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

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

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

l.egacy Claim Coding:

10/01/16 — 10/31/16 {COS 87)

ISA*00* *00* *77*%030230130 *7Z*37-1320188INT  *161225*1635*A*00501*000525985*0*T*:~
GS*HC*ACME BILLING AGENT*37-2323232%20161225%1635%525986*X*005010X223A2~
ST*837*0001*005010X223A2~
BHT*0019*00*A1CFASC0-2222-484E-9999-08CEE*20161101*083756*CH™
NM1*41%*2*ACME CORP*****46%36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40%2*ILLINOIS MEDICAID*****46*37-1320183~
HL*¥1%*20*1~

PRV*BI*PXC*310400000X™

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

N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL¥2¥1%22*(Q~

SBR*P*lS*******MCN
NM1*IL*1*DOE*JOHN****M[*011545209~

N3*555 NORTH STREET ™

NA*CHICAGO™*IL*606141502~

DMG*Dg8*19260929*M™

NM1*PR*2*|LLINOIS MEDICAID*****p|*37-1320188~
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*|L*62763~
CLM*EXAMPLE-SLP1*5000***89: A:2 ¥ ¥ A*Y ¥y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201610011900~

CL1*3*4*30~

REF*EA*OO712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: Z5189~

Hi*BE:23:::500*BE:80::;31~

NMLE71*¥1* JACKSON*IGOR****XX*1222222222~
PRV*AT*PXC*207R00000X~

LX*1~

SV2*0240**5000*DA*31~




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

GE*1*525986™
IEA*1*000525985~



8

3000.00 1

' ACME SLF LTC TEST 2 3P | EXAMPLE-SLPI A oran
555 NORTH STREET BT 00712 0892
6 STAIEME GVERS
CHICAGO, L 60614502 5 FED, A% NO, oM navan |
123456789 100116 103116
B PATIENT NAME |a i 9 PATIENT ADDHESS |a I 355 NORTH STREET
v| DOE, JOHN ol CHICAGO e[ 1L [] 60614502 [e]
10 BIRTHDATE HSEK |ia gare  anmowTYRE 1ssac |BOHR[ismr| o T 20 2 ConPTIOHLOES 25 % 27 o [enan ¥
09291926 | M 1ot 19 ] 31 4 0 |
EX CCCUARENCE Q RR 33 OGCCUARENCE 34 DCCURRERCE 35 QOCCURRENGE SPAN 36 . CCCURRENCE SPAM 37
COnE DATE 0 CODE DATE CODE DATE CODE FROW THROUGH CODE FROM THROUEGH
-]
38 39 VALUE CODES 0 0 41 VALUE CODES
CODE AMOUNT ., COng AMOUNT
al 23 500.00 | 80 31.00
b o :
c
d .
42RAEVY.CD. 43 DESCRIPTION 44 HCPCS { RATE / HIFPS CODE 45 SEAV.DATE 46 SEAY. UNITS 47 TOTAL CHARGES 48 RON-COVERED CHARGES 45
0240 | ALL INCL ANCIL 100116 31

20
|21
. : "
0001 | PAGE_ 1 OF 1 CREATION DATE 110116 DTA 5000.00 =
50 PAYER MAME R 51 HEALTH PLANID - : Farer _;rg“ 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE s6WP1 | 2999149356
ILLINOIS MEDICAID 37-1320188 YiY 57 o
' OTHER o
PAV 1O c
58 INSURED'S NAME 597 REL| 60 INSURED'S UNIQUE 1D - 61 GROUP NAME :..c =2, 62 {NSURANCE GROUP NO.: 7. -

DOE, JOIIN

18

011545209

§3 TREATMENT AUTHORIZATION CODES

&4 DOCUMENT CONTROL NUMBER

65 EMPLOYER NAME

UB-04 CMS-1450

APPROVED OMB NQ. 0838-099

NUBC 558ar

gg Z5189 16350 68
6% ADMIT T1PPS 3 =)
px__ | M6281 CODE |ECI l |
74 con g?ﬂﬁﬁ_ﬁﬁogg_tju%g .y b. COﬁDETHER Pnocsuugirs ‘1‘5 76 ATTENDING |NPI 1222222222 | l |
wst JACKSON |Fimst IGOR
+ o OTHER PAOCEDURE . 7 - . QOTHER PACGCEDURE
F L CODE i DATE - QDE DATE 77 OPERATING INFI |OUAL' |
| I LAST |F|Rs1'
81CC]
30 REMARKS + 1 B3| 310400000% 78 OTHER = IQUALI |
b LAST |FIFtST
¢ morer | e [oun] i
Ll LAST |F|Rsr

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



EXAMPLE ~ SLP2;
Claim with leave of absence days for regular supportive living program.

Statement Period: 10/01/16 - 10/31/16
Occurrence Span Code 74: 10/04/16 — 10/04/16
Occurrence Span Code 74; 10/20/16 — 10/24/16
Value Code 80 = 25

Value Code 81=6

Legacy Claim Coding:

10/01/16 — 10/03/16 {COS 87)

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

10/20/16 — 10/24/16 (COS 87 with BR Type)
10/25/16 — 10/31/16 (COS 87)

ISA*Q0* *00* *Z7*030230130  *ZZ*37-1320188INT  #161225*1635*A*00501*000525985%0*T*:~
GS*HC*ACME BILLING AGENT*37-2323232*20161225%1635%525986*X *005010X223A2~
ST*837*0001*005010X223A2~
BHT*0019*00*A1CFASCO-2222-484E-9999-08CEE*20161101*083756*CH~
NM1*41*¥2*ACME CORP*****46%*36-9999999~

PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NMI*40%2¥ILLINOIS MEDICAID* ¥***46%37-1320188~
HL¥1**20%1~

PRV*BI*PXC*310400000X ~

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

N3*555 NORTH STREET™

N4* CHICAGO *[L*606141502~

REF*EI*999999993~

HL¥2*1*22*0Q~

NML*¥IL*1*DOE* JOHN****MI*011545209~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

DMG*D8*19260929*M™

NMI1*PR*2*ILLINOIS MEDICAID*****p|*37-13201 88~

N3*201 S GRAND AVENUE E~

NA*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-SLP2*4600***89: A:3¥* A*Y*ky~
DTP*434*RD8*20161001-20161031~

DTP*435*DT*201510151900~

CL1*3*4*30~

REF¥EA*Q0712~

REF*D9*¥122215247135643~

HI*ABK: M6281~

HI*ABI: 16350~

HI*ABF: 25189~
HI*BI:74;:RD8:20161004-20161004%BI1:74:RD8:20161020-20161024~
HI*BE:23:::500*80:::25*BE:81:::6~
NMI1*71*¥1*¥JACKSON*IGOR**¥*)XX*1222222222~



PRV*AT*PXC*207R0O0000X™

LX* 1~

SV2*0240**4500*DA*25~
REF*6R*EI122215247135641-01~
Lx*2~

SV2*0185**100*DA*6~
REF*6R*EI122215247135641-02~
SE*40*0001~

GE*1*525986~
IEA*1*000525985~



T ACME SLF LTC TEST z G T EX AMPLE-SLPZ ? R R
535 NORTH STREET pheR 00712 0893
CHICAGO, 11. 60614502 5 FED. TAX NO. & STATEMENT COVERE PERIOD |7

123456789 100116 E 103116

5 PATIENY NAME Ia i 9 PATIENT ACDRESS |a | 553 NORTH STREET

»| DOE, JOHN »| CHICAGO <|IL_]o] 60614502 ]

10 BIRTHDATE WSEX |1 owm CanRomrveE tssRc|BPR[TST] 0 4 g e w aw m ||

09221926 | M 101515 | 19 3 4 30
31 OCCURRENGE 32 GCCURRENCE GCCURRENCE 31 OCCURRENCE . - GCCURRENCE SPAN 3 OCCURAENCE SPAN . a7
| cooe_ DATE CoDE DATE COZE DATE CODE DATE - FROM THROUGH | CODE FROM THAOUGH
. 100416 100416 74 102016 102416 ls
b ’ p
% Sooe_"RGonT o iGN Cooe g
al 23 500.00 | 80 2500 | 81 6.00
b : : :
c .
d . i
42 REV.CDL. 43 DESCRIPTION 44 HCACS / RATE / HIPPS CODE 435 SERY. DATE 4% EEH-V. UNITS A7 TOTAL CHARGES 48 NON-COVERED CHARGES -;9
] 0240 | ALL INCL ANCIL 100116 25 4500.00 1
2 0185 | LOA/NURS HOME 100416 5 100.00 2
£ 3
4 “
5 5
L3 L]
7 7
a B
9 9
74} 10
1" 11
12|
13|
14| 14
15 15
kL] 18
17| H7
18 ity
13| 19
21 2t
2
= 0001 |PAGE_1  OF 1 CREATION DATE | 110116 4600.00
50 PAYER NAME - A 51 HEALTH PLAN 1D P fo | Fom | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE s6 NPl [ 2999149356
o ILLINOIS MEDICAID 37-1320188 Y Y 57 n
s E o OTHER b
¢ PRV D g
58 INSURED'S NAME ;- - 9P REL| 60 INSURED'S UNIOUE 1052750, e 5 61 GROUP NAME .. .0 | 62 nsURANCE BROUP KO, .
A DOE, JOHN 18 |011545209 A
B B (]
c {5
63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
Al A
a o
[~ [
5] Z5189 16350 - €8
il LT e 2 ] | | §
T PHNCIPAL PROCEDURE . QIHER PROCEDLR b o R PROCEDDRE S 78 ATTENAING |m=n 13392973375 |Mi I
Last JACKSON |F1RST IGOR
 2THER PROCEDUR d copTHER PROCEDUEE OTHER PRO : T OPERATG |~F| 1M| |
LasT [Fsr
50 FEMARKS I’év::f B3] 310400000X 76 GTHER | |NPI |cx;m.| %
b LaST iFIRST
3 79 OTHER | |NPI |0UN.| ]
d LAST FIRST
UG-8 CMS-1950 AFPROVED OMB RO, 0538-055

NUB( e

HE CERZIFICATIONS ON THE REVEASE APPLY TO THIS BILL AND ARE MACE A FART HEREOF



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

Statement Period: 10/01/16 - 10/31/16
Occurrence Span Code 74: 10/05/16 — 10/5/16
Value Code 80 = 30

Value Code 81 = 1

Legacy Claim Coding:

10/01/16 — 10/04/16 (COS 87)

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

ISA*00* *00* *77%¥030230130  *ZZ*37-1320188INT  *161225%1635*A*00501*000525985*0* T+~
GS*HC*ACME BILLING AGENT*37-2323232*%20161225*1635*525986*X*005010X223A2~
ST*837*0001*005010X223A2~
BHT*0019*00*A1CFA5C0-2222-484E-9999-08CEE*20161101*083756%CH™
NM1*41*2*ACME CORP*****45%36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40*2*|LLINOIS MEDICAID*****46%37-1320188~
HL*¥1**20* 1~

PRV*BI*PXC*310400000X ~

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

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2%1%22%0~

SBR*S*lS*******MCw
NMI*IL*1*DOE*JOHN****MI*011545209~

N3*555 NORTH STREET ~

NA*CHICAGO*IL¥*606141502~

DMG*D8*19260929*M™

NML1*PR*2*|LLINOIS MEDICAID*****p|*37-1320188~
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-SLP3*4250***80: A:3¥* A¥ ¥y~
DTP*434*RDA*20161001-20161031~
DTP*435*DT*201609301900~

CL1*3*a*30~

REF*EA*QO712~

REF*¥D9*122215247135643~

HI*ABK: M6281~

HI*AB): 16350 ~

HI*ABF: 25189~

HI*Bl:74:RD&:20161005-20161005~
HI*BE:23:::500%80:::30*81:::1~
NM1*¥71*¥1*JACKSON*IGOR****XX*1222222222~
PRV*AT*PXC*207R00000X"~

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



CAS*CO*45%3150.00%**~
CAS*PR*2*50.00™

AMT*D*1050.00~

OI***Y***YN
NMI*IL*1*DOE*JOHN****M|*(011545209~
N3*555 NORTH STREET ™
NA*CHICAGO*IL*606141502~
NM1*PR*2*HCSC-BCBS OF IL-STD A & B*****p|*30024~
N3*300 EAST RANDOLPH, 13TH FLOOR~
N4*CHICAGO™*IL*60601~
DTP*573*D8*20161210~
REF*2U*00601~

LX*1~

SV2*¥(0240**4150*DA*30~
REFF6R*EI122215247135642-01~
LX*2~

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

GE*1*528986~

IEA*1*000525985~



T ACME SLE LTC TEST 2 B P TEXAMPLE-SLP3 A e
555 NORTH STREET Ee 00712 0893
CHICAGO, IL 60614502 5 FED. TAX NO. B SITEMENT CoVERSPERCD [T
23456789 100116 | 193116
& PATIENT NAME }al 9 PATIENT ADDRESS |a| 555 NORTH STREET
b| DOE, JOHN 5| CHICAGO [-[ 1L [a} 60614502 B!
10 BIRTHDATE 158X [13 pare  “USHR MTYPE 5sAg[BDHR[TSIN| o gy o COPMONSOOES, w5 2 o |semel|
09291926 [ M 093016 19 | 3 | 4 30 | |
Cove DAt oot D Cove" Date S cone T ORom e rpouen |
a 74 100516 100316 la
b ]
* Cone _ Midier cooe st G
al 23 500.00 | 30 3000 | 81 £.00
]
c
d
42 AEV.CD. | 43 DESCRIPTION 44 HGPCS / RATE / HIFFS CODE 45 GERV. DATE 46 SEH-\': UNITS 47 TOTAL CHARGES 48 HON-COVERED CHARGES |49
f| 0240 | ALL INCL ANCIL 160116 30 4150.00 1
z 0182 | LOA/PT CONV 100516 1 100.00 2
a &)
4 4
E L]
L) ]
? 7
(] 4
L] 9
10] 10
1 11
137] 12
11 13
1 ALY
15 15
1% 16
kH 17
18; - 18
19 19
e e b e v b s s s e e e - B
4 21
= 0001 |PAGE_1 OF _1 CREATION DATE 110t16 OTA 4250.00 =
50 PAYER NAME §1 HEALTHPLAN i0 Foma| Foa, |54 PRIOR PAYMENTS 55 EST. AMOUNT DUE senel | 2999149356
A HCSC-BCBS OF IL-STD A&B 00601 1050.00 57 A
s ILLINOIS MEDICAID . 37-1320188 v |1y : OTHER n
d ' . . . ervin ¢
58 HSURED'S NAME 52RAE | 60 INSURED'S UNIGUEID - 51 GROUP NAME - 62 INSURANGE GROUP NO.
4 DCE, JOHN 18 | 011545209A A
o] DOE, JOHN - 18 | 011545209 " g
< i
53 TREATMENT AUTHORIZATION CODES 64 DOGUMENT CONTAGL NUMBER 55 EMPLOYER NAME
A A
B B
[ ©
ool 25189 16350 g8
wg i = Y | | g
— PrINCIPAL PROCEDURE o QTHER PROCEOURE o o FERPROCEDURE ~ TeATENDRG [ 1223772222 o] ]
LasT FACKSON |F1RST IGOR
o R o PO morenne ] 1
LasT [Fest
BO REMARKS [P B3] 310400000X motien | [ 2
b LasT FIRST
c 73 OTHER E |m’| iow.l.l |
d LasT FIRST
0663 EifSi750 AFPROVED OMB NO. 63938-009

NUBC &

HE CERTIFICATIONS ON THE REVERASE APPLY TO THIS BILL ANC ARE MAGE A PARY HEREQE



EXAMPLE ~ SLP4:

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

Statement Period: 10/01/16 — 10/15/16

Discharge Status Code =02

Value Code 80 =14

Legacy Claim Coding:

10/01/16 - 10/14/16 (COS 86)

ISA*00* *00* *77*%030230130  *77*37-1320188INT  *161225*1635*A*00501*000525985*0*T*:~
GS*HC*ACME BILLING AGENT*37-2323232%20161225%1635*525986*X*005010X223A2~
ST*837*0001*005010X223A2~
BHT*0019*00*A1CFASC0-2222-434E-9999-08CEE*20161101*083756*%CH™
NM1*41*2*ACME CORP*****46%36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECGRP.COM™
NM1*40*2*ILLINOIS MEDICAID*****46%37-1320188~
HL*1**20%1~

PRV*BI*PXC*311500000X~

NM1#85*2*SF LTC TEST*****XX*2995149356 ~
N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*E[¥999999999~

HL¥2%1%22*0~
NMI1*IL*1*DOE*JOHN****MI*011545209~

N3*555 NORTH STREET ™~

NA*CHICAGO*IL*606141502~

DMG*D8*19260929% M~

NMI1*PR*2*ILLINOIS MEDICAID*****p|*37-1320188~
N3*2015 GRAND AVENUE E~
NA*SPRINGFIELD*IL*62763~

CLM*EXAMPLE - SLP4*1400* **80:A 1 ¥¥A*YHy~
DTP*096*TM*1300~
DTP*434*RD8*20161001-20161015~
DTP*435*%DT*201610011900~

CL1*3*4*02~

REF*EA*0QQ712~

REF*DO*122215247135643~

HI*ABK: M62381~

HI*ABJ: 16350~

HI*ABF: Z5189 ~

HI*BE:23:::500*BE:80:::14~
NM1*71*1*JACKSON*IGOR***¥*XX*1222222222~
PRV*AT*PXC*207R0O0000X

LX*1~

SV2*0240%*1400*DA*14~
REF*6R¥EI122215247135643-01~



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



" ACME SLF LTC TEST 2 TR T EXAMPLE-SLPA
555 NORTH STREET B 00712
CHICAGO, IL 606141502 5 FED, TAX NO. N BV e |7
123456789 100116 I 101316
8 PATIENT NAME ia ! 9 PATIENT ADDRESS |n | 555 NORTH STREET
&| DOE, JOHN o| CHICAGO [e]IL [<] 606141502 [o]
10 BIRTHDATE VISEX |1 pare  CGGHR 1aTYPE 1sSRo|ISDHR[ITSTT] g gp gz o CRUTONEODSS, w27 2 |EwiE |
09291926 | M oot 19 [ 3 F 4 |13 ] 02 | [ |
31 OCCURRENGE GCCURRENGE CCCUAR £ GCCURAENCE SPAN £ GCCURRENGE SFAN )
coDE DATE DE DATE oD CODE FROM THROUGH | CODE FACM THROUGH
. h
b P
g Gl . " .
af 23 500.00 | 80 14,00
X .
G
d
42 REV. CD. 43 DESCRIPTION 44 HOPCS / RATE f HIPPS CODE 45 SEAV. DATE 46 SEAV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 4z
s| 0240 | ALLINCL ANCIL 100116 14 1400.00 1
2 F
3 3
a 4
£ 5
L -3
T T
] 2
9 L)
1) 10
11 11
32| 12
13 13
14] 14
15 15
1G] \3
17) 7
10} \L3
19} 19
20} sl
F1] al
22| 12
=# 0001 |PAGE_ 1 OF _1 CREATION DATE 110116 OTA 1400.00 21
50 PAYER NAME 5% HEALTH PLAN 1D e _kff‘ 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE ssNPI | 2999149356
Al ILLINOIS MEDICAID 37-1320188 Y Y 57 oS
© OTHER o
¢ PRV ID c
58 INSURED'S NAME 50 R AEL| 60 INSURED'S UNIQLE 1D 61 GROUP NAME 62 INSURANGE GROUP NO.
A DOE, JOHN 18 011545209 i
[1} B
C| ¢
&3 TREATMENT AUTHORIZATION CODES 54 DOCUMENT GONTROL NUMBER 65 EMPLOYER NAME
Al A
g n
C c
@ 75189 16350 =
B ACHT [ 16281 TOPATIENT e |§%| l [ 3
copp oGk e 7 TSATIENDING W 1222222222 foua] T
tastT JACKSON |i-‘ms1‘ [GOR
ot o PRacEnUA 77 OPERATING INPJ ]ow.l.l |
LAST IFIHST
80 FEMARKS EIIC;.? B3{ 31i500000X 78 OTHER E lNPJ |OUAL| I
b LAST 'FIHS'{
G 79 OTHER I |NPi ]QUALl |
d LasT FIRST
U503 CRS-1450 APPROVED OMB NG, 1035059 THE CERTIFICATIONS ON THE REVERSE APPLY 10 THS BILL AND ARE MAGE A PART HEREOR

NUBC &azs



EXAMPLE ~ SLPS5:

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

Statement Pericd: 10/01/16 — 10/15/16

Discharge Status Code = 20

Value Code 80 = 15

Legacy Claim Coding:

10/01/16 — 10/15/16 (COS 86)

ISA*Q0* *00* *ZZ*030230130  *Z22%37-1320188INT  *161225%1635*A*00501%000525985%0* T*:~
GS*HC*ACME BILLING AGENT*37-2323232*20161225*1635%525086*X*005010X223A2~
ST*837*¥0001*005010X223A2~
BHT*0019*00*A1CFASC0-2222-484E-9959-08CEE*20161101*083756%CH~
NM1*41*2* ACME CORP***¥*46%36-9999399~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40*2*ILLINCIS MEDICAID*****¥46%¥37-1320188~
HL*1%*20% 1~

PRV*BI*PXC*311500000X~

NM1*85%2*SLF LTC TEST*****XX*2957979356 ~

N3*555 NORTH STREET~

N4* CHICAGO *1L*606141502~

REF*EI*999999999~

HL*2*1*22%0~
NMI1*IL*1*DOE*JIOHN****MI*(311545209~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

DMG*D8%19260929* M~

NMI*PR*2*ILLINOIS MEDICAID*****p|*37-1320188~
N3*201S GRAND AVENUE E™
N4*SPRINGFIELD*IL*62763~

CLM*EXAMPLE —SLP5*1400%**89: A4 *¥*¥ A¥*Y*Y~
DTP*096*TM*1300~
DTP*434*RD8*20161001-20161015~
DTP*435*%DT*2016059301900~

CL1*3%4*20~

REF*EA*Q0Q712~

REF*D0*122215247135643~

HI*ABK: M6281™

HI*ABJ: 16350~

HI*ABF: 25189 ~

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

NMI1*71*1*JACKSON* |GOR****XX*1222222222~
PRV*AT*PXC*207R00000X

LX*1~

SV2*0240**1400*DA* 15~
REF*AR*EI122215247135644-01~



SE*37*0001~
GE*1*525986~
[EA*1*000525985~



T ACME SLF LTC TEST z TP T EXAMPLE-SLP5
555 NORTH STREET bMED1 00712
CHICAGO, IL 606141502 5 FEQ, TAX NO. 8 sg;gii.ism &':0\-‘5!3:_I ;grﬂgg 7
123456789 100116 101516
& PATIENT NAME In! 9 PATIENT ADDRESS |a[ 555 NORTH STREET
b| DOE, JOHN »| CHICAGO [e[ 1L fa] 606141502 v
10 BIRTHOATE 152 | o gae BB VeTYPE 1sshc|!SDMRITSTAT | g 19 20 2 ee ORSORES % o o | eer |
09291926 | M 0930161 19 3 4 i3 20 I
%ODEGCCURRED%E Hoe oA Coor e : °E§8§“E”°E SPANTHFOUGH hoe T
L |+
b B
® B Wit
ar 23 500.00
b
c
d
4ZREV.CO. | 43DESCAIPTION 44 HOPGS / RATE / HIPPS CODE 45 SERV, DATE 46 SEAV, UNITS 47TOTAL CHARGES 48 HON-COVEREDCRARGES | 49
11 0240 | ALL INCL ANCIL 100116 15 1400.00 !
2 2
a 3
1 4
5 5
L] [
7 7
[] a
8 2
10} i
11| al
17 12
13} [k}
14 14
18] 15
16} 18
17| 17
18 it
14 19
20 a0
E2] 21
22 22
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