LONGEVITY

HEALTH PLAN

A Guide for Completing the

CMS-1500 Form

The CMS-1500 is the standardized billing form for professional services. Longevity Health Plan offers this guide to

assist you in completing the CMS-1500 form for your patients with Longevity Health Plan coverage.

Please remember to submit your professional claims electronically. Submission of a paper CMS-1500 should be
an exception. Contact your Provider Network Representative if you have questions about submitting claims

electronically.

For information on the CMS-1500 billing form, or to obtain an Official CMS-1500 Data Specifications Manual,

visit the National Uniform Billing Committee (NUBC) Web site at www.nubc.org.

Thank you for helping us process your claims efficiently and accurately.

While Longevity Health Plan prefers electronic submission of claims, both electronic and paper claims are accepted. If
interested in submitting claims electronically, contact your local Longevity Health Plan Provider Services Department

at:
State Call Center EDI Payer ID

Colorado 1-888-332-5941 LCO01
Florida 1-888-332-5941 LFLO1
Illinois 1-888-332-5941 LILO1

Massachusetts 1-888-332-5941 LMAO1
Michigan 1-888-332-5941 LMIO1
New Jersey 1-888-332-5941 LNJO1
New York 1-888-332-5941 LNYO1
North Carolina 1-888-332-5941 LNCO1

MAIL CLAIMS TO:

Longevity Health Plan — Claims
PO Box 20688
Tampa, FL 33622



http://www.nubc.org/

HEALTH INSURANCE CLAIM FORM
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R - REQUIRED IN FILING & LONGEVITY HEALTH PLAN CLAIM
Key S - SITUATIONAL-—ONLY IF APPROPRIATE TO THIS CLAIM
MR - NOT REQUIRED/MOT USED

1 R | TYPEOF HEALTH INSURANCE COVERAGE - Select "Other” to indicate that you are submitting a Longevity claim.
la R INSURED ID NUBEBER - Enter the subscriber’s identification number from their Longevity Health 1D card
2 R PATIENT'S NAME - Last name, First name, Middle initial. Enterthe patient’s Last name, frst name and middle initial,
R PATIENT'S BIATH DATESSEX - Enter the patient™s date of borth using the eight-digit date fommat { MEYDDACCYY) . Meat,
3 sel=ct the patient's pender.
4 R INSURED'S MAME - Last namie, First name, Middl= imital. Enter the insured™s Last name, Frst name and middle initial.
3 R PATIENT'S ADDRESS/TELEPHOMNE NUMBER - Enter the patient's permanent madling address and telephane number,
R PATIENT'S RELATIZNSHIP TO THE INSURED - E=lect the apprapriate box for patent’s relatonship to the msured
a nErson.
5 INSURED'S ADDRESS/TELEPHOMNE NUMBER - Enter the insured persan’s permansnt mailng address (complete
7 different from the patient's address)
a NR | RESERVED FOR NUGC USE
OTHER |IMSURED"S NAME - Erter the other insured persan's last name, first name and middle inital. When the
5 natient has ather
nsurance caverapge, you will need to complets felds Sa throwgh 9d. This information &= necessany to coord inate
9 genefits with gther insurance companies.
Ja S | OTHER INSURED'S POLICY OR GROUP NUMBER - Enterthe other insured person’s palicy ar sroup number.
MR RESERVED FOR MUCC USE - Enter the other insured person’s date of birth in an =ight-d'git date format
Sh {HMMIDDFCCYY).
gc NR | RESERVED FOR NUCC USE - Enter the cther insured person’s emaolayer or schoal name.

INSURANCE PLAM HAME DR PROGRAM MAME - Enter the mame of the ather insured person's insurance plan or
OrGErET Name.

IS PATIENT'S CONDITION RELATED TO: Far 10= - 104d, reguined status is contingent upon a defaitive *fes™ ar *Ha”
answer. If you are unsure, leave blank.

10a Select whether the patient’s condition is related to employment.
Jelect whether the patient’s condition is related to an auta accident and enter the state inwhich the accident
10k accurred. Use two-character abbresation, Le. WM.
10e Select whether the patient’s condition is related to any other type of accident.
1od | MR [ CLAIM CODES (DESIGMATED BY NUCC)
R INSURED'S POLICY GROUP OR FECA NUMEBER - Enter the suascriber's group number fram their Longevity Healtq 1D
11 cand.
R INSURED'S DATE OF BIRTH, SEX - Enter the subscriber's date of birth using the sight-digit dats farma
1la {FEMSDDNTCYY) and select the subscriber's gender,
11t | MR | OTHER CLAIM ID [DESIGHATED BY NUCE] - Enter the subscriber's employerar sehool name.
llc R INSURANCE PLAN HAME DR PROGRAM MAME - Enter the subscriber"s fmsurance plan name, include name af stabe,
15 THERE ANDTHER HEALTH INSURANGE BEMEFIT PLAM - S=lect whether thers is another health insurance plan.
R | Reme=mber, ifthere is another health insurance plan, you will ne=d to complets f=lds 9, 3a, and Bd. This fformation
11d = necessaty to caord nate benedits with other msurance companies.
12 NR | PATIENT OR AUTHORIZED PERSON'S SIGHATURE - Not required in filing Longewity Health clasms.
13 NE | INSURED OR AUTHORIZED PERSON'S SIGNATURE - Mot required in filing Lanpevity Health claims.
R DATE OF CURRENT ILLNESS, IMIURY, OR PAEGNANCY [LMP} - Enter the date usag an eight-digit date format
14 iHMMSDDICCYY).
15 S | OTHER DATE - Enterthe date using an eight-digit date format {MM/DDICCYY).
DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION - Enterthe date using an eight-digit date format
5 (HMI DT CYY.
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NAME OF REFERRING PROVIDER OR OTHER SOURACE - Enter the referring, ordering ar supsrvising provider”s first

5 | name, middle initial, last name and credentals. This field is required only # there is a refereng, ordesng ar superdsing
17 arovider.
17a 3 | OTHER IDZ - Reserved for taxonamy code {preceded by *Z27 gualifier].
] 5 WPl & - Enterthe 10-dipit KNPl number of the referdng, ardering or supenising provider.
5 HOSPITAL DATES RELATED TO CURAEMT SERVICES - Enter the hospital dates using an eight-digit date farmat
1& (MY TDACCYY.
19 NR | ADDITIONAL CLAIM INFORMATION [DESIGMATED BY NUCC] - Nat reguired in filing Longevity Health claims.
MR CUTSIDE LABICHARGES - Sel=ct "Yes" or "Ma” ta indicate #f the claim includes charpes for lab services pedformed
20 autside of the physician's office. i “Yes,” enter the total charges. HM does KOT allow pass through billig.
R DIAGHOSIS OR NATURE OF ILLNESS OR INJJRY - Enter the ICD-9-CM cades. The prmany diagnosis should be
21 entered frst, followed by ather diagnoses if applicable. Upto three additanal 1IC0-9-CM codes can be entered.
22 NR | RESUBMISSION - Mot required in filing Lonpewity Health Claims.
23 NR | PRIORAUTHORIZATION NUMBER - Mot required in filing Lanpevity Health Claims.
SHADED AREA-SUPPLEMENTAL INFORMATION - The shaded area af field 24a - 2dh was created to accommodate
supplemental mformation, i.e., Anesthesia. For mare infarmation, s=e the Natianal Unifarm Claim Committee's
24 website at wwa. mucc_org.
24a R DATE{S] OF SERVICGE - Enter the dates af s=rvice using an eight-digit date format {MM{DOWCCYY .
246 | B PLACE OF SERVICE - Enter the apprapriate two-dipit Place of Service code.
gl 3 EMG - I this service was an emergency, enter *F" for *Yes,"” or leasve blank if “Mo®.
R PROCEDMUAES, SEAVICES, OR SUPPLIES - Enter the CPT or HCPCE code for the procedures, services or supplies, and
2&d antera maodifier if applicable.
R DIAGNOSIS POIMTER - Enter the approgriate IZ0-3-CH diapgnosis code or codes for each procedure pedormed. Enter
e ane code per line af service.
24f R | CHARGES - Enterthe charge for each line of service. Do not include discounts.
2dp R DAYS OR UNITS - Enter the number of days or units foreach ne of service.
5 EPSDT/FAMILY PLAN - if applicables, enterthe approprate Early and Periodic Scresning, Diagnasis and Treatment
2&hi {EPEDT) code arfamily planning (FP) code.
24 5 1D QPUALIFIER - SHADED FIELD - Resersed for tamanomy code qualifier, “Z2°; used for Medicaid claims.
24 5 RENDERING PROVIDER ID. ¥ - SHADED FIELD - Reserved far tascnamy cade; used for Med'ca'd claims.
R NON-SHADED FIELD - Emter the perdorming provider™s 10-digit MPI number in the noa-shaded area.
FEDERALTAX ID NUMBER - Erterthe Federal Tax ID kumber far the provider of service. Select the aparopeate field
R
23 for 350 or EIN.
25 3 PATIENT ACCOUNT NUMBER - Enter account number assipned to the patient, if applicable.
27 R ACCEPT ASSIGHMENT - Sel=ct “Yes” if the prowder showld be gaid _ns select *Ha” if the patient shiould be paid.
23 R | TOTAL CHARGE - Enter the tatal charpe for all services {total of all charges in 24F).
29 3 | AMOUNT PRID - Enter any amount paid by the patient only. Do nat enter any amaunt by Medicare or other insurance.
30 NR | RSVD FOR NUCC USE - Enter the difference, if any, betwesn the total charge and the amount paid.
SIGHATURE OF PHYSICIAN OR SUPPLIER INGCLUDE DEGREES OR CREDENTIALS - The claim must be signed by the
R nhysician/supaolier or an authonzed representative. The farm must also be dated, using an eight-digit date format
31 AHMSDDCCYY.
SEAVICE FACILITY LOCATION INFORMATION - Enter the location where the serdces were rendened. The pravider o
5 service must identify the supplies”s iaformation when billng for purchased diagnostic tests. Mote: PerWUCC
Instruction Manual, Freld 32 is required if Field 20 is checked “yes.” Far more infa, s=e the NUCC"s website at
32 WA ML, OTE.
Jza 5 NPl - Enter the 10-d'git NPl number of the secvice facility lacation.
32b 5 OTHER 1D - Reserved for taxonomy cade; used for Medicaid clasms. (preceded by * I8 gualifier).
33 R BILLING PROVIDER INFO AND PHE - Enter the informiation of the billing provider ar supplier 1o be paid for services.
J3a R WP - Enter the 10-d git NP number of the Blling pravider.
33b | 3 | OTHERID £ - Reserved for takonomy code; used for Medicaid claims. {preceded by “ZZ" qualifier).




