item 32b This field is no longer required by Medicare.   
 
 
Item 33* Enter the pro ervi ame, address, ZIP code 

nd telephone number. 
 

nges 
thin certain time frames. This includes 

changes to all addresses – practice address, correspondence and special 
payments address. All providers requesting a change of information must 

n 
orm CMS-855). Letterhead is not permitted. The changed data must be 

 and 

eactivation of Medicare billing privileges. The claim could be 
turned if the address in Item 33 does not match the provider file. For 

more information on the time frames and instructions for updating the 
enrollment information on a provider/supplier enrollment record, visit the 

vider of s ce/supplier’s billing n
a

Note: CMS requires providers/suppliers to notify Medicare of any cha
to their enrollment record wi

submit the changes on the appropriate Medicare enrollment applicatio
(F
furnished in the appropriate application section of the CMS-855 form,
the certification statement must contain an original signature and date of 
an authorized or delegated official currently on record with Medicare. 
Failure to report a change in a provider's or supplier's information may 
result in the d
re
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TrailBlazer 
http://www.t

Provider Enrollment Web site at 
railblazerhealth.com/Provider%20Enrollment/Default.aspx?Do

mainID=1 or call (866) 539-5596 for J4 MAC states. Virginia providers 
should contact (866) 697-9670.  
 

 Paper: 
 

 
 



NM101 85 = Billing Provider, 87 = Pay-to-Provider 

 Electronic: 
 

NM102 1 = Person, 2 = Non-person Entity 

NM103 Provider of Service’s/Suppliers Billing Name 

N301 Address 

N401 City 

N402 State 

N403 ZIP code 

PER03 TE = Telephone Number Qualifier 

2010AA 
or 
2010AB  

PER04 Telephone Number 

 
Suppliers billing the Durable Medical Equipment Medicare Administrative 
Contractor (DME MAC) will use the National Supplier Clearinghouse 
(NSC) number in this item. 

 
 
Item 33a* Enter the NPI of the billing provider or group. This is a required field. 

 
Note: Effective March 1, 2008, providers must include an NPI in the 
primary provider fields (the billing, pay-to-provider and rendering provider 
fields), Items 24j and 33a. Claims submitted on or after March 1, 2008, 
without an NPI only or NPI combination in the primary provider fields will 
be rejected. 
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 Paper: 
 

 

NM101 85 = Billing Provider, 87 = Pay-to-Provider 

 

 Electronic:  
 

2010AA 

NM108 XX = NPI Qualifier or 
2010AB 

NM109 NPI Number 

 
 

Item 33b This field is no longer required by Medicare. 
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Optical Character Recognition 
Although Medicare recommends electronic billing as the optimum method for filing 

ts the 

pidly 
and reduced handling time, the use of OCR 

 minimizes the manual intervention required to 
 claims. 

ted characters 
d 

annot be copied; therefore, 

couraged to type or 

transmitted to the claims processing system, 
 data until final processing occurs. To ensure 

wed: 

OCR guidelines for successful completion of the CMS-1500 claim form via paper are as 
follows:  

 Use typewritten characters in 10 or 12 pitch (pica). 

 Use standard dot matrix or laser printer fonts – letter quality only: 

o Do not mix fonts on the same form. 

o Do not use italics or script. 

 Use uppercase letters for all alpha characters. 

 Do not use special characters such as: 
o Dollar signs. 

o Decimals. 

o Dashes. 

o Other symbols or special characters. 

 Do not rubber band claims together or staple. 

 Enter all information on the same horizontal plane. 

Medicare claims, Optical Character Recognition (OCR) is a technology that permi
recognition and capture of printed data. TrailBlazer uses OCR to scan and lift 
information printed on the CMS-1500 claim form. OCR claims are subject to the 29-day 
payment floor. Only electronically filed claims have a reduced payment floor of 13 days. 
 
Through the use of OCR, claims are entered into the processing system more ra
than paper. In addition to the speed of entry 
reduces administrative costs and
correctly process Medicare Part B
 
Successful OCR begins with the proper submission of claims data. Prin
must conform to the pre-programmed specifications, relative to character size, an
alignment on the CMS-1500 claim form. Only the current CMS-1500 claim form with red 
dropout ink is acceptable for OCR. These characteristics c
original forms are necessary. 
 
When filing Medicare Part B paper claims, providers are en
machine-print all mandated claim fields on the original CMS-1500 claim form. 
 
After the claim information is scanned, it is 
where it is validated and compared to other
accurate, quick claim processing, the following guidelines should be follo
 
OCR User Guidelines – Paper Claims 
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 Align all information within the designated field. 

 items per claim. Do not squeeze two lines of information on 
one line. 

 aneous data may not be printed, ha r stamped on the form. 

 ectio n 
 Cro blems. 

 Correctio

  old st be dark with completely formed 

 
 Do n

 If using 

 Trim forms carefully only at the 
scanned. 

 Notic

 The 

 The clai re exactly 8-1/2” x 11”. 

 Claim 3” 
envelopes. 

 Do not submit a zero-charge claim. 

 Adju

 You ma
Medical As vernment Printing Office. 

 Submit only six line

 Extr ndwritten o

 Corr ns may be made with white correction tape only. Do not use correctio
ss-outs and information that is written over cause recognition pro

ns may not be handwritten. 

 or worn print bands. Print mu

fluid.

 Avoid
characters. Do not use red ink. 

Do not use hand stamps. 

ot use highlighter. 

carbon forms, please send only the original or top copy. 

perforations. Narrower margins cannot be 

eably thin paper cannot be used (onion skin). 

claim should be clean, without smudges or discolorations. 

m form must measu

s that are not folded are easier to scan. Mail claims in large 10” x 1

st printers that print slashed zeros to print unslashed zeros. 

y obtain CMS-1500 claim forms through various vendors, the American 
sociation or the U.S. Go



MEDICARE PART B 

CMS-1500 Claim Form and Unprocessable/Rejected Claims 

Rev. 2/2010 60 Revision History 

REVISI RY 
 

ON HISTO

Date Revision 

June 
2007 

Updated Item 23 per Change Request (CR) 4374. Added statement 
asking providers to not submit a Home Health Agency (HHA) or 
hospice provider number. If they include the number, claims will be 
returned as unprocessable.  

August 
2007 

s. 

M) and TrailBlazer 
able 

ted correctly.   

as 
 to purchase price 

 to show fictitious names, 
ith a 

 

 
facility.  

 Updated statement under information provided.   

 Added information regarding CO16 message and remark code

 Added link to the Internet-Only Manuals (IO
Web site for additional information regarding unprocess
claims.   

 Added charts to show items that will reject as unprocessable if 
not comple

 Added information regarding Item 20 for claims that will reject 
unprocessable for diagnostic test subject
limitations. 

 Updated claim form examples
addresses. Numbers have been removed and replaced w
pound sign (#). 

 Removed the May 23, 2007, deadline for National Provider 
Identifier (NPI) numbers and replaced with the mandatory date 
for use of an NPI. 

 Item 17 – added the UPIN/NPI (when effective). 

 Item 17a – removed statement that physicians without a UPIN
should contact their Medicare contractor. 

 Item 21 – added information regarding eight diagnosis codes 
may be used.   

 Item 32a – added additional information regarding the NPI of the



MEDICARE PART B 

CMS-1500 Claim Form and Unprocessable/Rejected Claims 

Rev. 2/2010 61 Revision History 

Date Revision 

November 
2007 

 Item 24b – added place of service 16 –Temporary Lodging per 
CR 5777 effective April 1, 2008. 

ysicians effective May 23, 2008 

g signature in this field 

lds. 

 Added note regarding the Mandatory date of the NPI of all 
ordering/referring/attending ph
per CR 5674. 

 Item 13 – updated information regardin
per CR 5780.  

 Items 24j and 33a – per Joint Signature Memorandum (JSM) 
08048, added note regarding the mandatory date of the NPI, 
March 1, 2008, in the primary payer fie

December 
2007 

Items 32a and b – updated instructions to read “if required by 
Medicare” per CR 5749.  

February 
2008 

 information for Items 17a, 24g 

rmation per CR 5858 to 

be 

overs. 

8, added note that these should 

 Unprocessable section – added
and 33a.   

 Items 17, 17a and 17b – updated info
show this information must be reported. 

 Item 19 – per CR 5858, added information that the NPI must 
reported as of May 23, 2008. 

 Item 24 – per CR 5835, added information regarding the 
National Drug Code (NDC) number for Medicaid cross

 Item 24j – per CR 5858, added note to show that as of May 23, 
2008, do not use shaded portion. 

33b – per CR 585 Items 32b*, 
not be completed as of May 23, 2008.   

 Item 9d – per CR 5837, added information regarding the new 
five-digit Medigap code.   

March  t segments for the NPI number. 

er.  
2008 

 Updated 17b to show the correc

 Updated 24j to show the correct segments for the NPI numb
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Date Revision 

September 
2008 

 Unprocessable section – deleted PIN reference for Items 33, 17, 
17a, 17b and 20. 

 Updated definition of incomplete or invalid information to remove 
reference to UPIN and PIN.   

 Updated all electronic field examples. 

 Item 17 – removed UPIN information. 

 Item 17a – updated to explain this field is no longer used. 

 Item 17b – removed note regarding “when NPI is mandated: 

 Item 19 – removed “UPIN” reference. 

 Item 24i – removed. This item is no longer used by Medicare.  

 Item 24j – deleted information regarding PIN. Removed note 
regarding the shaded portion. 

 Item 25 – removed reference to PIN. 

 Item 32 – removed PIN information. 

 Item 32b – updated to show this field is no longer required. 

 Item 32a – removed information about effective date of NPI. 

 Updated Items 19, 21 and 24j with new paper claim examples.  

 Updated Item 19 to show hematocrit and hemoglobin 
information.   

November 
2008 

Per CR 6237 – Updated Items 32 and 32a for the performing provider 
information in another jurisdiction.   

January 
2009 

Updated Item 21. 

February 
2009 

Updated instructions for Item 11c. Removed unnecessary information 
for Item 21. 

July 
2009 

 Updated Item 17 per CR 6417. 

 Removed electronic information for Item 19 – Physical and 
Occupational Therapist. 

 Updated electronic loops for Item 19 – Purchased Service. 

 Changed the word “carrier” to “contractor.” 
February 

2010 
 Removed Item 17a from the conditional items in the 

unprocessable chart.  

 Updated information on the anti-markup limitations for Item 20 
per CR 6670.  

 Item 33 – Added note regarding changes to enrollment records. 
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