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Code Changes for End-Stage Renal Disease-

Related Services
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Y renal disease (ESRD)-related services. these claims will be denied. Refer to
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HMOs and Other Terminology (CPT) codes will no longer conversion chart. Refer to the HCPCS
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Programs procedure code book for complete procedure

however, providers may submit claims
with either CPT or HCPCS procedure
codes for DOS before October 1, 2004.

New Procedure Codes for End-Stage
Renal Disease-Related Services

Effective for dates of service (DOS) on and
after January 1, 2004, providers may submit
claims with Healthcare Common Procedure
Coding System (HCPCS) procedure codes in
the range of G0308-G0327 for professional
end-stage renal disease (ESRD)-related
services. These codes replace Current
Procedural Terminology (CPT) codes in the
range of 90918-90925 for professional ESRD-
related services provided by physicians,
physician clinics, nurse practitioners, physician
assistants, and rural health clinics.

Providers may submit claims with either CPT
or HCPCS procedure codes for DOS before
October 1, 2004, for ESRD-related services;
however, for DOS on and after October 1,
2004, providers will be required to indicate

code descriptions.

The new HCPCS procedure codes may be
reimbursed once per calendar month per
recipient. The codes are included on the
physician’s maximum allowable fee schedule
which is located on the Wisconsin Medicaid
Web site at dhfs.wisconsin.gov/medicaid/.
Recipient copayments will be deducted from
these procedure codes as appropriate.

Billing Requirements
Procedure Codes G0308-G0319

Procedure codes G0308-G0319 are for ESRD
recipients who are receiving dialysis treatment
somewhere other than in their home, based on
the age of the recipient and the number of face-
to-face visits. The visits may occur in the
physician’s office, an outpatient hospital or other
outpatient setting, or the recipient’s home, as
well as the dialysis facility. If the visits occur in
multiple locations, providers should indicate on
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claims the place of service code where most of
the visits occurred.

These procedure codes are based on per month
services. Consequently, for ESRD recipients
who are hospitalized during the month, the
physician may bill the code that reflects only the
number of face-to-face visits that occurred
during the month on days when the recipient
was not in the hospital.

When billing for these procedure codes, report
the first DOS in the month in Element 24A of
the CMS 1500 claim form. Always indicate a
“1.0” in Element 24G to represent a month of
care. Do not report the specific dates of each
dialysis session. Refer to Attachment 2 for a
sample claim form.

Procedure Codes G0320-G0323

Procedure codes G0320-G0323 are for home
dialysis ESRD recipients. They differ according
to age, but do not specify the frequency of
required visits with the physician throughout the
month. These procedure codes are based on
per month services.

When billing for these procedure codes, report
the first DOS of the month in Element 24A of
the CMS 1500 claim form. Always indicate a
“1.0” in Element 24G to represent a month of
care. Do not report the specific dates of each
dialysis session. Refer to Attachment 3 for a

sample claim form.

Procedure Codes G0324-G0327

Procedure codes G0324-G0327 are for home
dialysis ESRD recipients that are hospitalized
during the month.

These procedure codes can be used to report
daily management for the days the recipient is
not in the hospital. For example, if a home
dialysis recipient is in the hospital for 10 days

and is cared for at home the other 20 days
during the month, then 20 units of one of the
codes would be used. If a home dialysis
recipient receives dialysis in a dialysis center or
other facility during the month, the physician is
still paid the management fee and may not bill
procedure codes G0308-G0319.

When billing for these procedure codes, report
the DOS for ESRD-related care within a
calendar month, with the first DOS as the
“From DOS” and the last DOS as the “To
DOS” in Element 24A. Providers submitting
paper claims may indicate up to four DOS per
detail line. Indicate the actual number of days
under the physician’s care within the calendar
month in Element 24G. The quantity in Element
24G must match the number of dates indicated
in Element 24A. Refer to Attachment 4 for a
sample claim form.

Providers submitting 837 Health Care Claim:
Professional (837P) transactions will indicate
individual DOS per detail line. Providers may
indicate a range of dates per detail line using the
837P transaction only when the service is
performed on consecutive days.

Information Regarding Medicaid
HMOs

This Update contains Medicaid fee-for-service
policy and applies to providers of services to
recipients on fee-for-service Medicaid only. For
Medicaid HMO or managed care policy,
contact the appropriate managed care
organization. Wisconsin Medicaid HMOs are
required to provide at least the same benefits as
those provided under fee-for-service
arrangements.

The Wisconsin
Medicaid and
BadgerCare Update
is the first source of
program policy and
billing information
for providers.

Although the
Update refers to
Medicaid recipients,
all information
applies to
BadgerCare
recipients also.

Wisconsin Medicaid
and BadgerCare are
administered by the
Division of Health
Care Financing,
Wisconsin
Department of
Health and Family
Services, P.O. Box
309, Madison, WI
53701-0309.

For questions, call
Provider Services at
(800)947-9627 or
(608)221-9883 or
visit our Web site at
dhfs.wisconsin.gov/
medicaid/.
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ATTACHMENT 1
Procedure Code Conversion Chart
for End-Stage Renal Disease-Related Services
(Effective for Dates of Service on and After January 1, 2004)

Recipients Other Than Home Dialysis (Per Month)
CPT* Replaced by
HCPCS** Number of Visits Per Calendar -
Procedure d Month Age of Recipient
Code Procedure on
Code
G0308 Four or more visits
90918 G0309 Two to three visits Less than two years of age
G0310 One visit
G0311 Four or more visits
90919 G0312 Two to three visits Ages two to 11
G0313 One visit
G0314 Four or more visits
90920 G0315 Two to three visits Ages 12 to 19
G0316 One visit
G0317 Four or more visits
90921 G0318 Two to three visits Ages 20 or greater
G0319 One visit
Home Dialysis Recipients (Per Month)
CPT* Replaced by
HCPCS** -
Procedure Age of Recipient
Procedure
Code
Code
G0320 Less than two years of age
None G0321 Ages two to 11
G0322 Ages 12 to 19
G0323 Ages 20 or greater
Home Dialysis Recipients (Per Day)
core [ Rersee
Procedure Procedure Age of Recipient
Code
Code
90922 G0324 Less than two years of age
90923 G0325 Ages two to 11
90924 G0326 Ages 12 to 19
90925 G0327 Ages 20 or greater

*CPT — Current Procedural Terminology.
**HCPCS — Healthcare Common Procedure Coding System.
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ATTACHMENT

2

Sample CMS 1500 Claim Form

for End-Stage Renal Disease-Related Services
(Recipient Other Than Home Dialysis)

PICA

HEALTH INSURANCE CLAIM FORM

PICA

1. MEDICARE MEDICAID CHAMPUS

HEALTH PLAN
D (Medicare #) E (Medicaid #) D (Sponsor's SSN) D (VA File #) L__] (SSN or ID)

GROUP FECA
BLK LUNG

D (SSN)

CHAMPVA OTHER|

1a. INSURED’S 1.D0. NUMBER

1234567890

(FOR PROGRAM IN ITEM 1)

Recipient, Im A.

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

1
3. PATIENT’S BIRTH DATE

1 PD ) YY EX
02:10:96 m[y] rf[]

4. INSURED’S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Street)

609 Willow St

6. PATIENT RELATIONSHIP TO INSURED

Seit [ ] spouse[ | chi[ | other |

7. INSURED'S ADDRESS (No., Street)

CITY STATE | 8. PATIENT STATUS
Anytown WI Single[ ] Marmied ] Other [ ]
ZIP CODE TELEPHONE (Include Area Code)
Employed Full-Time Part-Time
OO XXX-XXXX [ Stucent L] Suiom

cTY STATE

ZIP CODE TELEPHONE (INCLUDE AREA CODE)

( )

MMIDD:YY 1MD

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10.1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS)
D YES D NO

b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State)

F D DYES

1 L
¢. EMPLOYER’S NAME OR SCHOOL NAME

[
c. OTHER ACCIDENT?

[]yes [:] NO

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM | DD ; YY

L MO F0

b. EMPLOYER’S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO it yes, return to and complete item 9 a-d.

PATIENT AND INSURED INFORMATION ————F[*—CAHRIER —>

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | aiso request payment of government benefits either to myseif or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'’S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

! PREGNANCY (LMP)

\
|

below.
SIGNED DATE SIGNED___ ¢V
14. DATE OF CURRENT: 4 ILLNESS (First symptom) OR 16. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16. DATES F PATIENT NABLE TO WORK IN CURRENT OCCUPATION A
MM DD 1YY INJURY (Accident) OR GIVEFIRSTDATE MM 1 DI MM o MM
I

FROM |

I
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

L
17a. 1.D. NUMBER OF REFERRING PHYSICIAN

18, HOSPITALIZATION DATES RELATED 7O CURRENT SERVICES
MM | DD | YY MM DD Yy
FROM | | TO i

19. RESERVED FOR LOCAL USE

1 1 I
20. OUTSIDE LAB? $ CHARGES
[Jyes

(v | I

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)

=

22, MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

-1 N B
23. PRIOR AUTHORIZATION NUMBER
2. | S 4 | R
24. A B C D E F G H ] J K
DATE(S) OF SERVICI Place | T PROCEDURES, SERVICES, OR SUPPLIES DAYS |[EPSDT]
From ©) &t of ):)fpe (Exptain Unusual Circumstances) DIQ%‘J&SIS $ CHARGES OR_|Famiy| e | cop RELSOE(?XLEBSFEO R
MM DD YY MM DD YY |Servicd Servi CPT/HCPCS | MODIFIER UNITS| Plan
| ] | | ]
06:01:04 | | 22 G0312 | 1 XXX XX (1.0 12345678
] | t 1 ]
1
P P [
1 | ] i 1
L . |
| | ] | I
[ . [
] | I 1 {
P L [
1 ] | | 1
P P :
25, FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27(Ac%55‘r C;’\grsngmegqag) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
| i
0 1234JED [Jves [ ] wo $ XXXI XX [s  XXiXX|s XX|XX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If other than home or office)

33. PHYSICIAN’S SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
& PHONE

PHYSICIAN OR SUPPLIER INFORMATION

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

(1 certify that the statements on th
apc;:ylg this bill and are made a p:rrtet‘r'fe[v:f.) IM. B|I_I||]g
AY ] W MM/DD/YY 1W. Williams
/pD/ Anytown, WI 55555 87654321
SIGNED DATE PIN# GRP# Y
PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,

APPROVED OMB-1215-0056 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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ATTACHMENT

3

Sample CMS 1500 Claim Form

for End-Stage Renal Disease-Related Services
(Home Dialysis Recipient)

[TTIricA HEALTH INSURANCE CLAIM FORM PICA

1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
HEALTH PLAN __ BLKLUNG

[ ] (Medicare #) [[B) (Medicaid #) [ (Spensor's SSN) [] (VA File #) [ ] (SSNoriD) [ ] (5SN) [ ] (D) 1234567890

2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3 FATIENTS BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Infial)

Recipient, Im A.

06127189 mx f[]

5. PATIENT'S ADDRESS (No., Street)

609 Willow St

6. PATIENT RELATIONSHIP TO INSURED

Seif || spouse[ | chilg[ ] OtherD

7. INSURED'S ADDRESS (No., Street)

cITY STATE | 8. PATIENT STATUS cITY STATE
Anytown WwI singe[ ] Maried [ |  Other [_]
ZIP CODE TELEPHONE (Inciude Area Code) 2IP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time
( m) 2000=-XXXX D Student Student ( )

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

10. IS PATIENT’S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES D NO

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM |, DD ; YY

b MO

SEX

FO

b. OTHER INSURED’S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) [b. EMPLOYER'S NAME OR SCHOOL NAME
MM | DD ; YY
{ ; M F D D YES D NO
c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
(v [Jw
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES D NO It yes, return to and complete item 9 a-d.

PATIENT AND INSURED INFORMATION ————)—[*—CARRIER —

READ BACK OF FOR

below.

SIGNED

M BEFORE COMPLETING & SIGNING THIS FORM.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other i { Y

13. INSURED'S OR AUTHORIZED PERSON’S SIGNATURE | authorize

to process this claim. | also request payment of government benefits either to myseif or to the party who accepts assignment

DATE

of medical benefits to the undersigned physician or supplier for
services described below.

SIGNED

14. DATE OF CURRENT: ILLNESS (First sy!
MM ! oD 1YY

INJURY (Accident) OR
PREGNANCY(LMP) !

15. IF PATIENT HAS HAD SAME OR

mptom) OR
GIVE FIRSTDATE MM | DD

SIMILAR ILLNESS.
: YY

1 DI

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM D 1YY MM | DD | YY
FROM : ! TO ! i

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

Il
17a. 1.D. NUMBER OF REFERRING PHYSICIAN

1
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
, DD | YY MM |, DD | YY

FROM | i TO i i

19. RESERVED FOR LOCAL USE

] 1 1
20. OUTSIDE LAB? $ CHARGES
[Jves [ Ino

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)

=

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

11585 _ sl .
23. PRIOR AUTHORIZATION NUMBER
2 | — 4. | —
24, A B C D E F G H ] J K
DATE(S) OF SERVICI Place | T PROCEDURES, SERVICES, OR SUPPLIES DAYS |[EPSD
From ) Er° of );’f)e (Exptain Unusual Circumstances) DIA(%“[%SIS $ CHARGES OR | Family| cvie | cop RELSOEC? XLE BS?R
MM DD YY MM DO YY |Servicd Servi CPT/HCPCS | MODIFIER UNITS| Plan
| ] | I |
109 101 104 ! ! 12 G0322 | i 1 XXX XX (1.0 12345678
| | | 1 1
] | i 1 | 1
2| 1 ) ] ) I
| 1 | 1 !
i . |
| 1 1 ] 1
I ) 1
4 L ] e 1 L i
1 1 1 1
| I I 1 l 1
5 I ] 1 I ]
1 ] I [} t
| l j I I
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

(0]

27. ACCEPT ASSIGNMENT?
(For gowvt. claims, see back)
[] ves

1234JED [] no

s XXXIXX|s  XXIXX|s  XX!XX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If other than home or office)}

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
& PHONE #

ooy 1 s i ana are i par vt IM. BiIIIi Ing
. 1 W. Williams
=it :j MM/DD/YY Anytown, WI 55555 87654321
SIGNED DATE PIN# GRP# Y

PHYSICIAN OR SUPPLIER INFORMATION

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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ATTACHMENT

4

Sample CMS 1500 Claim Form

for End-Stage Renal Disease-Related Services
(Home Dialysis Recipient)

HEALTH INSURANCE CLAIM FORM

[T per Pk
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED’S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
- " 3 HEALTH PLAN BLK LUNG
A # ( #) D { 's SSN) D (VA File #) D (SSN or ID) D (SSN) D (iD) 1 234567 890

Recipient, Im A.

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

3. PATIENTS BIHTH DATE

0218196 wix  F[7

4. INSURED’S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Street)

609 Willow St

6. PATIENT HELATIONSHIP TO INSURED

Seit [ ] spouse[ | chiig[ | otner |

7. INSURED'S ADDRESS (No., Street)

(000 XXX-XXXX

cITY STATE | 8. PATIENT STATUS
Anytown WI single[ | Mamied [ | Other [ ]
ZIP CODE TELEPHONE (Include Area Code)

Employed Full-Time Part-Time

Student Student

[~ 4 STATE

ZIP CODE TELEPHONE (INCLUDE AREA CODE)

( )

9. OTHER INSURED'S NAME (Last Name, First Name,

Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES D NO

b. OTHER INSURED’S DATE OF BIRTH
MM DD YY
L | v[]

SEX

b. AUTO ACCIDENT?

F D DYES

I I
¢. EMPLOYER'S NAME OR SCHOOL NAME

m
c. OTHER ACCIDENT?

DYES DN°

11. INSURED’S POLICY GROUP OR FECA NUMBER

PLACE (State) |

a. INSURED'S DATE OF BIRTH SEX
MM | DD ; YY

FO

b. EMPLOYER’S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO It yes, return to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical or other information necessary
1o process this claim. | also request payment of government benefits either to myseif or 1o the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

! l PREGNANCY(LMP)

below.
SIGNED DATE SIGNED
14, DATE OF CURRENT ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PAT|ENT UNABLE TOWORK IN CUFIFIENT OGCUPATION
MM INJURY (Accident) OR GIVE FIRST DATE MM : MM YY T0 MM 2] Yy

FROM I
L L

»-| < PATIENT AND INSURED INFORMATION —-——P—[*—CAFIRIER —

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

! |
17a. 1.0. NUMBER OF REFERRING PHYSICIAN

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

, DD | YY MM |, DD | YY
FROM ! ! TO ! !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
(s [Jwo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 12,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
l CODE ORIGINAL REF. NO.
1. 15_85_ T I
23. PRIOR AUTHORIZATION NUMBER
2. | _ 4. | R
24 A B C D E F G l H T [ J K
Fro%TE(S) oFsEHV|CEr° PI:;:e T)gf)e PROCEDURESrSEchES OR SUPPLIES DIAGNOSIS DS;S i’;ﬁﬁy RESERVED FOR
MM__ DD YY MM DD YY|ServiedSenvicd CPTHCPCS | MODIFIER CODE $CHARGES | \\iTs| pian | EMG| COB|  LOCALUSE
| 1 I
08 01 1 04)08 104 10412 G0325 I i 1 XXX XX (4.0 12345678
I ] ] 1 ]
08:08 104{08:10 : 04|12 G0325 | ! 1 XXX i XX (3.0 12345678
I 1 ] ] 1
[ L L
1 | ] | ]
P L -
|
Lo L | |
1 1 1 L 1
i | I | ]
i ! I ! ! ;
25, FEDERAL TAX .D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27, A Q&Té}grsnsemegﬂ) 28. TOTAL CHARGE 29, AMOUNT PAID | 30, BALANCE DUE
| 1
1] 1234JED [Jvyes [ ] no $ XXX XX | s XX: XX| s XXIXX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

SIGNED
——

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If other than home or office)

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
& PHONE #

PHYSICIAN OR SUPPLIER INFORMATION

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

(1 certify that the statements on the reverse G
ap(;lyllfg this bill and are made a part l;eerreof.) IM. Bll_llljg
AY ] W MM/DD/YY 1W. Williams
/pD/ Anytown, WI 55555 87654321
DATE PiNg GRP# Y
PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,

APPROVED OMB-1215-0056 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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