CLAIM EXAMPLES FOR INTERMEDIATE CARE SERVICES FOR
SKILLED NURSING AND INTERMEDIATE CARE FACILITIES (PT 33)

EXAMPLE ~ ICFSN1:
Skilled Nursing Facility billing claim for recipient residing in an intermediate care bed.

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

Legacy Claim Coding:

10/01/16 — 10/31/16 (COS 71)

ISA*00* *00* *Z2*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*005010%223A2~
BHT*0019*00*A1CFA5C0-2222-484E-9999-08CEE*20161101*083756*CH~
NM1*431*2*ACME CORP*****46*36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM~
NM1*40*2*ILLINOIS MEDICAID*****45%37.1320188~
HL*1**20*1~

PRV*BI*PXC*314000000X~

NM1*85*2*ACME LTC TEST*****XX*1234567893 ~
N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2*%1*22*0~

SBR*P*].B*******MC"
NM1*IL*1*DOE*JOHN****M|*011545209~

N3*555 NORTH STREET ~

N4*CHICAGO*IL*606141502~

DMG*D8*19260925* M~

NM1*PR*2*ILLINOIS MEDICAID*****p[*37-1320188~
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-ICFSN1*5000***65:A:2 ** pA*y*y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201610011900~

CL1*3*4*30~

REF*EA*0Q712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189~

HI*BE:23:::500*BE:80:::31~

NM1*71*1*JACKSON*IGOR* ***XX*1222222222~
PRV*AT*PXC*207R00000X~

LX*1~

SV2*0110**5000*DA*31~




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

GE*1*525986™
IEA*1*000525985~
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EXAMPLE ~ ICFSN2;

Skilled Nursing Facility billing claim for recipient residing in an intermediate care bed with leave of
absence days.

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 71)

10/04/16 - 10/04/16 (COS 71 with BR Type)
10/05/16 - 10/19/16 (COS 71)

10/20/16 — 10/24/16 {COS 71 with BR Type)
10/25/16 - 10/31/16 (COS 71)

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*ILLINOIS MEDICAID*****46*37-1320188~
HL*1**20*1~

PRV*BI*PXC*314000000%~

NM1*85*2*ACME LTC TEST*****¥X*1234567893 ~

N3*555 NORTH STREET™

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2*1%22*0~

SBR*P*‘IB*******MCN

NMI1*IL*1*DOE*JORN****M[*011545209~

N3*555 NORTH STREET ~

N4*CHICAGO*IL*606141502~

PMG*D8*19260929* M~

NMI*PR*2*ILLINOIS MEDICAID*****p|*37.1320188~

N3*201 S GRAND AVENUE E~

N4*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-ICFSNZ*4600***65:A;3* *A*Y*Y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201510151900~

CL1*3*4*30~

REF*EA*0D0712~

REF*D9*122215247135643~

Hi*ABK: M6281~

HI*ABJ: (6350~

HI*ABF: Z5189~
HI*BI:74:RD8:20161004-20161004*BI:74:RD8:20161020-20161024~
HI*BE:23:::500%80:::25*BE:81:::6~



NM1*71*1*JACKSON*IGOR****XX*1222222222~
PRV*AT*PXC*207R00000X™
LX*1~

SV2*0110**4500*DA*25~
REF*6R*EI122215247135641-01~
LX*2~

5v2*0185**100*DA*6~
REF*6R*EI122215247135641-02~
SE*40*0001~

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



T ACMELIC TEST ? 2 e TEXAMPLE-ICFSN2 m
555 NORTII STREET i TR T h0712 0653
CHICAGO, IL 60614502 5 FED TAX hO T s L

123456789 10016 [ 103116

8 PATIENT NAKE l. I 9 PATIENT ADORESS M 535 NORTH STREET

e| DOE, JOIIN b[ CHICAGO - [s] L |« 60614502 []
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EXAMPLE ~ ICF3:

Skilled Nursing Facility billing claim for recipient residing in an intermediate care bed with a leave of
absence day and TPL reported on claim.

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 71)

10/05/16 — 10/05/16 (COS 71 with BR Type)
10/06/16 - 10/31/16 (COS 71)

ISA*00* *00* *2Z2*030230130 *ZZ*37-1320188INT *161225*1635*A*00501*000525985*Q*T*:~
GS*HC*ACME BILLING AGENT*37-2323232*20161225*1635*525986*X*005010X223A2~
ST*837*0001*005010%223A2~
BHT*0019*00*A1CFA5C0-2222-484E-9999-08CEE*20161101*083756*CH~
NM1*41*2*ACME CORP*****465*36-9599999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™
NM1*40*2*ILLINOIS MEDICAID*****46*37-1320188~
HL*1**20*1~

PRV*BI*PXC*313MO00000X~

NM1*85*2*ACME LTC TEST*****XX*1234567893 ~
N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2*1*22*0~

SBR*S*IS***#***MCA.
NM1*IL*1*DOE*JOHN****M|*011545209~

N3*555 NORTH STREET ~

N4*CHICAGO*IL*606141502~

DMG*D8*19260929*M~

NM1*PR*2*ILLINOIS MEDICAID*****P|*37-1320188~
N3*201 S GRAND AVENUE E~
NA*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-ICF3*4250* **65: A:3* ¥ A*y*Y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201609301900~

CL1*3*4*30~

REF*EA*D0712~

REF*D9*122215247135643~

HI*ABK: M&6281~

HI*ABJ: 16350 ~

HI*ABF: 25189~

HI*BI:74:RD8:20161005-20161005~
HI*BE:23:::500*80:::30*81:::1~
NM1*71*1*JACKSON*IGOR* ***XX*1222222222~
PRV*AT*PXC*207R00000%™



SBR*P*18** HCSC-BCBS OF IL-STD A & B *****BC~
CAS*CO*45*3150.00* **~

CAS*PR*2*50.00~

AMT*D*1050.00~

Ol1** *Y***YN
NMLI*IL*1*DOE*JOHN****MI*011545209A~
N3*555 NORTH STREET ~
N4*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*20161201~

REF*2U*00601~

LX*1~

SV2*0110**4150*DA*30~
REF*6R*EI122215247135642-01~

LX*2~

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

GE*1*528986~

IEA*1*000525985~



' ACME LTC TEST H 20| EXAMPLE-ICF3 L
555 NORTII STREET Beaenl 00712 | 633
CHICAGO, IL 60614502 5 FED TAX NO. 4 ?;Iﬂgm"l ﬁiE'ﬁ;E’?’gg b
123456749 1otie | 103116
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EXAMPLE ~ ICF4:

Claim for Medicaid covered days prior to discharge to hospital.
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 71)

[SA*00* *00* *ZZ*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*****46*36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™~
NM1*40*2*ILLINCIS MEDICAID*****46*37-1320188~
HL*1**20*1~

PRV*BI*PXC*313MO00000X™

NM1*85*2*ACME LTC TEST*****XX*1234567893 ~
N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*E1*999999999~

HL*2*1*22*0~

SBR*P*IS*******MC'\'
NM1*IL*1*DOE*JOHN****MI*011545209~

N3*555 NORTH STREET ~

N4*CHICAGO*IL*606141502~

DMG*D8*19260929* M~

NM1*PR*2*ILLINOIS MEDICAID*****p[*37-1320188~
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~

CLM*EXAMPLE -ICFA*1400***65:A: 1* *A*Y*y~
DTP*096*TM*1300~
DTP*434*RD8*20161001-20161015~
DTP*435*DT*201610011900~

CL1*3*4*02~

REF*EA*00712~

REF*D9*122215247135643~

HI*ABK: M6231~

HI*AB): 16350~

HI*ABF: 25189 ~

HI*BE:23:::500*BE:80:::14~
NM1*71*1*JACKSON*IGOR****XX*1222222222~
PRV*AT*PXC*207R00000X

LX*1~

SV2*0110**1400*DA*14~
REF*6R*EI122215247135643-02~



SE*37*0001~
GE*1*525986~
IEA*1*000525585~



T ACMELTC TEST z Bl EXAMPLE -ICF4
555 NORTH STREET hoEs| 00712 | 06351
CHICAGO, 1L 60614502 S FEDL TAX NO. T STATENERT coven"_?‘ TERED 7

123456785 100116 | 101516

8 PATIENT NAME [«] 9 PTIENT apDRESS  [a | 555 NORTH STREET

o| DOE, JOHN . o| CHICAGO [e] 1 [e[ 60614502 J=|
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b b
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EXAMPLE ~ ICF5:

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

Statement Period: 10/01/16 — 10/15/16

Discharge Status Code = 20

Value Code 80 = 15

Legacy Claim Coding:

10/01/16 — 10/15/16 (COS 71)

ISA*00* *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*A1CFAS5C0-2222-484E-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*37-1320188~
HL*1**20*1~

PRV*BI*PXC*313M00000X~

NM1*85*2*ACME LTC TEST*****XX*1234567893 ~
N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999995999~

HL*2*1*22*0~

SBR*P*IB*******MC“’
NML1*IL¥*1*DOE*JOHN****MI*011545205~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

DMG*D8*19260929*M~

NM1*PR*2*|LLINCIS MEDICAID*****P|*37-1320188~
N3*201 S GRAND AVENUE £~
N4*SPRINGFIELD*IL*62763~

CLM*EXAMPLE —ICF5* 1400* **65; A4 * *A*Y*y~
DTP*096*TM*1300~
DTP*434*RD8*20161001-20161015~
DTP*435*DT*201609301500~

CL1*3*4*20~

REF*EA*00712~

REF*DS*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: Z5189 ~

HI*BE:23:::500*BE:80:::15~
NM1*71*1*JACKSON*IGOR****XX*1222222222~
PRV*AT*PXC*207R00000X

LX*1~

SV2*0110**1400*DA*15~
REF*6R*E1122215247135644-01~



SE*37*0001~
GE*1*525986~
IEA*1*000525985~



¥ ACME LTC TEST z lﬁg’, EXAMPLE -ICF5 S S
555 NORTH STREET heso] 00712 I 0654
CHICAGO, IL 60614502 5 FED. TAX NO. .
123456784 100116 | 101516
B PATIENT NAME Ja] 9 PATIENT ADDRESS |a] 555 NORTH STREET
o] DOE, JOHN o] CHICAGO [c]1L Te] e0614502 bl
LEAG T X |12 owe  “CRRRCITveE 1ssacl®DHR[TST] 4 g g 5 copomONgODES oz o SR
09291926 | M 003016] 19 ] 3 ] 4 | 13 [ 20 | |
31 OCCURRENGE 3 OGCURRENCE L} GCCURRENCE SPAN 7] GCCURRENCE SPAN 37
| cope DATE DATE CODE FROM mroucn | cove FROM __ THAQUGH
- 3
[ o
8B 29 WALLE COLES 41 VALUE CODES
ALTOUNT DA AMOUNT
al 23 500.00
b
c
d
42 REV.CO. | 43 DESCRIPTION 44 HCPCS # MATE / HIPPS CODE 4% SERV. DATE 48 SEAV. UNTTS 47 TOTAL CHARGES 48 NON-COVERED CHARGES | 49
't 0110 | ROOM - BOARDY PVT 100116 15 1400.00 g
2 2
3 1
L) a
[} L]
L] L]
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L] L]
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"7 12
L 13
i .
Ll 13
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# 0001 |PAGE_|  OF _1 CREATION DATE 110116 o}/ 1400.00 i
S0 PAYER NAME 5t HEALTH PLAN 10 Tral [aso] 24 proR PAYMENTS 55 EST. AMOUNT DUE senm | 1234567893
4 ILLINOIS MEDICAID 37-1320188 Y| |Y 57 o
° OTHER g
€ PRV ID c
38 INSURED'S NAME 50 P REL| 60 INSURELY'S UNIGUE 1D 61 GROUP NAME 62 INSURANCE GROUP NO.
4l DOE, JOHN 18 |011545209 -
B L
L= &
83 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 65 EMPLOVER NAME
Al o
o] 3
q c
w2 Z5189 16350 Jee
] I I °
TATTENDING | (231222222 jouu| |
ust JACKSON [rmst 1IGOR
coﬂg‘min FRDCEDUETE r:m;?‘mm I‘HUCEUHI;E\ 77 OPERATING Ilﬂ |G.|M.| |
LasT |
80 REMARKS ,,C B3 313M00000X 7momen | he I
b Last [rimss
c romen | o] ]
d LasT FIRST
UG-8 G5 1450 APPROVED CMB NO. D936-099' HE CERTIFICATI N THE REVERSE APPLY HIS BiLL AND AH E A FAHT HERE!

NUBC &=vees




EXAMPLE ~ ICF 6:

Claim for recipient in a Medicaid bed who has Medicare Advantage Plan (MAP) coverage on system but
not in a Managed Care Program, with leave of absences on claim.

Statement Period: 10/01/16 — 10/31/16
Occurrence Span Code 74: 10/04/16 — 10/4/16 and 10/20/16 — 10/24/16
Discharge Status Code = 01

Value Code 80 = 24

Value Code 81=6

Legacy Claim Coding:

10/01/16 — 10/03/16 (COS 71)

10/04/16 - 10/04/16 (COS 71 with BR Type)
10/05/16 — 10/19/16 (COS 71)

10/20/16 — 10/24/16 (COS 71 with BR Type)
10/25/16 — 10/30/16 (COS 71)

ISA*00* *00* ¥ZZ*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*****46*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*313MO00000X~

NM1*85*2*ACME LTC TEST*****XX*1234567893 ~

N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2%1*22*0~

SBR*P*IS*******MC-\'

NM1*IL*1*DOE*JOHN****MI*011545209~

N3*555 NORTH STREET ~

N4*CHICAGO*IL*606141502~

DMG*D8*19260929*M~

NM1*PR*2*ILLINOCIS MEDICAID*****P|*37-1320188~

N3*201 S GRAND AVENUE E~

N4*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-ICF6*3300***65:A:1* *A*Y*Y~

DTP*96*TM* 1400~

DTP*434*RD8*20161001-20161031~

DTP*435*DT*20161001900~

CL1*3*4*01~

REF*EA*00712~

REF*D9%*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189~
HI*BI:74:RD8:20161004-20161004*BI:74:RD8:20161020-20161024~



HI*BE:23:::500*BE:80:::24*BE:81:::6~
NM1*71*1*JACKSON*IGOR****XX*1222222222~
PRV*AT*PXC*207R00000X~

SBR*P*18** MOLINA4*****Hp~
CAS*CO*45*1000.00***~

CAS*PR*2*50.00~

AMT*D*2150.00~

Ol***Y***Y!\o
NMI1*IL*1*DOE*JOHN****Mi*011545209A"~
N3*555 NORTH STREET ~
N4*CHICAGO*IL*e06141502~
NM1*PR*2*MOLINA MEDICARE ADVANTAGE*****p|*30024~
N3*233 EAST PEORIA ROAD™
N4*CHICAGO*IL*60601~
DTP*573*D8*20161101~

REF*2U*92001~

LX*1~

SV2*0110**2700*DA* 24~
REF*6R*E1122215247135645-01~

LX*2~

SV2*0182**100*DA*1~
REF*6R*EI122215247135645-02~

LX*3~

SV2*0185**500*DA*5~
REF*BR*EI122215247135645-03~
SE*S7*0001~

GE*1*525986~

IEA*1*000525985~



' ACME LTC TEST e D EXAMPLE - ICF6 m
555 NORTH STREET bes 00712 0651
CHICAGO, IL 60614502 £ FED TAX MO . 5,';&_@" covsn‘s:'geom E

123456789 100116 | 103116

8 PATIENT NAME [« oPaTENT ADDRESS  [a| 555 NORTH STREET

o} DOE, JOHN v| CHICAGO [e[iL [a] 60614502 fo]

L OATE WSEX 1 pare  *T3WA e Tvre 1ssc |18 DR hrsmr| g w2 T e T # ;20 |eree |

09261926 [ M 100116] 19 ] 3 ] 4 |13 ] ol [ '_
01 _OCCURRENGE 33 _OCCURRENCE 35 OCCURRENCE SPAN ] OCCURRENCE SPAN ar
CODE DATE o CObE DATE CODE FROM tiRouon | cope FROM THAOUGH
. 74 100416 100416 | 74 102016 102416 b
b 3
3 w vuﬂs_mgmooes o mfﬁ&&fcﬁs |
al 23 500,00 | 80 2400 | 81 6.00
b
c
d
42 REV.CD. 43 DESCRIPTION 44 HCPLS ! NATE / IPPS CODE 48 SEAV.DATE A8 SERV UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES a9
' 0110 | ROOM - BOARDY PVT 100k 16 o2} 2700.00 '
i1 0182 | LOA/PT CONV 100416 1 100.00 ]
)| 0185 | LOA/NURS HOME 102016 5 500,00 ]
4 4
[ ] [ ]
L] L]
¥ T
. L]
’ ’
o (L]
1] i}
17 it}
L Lk
" 14
18 tL]
" Ul
17| g
1| 1
1 18
0 [0
Ea] ]
n| -]
# 0008 | PAGE_ 1 _ OF _ 1| CREATION DATE o116 OTA 3300.00 2]
50 PAYER NAME 51 HEALTH PLAN ID Fora] [oce'| 54 PRIOR PaYMENTS 55 EST. AMOUNT DUE sene | 1234567893
4 MOLINA MEDICARE ADV 92001 Y Y 2150.00 57 o
o[ ILLINOIS MEDICAID 37-1320188 Y Y ofHER J
[~ PRY 1D lc
58 INSURED'S NAME 52 P.AEL| B0 INSURED'S UNKQUE ID 81 QGROUP NAME B2 INSURANCE GROUP O,
4 DOE, JOHN 18 | 0§1545209A o
o] DOE, JOHN 18 | 011545209 o
o [
€2 TREATMENT AUTHORIZATION CODES 84 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
a A
[ »
= c
651 25189 16350 .
R DT, H_??I | [ ”
T oRRCPAL PHEE 78 ATTENDING —Fﬁ 1222322223 |°U“-| |
st JACKSON [rrst 1GOR
cor:%mm iinun_:n)ux’:}‘-l”‘_ congmen PF!DCEDUFI!:'EME r:ouDEW[ # wu(;u;ur:]iw 77 OPERATING h.,' |0JA|.| {
LasT IFIRSI‘
T P B3] 313M00000% moven | o o] ]
b LAST IFIFET
c nomer | e Joun] ]
9 Last FIRST
UB-04 CMS: 1450 AP D OMB NO. 0938-099 Hi TIF I ON [HE HEVI APPLY 10 FHIL

NUBC =moi

ILL AND ARE MALE A

HERE:



EXAMPLE ~ ICFDTT7:

Claim for Developmental Training Services.
Statement Period: 10/01/16 — 10/31/16

Value Code 80 = 31

Legacy Claim Coding:

10/01/16 — 10/31/16 (COS 83)

ISA*00* *00* *Z7*030230130 *ZZ*37-1320188INT  *161225*1635*~*00501*000525985*Q*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*****45+*36-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM™~
NM1*40*2*ILLINOIS MEDICAID*****46*37-1320188~
HL*1**20*1~

PRV*BI*PXC*313MO00000X™

NM1*85*2*ACME LTC TEST*****XX*1234567893 ~
N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2*1*22*0~

SBR*P*lB*******MC:v
NM1*IL*1*DOE*JOHN****M|*011545209~

N3*555 NCRTH STREET ~

N4*CHICAGO*IL*606141502~

DMG*D8*19260929*M~

NM1*PR*2*ILLINOIS MEDICAID*****p|*37-1320188~
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-ICFDT7*1800***79:A:2**A*Y*Y~
DTP*434*RD8*20161001-20161031~
DTP*435*DT*201610011900~

CL1*3*4*30~

REF*EA*QQ712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189 ~

HI*BE:24:::481*BE:80:::31~
NM1*71*1*JACKSON*IGOR****XX*1222222222~
PRV*AT*PXC*207R00000X~

LX*1~

SV2*0942**1800*DA*31~
REF*6R*EI122215247135646-01~

SE*35*0001~

GE*1*525986™

IEA*1*000525985~



' ACME LTC TEST

z 2P TEXAMPLE - ICFDT7
355 NORTH STREET bME 1 00712
CHICAGO, IL 60614502 S FED TAX NO M
123456789 100116 [ 103116 |
9 PATIENT NAME [o] B PATIENT ADDRESS Js| 555 NORTH STREET
v| DOE, JOHN _ o| CHICAGO . [e| 1. To] 60614502 [«
QOBIRTIOATE nsex |i; pare “OSWA rrvee sssec|worAfirsr| o M e 0z s il
09291926 M iwoensf1e [ 3] 4 30 . "]
[ OCCURRENCE %) OCCURRENGE 5 GCCURRENGE SPAR N OCCURRENCE SPAN EQ
CoDE DATE Cove DATE cone FROM mhRovan | cong FROM THROUGH
L] p
b 4
) 39 VALUE CODES [ VALUE CODES
c AMOUNT CODE AMOUNT
al 24 4§1.00 | 80 31.00
b
¢
d
42 AEV.CO. 43 DESCRIPTION 44 HCPCS T RATE | HIPPS CODE 45 SEAV. DATE 48 SEAV. UNITS 47 TOTAL CHARGES 48 NON COVERED CHARGES £ )
*| 0942 | EDUC/TRAINING 100116 Ell 1800.00 ¢
H 3
3 3
4 4
5 [ ]
L] L]
T ¥
L] L]
’ L]
0| 9
"] i}
12 2
LE 3
" (L}
Ll k3
" (]
1 2
1 il
" 18
208 b
n ]
-]
= 000l |PAGE_| OF _1I CREATION DATE L0116 OTA 1800.00 ]
50 PAYER NAME 31 HEALTH PLAN 1D S _Wmon PAYMENTS $5EST. AMOUNT DUE senm | 1234567893
4 ILLENOIS MEDICAID 37-1320188 Y Y 5 o
L OTHERA 3
¢ PRV ID -
58 INSURED'S NAME 5P AEL | 60 INSURED'S UNIOUE 1D 61 GROUP NAME 62 INSURANCE GROUP NO.
& DOE, JOHN 18 | 011545209 -
B -
[ J
63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 45 EMPLOYER NAME
Al L)
L i
C| <
B Z5180 16350 %
59 ﬁmr M6281 TOPATIENT jé I I | |n
T NG oM PROCLUURE i 78 ATIENDING I"P' 12237277927 |w~_| l
wst JACKSON [Fest IGOR
Cmcé)mm vuocluuvlajzﬁw mgmen PROCEDU?JE\T: cmﬁ:m[ mwu)cun:ﬁ[a}sw 77 OPERATING I"P' |D\.w.| I
| [ | LAST [First
pryyren T B3] 31 3M00000X nomen | o oa] ]
b LAST [Fiest
79 OTHER | Im |o.w.| I
¢ LAST |Fmsr
U0 07 G395 APFROVED CWB NO, 170059 FE CERTIFICATIONS DN THE AEVETISE APPLY 10 THIS BILL AND ARE MADE A FART HER

NUBC =pmmes



EXAMPLE ~ ICFDTS:

Claim for Developmental Training Services for recipient who has dis-enrolled from Developmental
Training Agency.

Statement Period: 10/01/16 — 10/15/16

Discharge Code =70

Value Code 80 = 14

Legacy Claim Coding:

10/01/16 — 10/14/16 (COS 83)

ISA*00* *00* *ZZ*030230130 *ZZ*37-1320188INT  *161225*1635*~*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*****456*37-1320188~
HL*1**20*1~

PRV*BI*PXC*31300000X~

NM1*85*2*ACME LTC TEST*****XX*1234567893 ~
N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2*1*22*0~

SBR*P*IB*******MC&-
NM1*IL*1*DOE*JOHN****M|*011545209~

N3*555 NORTH STREET ~

N4*CHICAGO*IL*606141502~

DMG*D8*19260929*M~

NMI1*PR*2*ILLINCIS MEDICAID*****p(*37.1320188~
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763~
CLM*EXAMPLE-ICNFDT8*800***79:A:1* ¥ A*Y*y~
DTP*096*TM* 1400~
DTP*434*RD8*20161001-20161015~
DTP*435*DT*201610011500~

CL1*3*4*70~

REF*EA*00712~

REF*D9%122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189 ~

HI*BE:24:::1480*BE:80:::14~
NM1*71*1*JACKSON*IGOR* ***XX*1222222222~
PRV*AT*PXC*207R00000X™

LX*1~

SV2*0942**300*DA*14~
REF*6R*EI122215247135647-01~



SE*36*0001~
GE*1*525986~
IEA*1*000525985~



' ACME LTC TEST 2 &5 EXAMPLE - ICFDTS
535 NORTH STREET i EHE 0791
CHICAGO, IL 60614502 5 FED TAX NO, T ST CoveRs P |7
123456789 o116 | 101516
8 PATIENT HAME a] seamient apoaess o] 555 NORTH STREET
v| DOE, JOUN - u| CHICAGO _ fe[ 1L Jof 60614502 [of
oot USEX{ie oare  “OSRATervee wssecieommoswr] T combmoncooes | w2z o ||
09291926 | M 100116 19 | 3 4 14 70 o l '
31 OCGURRENCE 33 OCGURRENCE 3 GCCURRENCE SPAN 3% GCCURRENCE SPAN 7
CODE DATE CODE OATE 0 conE _FAOM THRouck | cone From THAOUGH
» o
| h
al 24 1480.00
b
¢
d
42 REV. €0, 43 DESCRIPTION A% HCFCS 1 RATE { HIPPY DO0E 45 LERV, DATE 48 SERV.UNITS 47 TOTAL CHARGES 48 HON.COVERED CHARGES "
‘| 0942 | EDUC/TRAINING 100116 14 800,00 g
H ]
] 3
1 4
13 L]
L] L]
7 T
L] L]
' L
10} {L]
1" l
13 l
13 13
14] 14
14 18
19 Wl
17 1r
1 "
Ll "
20| B9
n =]
H
000 V PAGE_1 _ OF _| CREATION DATE | 110116 800.00 z
50 PAYER HAME 51 HEALTH PLAN 10 ﬁ -E_: 54 PRIOR PAYMENTS 58 EST. AMOUNT DUE senPr | 1234567893
4 ILLINOIS MEDICAID 37-1320188 YI|IY 57 "
[ OTHEA o
= PRV 1D Ic
58 INSURET'S NAME 50 RAEL| 50 INSURED'S UNIDUE 1D 81 GROUP NAME 82 INSURANCE GROUP NO.
4 DOE, JOHN 18 |011545209 o
L o
q c
63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER €5 EMPLOVER HAME
L A
L L
o G
%] Z5189 16350 ]
féo | I I B
oI pRoTTL, CATE 76 ATTENDING Fﬂ 1221223222 IGMLI I
st JACKSON Imm IGOR
Cn”:émm PROCE nu;&m cmgmau PROCEDU%ETE 77 OPERATING P‘p' lml I
| LAST annsr
63 AEMARAKS T B3 313M00000% rothen | e [ou] ]
b LAsT ||=nnsr
c nover | e I
¢ LasT FtRST
UB-04 CMS- 1450 APPH MEB NO. 0938-099: HI ICAHONS ON THE HEY APPLY 10 FHIS BILL AND ARI

NUBC ==om

A

HER




EXAMPLE ~ ICFHOSPIC10:
Claim for recipient discharging to hospice.

Statement Period: 10/01/16 — 10/05/16
Value Code 80 =4

Discharge Status Code = 51

Legacy Claim Coding:

10/01/16 — 10/04/16 (COS 71)

ISA*00* *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*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*ILLINQIS MEDICAID*****46*37-1320188~
HL*1**20*1~

PRV*BI*PXC*314000000%~

NM1*85*2*ACME LTC TEST*****XX*1234567893 ~
N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*¥2*1*22*0~

SBR*p*la*******MCN
NMI1*IL*1*DOE*JOHN****MI*011545209~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

DMG*D8*19260929* M~

NM1*PR*2*ILLINQIS MEDICAID*****p|*37-1320188~
N3*201 S GRAND AVENUE E~
N4*SPRINGFIELD*IL*62763™~

CLM*EXAMPLE- ICFHOSPIC10*500***65;A; 1 ¥ *A*Y*y~
DTP*096*TM*1400
DTP*434*RD8*20161001-20161005~
DTP*435*DT*201610011900~

CL1*3*4*51~

REF*EA*Q0Q712~

REF*D9*122215247135643~

HI*ABK: M6281~

Hi*ABIJ: 16350~

HI*ABF: 25189~

HI*BE:23:::500*BE:80:::4~

NM1*71*1* JACKSON*IGOR* ***XX*1222222222~
PRV*AT*PXC*207R00000X~

EX*1~

SV2*0110**500*DA*4~
REF*6R*EI122215247135649-01~

SE*37*0001~



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



T ACME LTC TEST g 2Pt EXAMPLE -ICFHOSPICI¢
555 NORTH STREET *@'} 00712 | 0651
CHICAGO, IL 60614502 § FED. TAX NO. e o
123456789 100116 | 100516
PATIENT NAME [a] 9 PATIENT ADDRESS fs] 555 NORTII STREET
»| DOE, JOHN »[ CHICAGO [<]1IL T 60a14502 ||
10 BIRTHOATE VSEX [ pare “DanA v tvee s sac |16 0nR [rsTar 18 w20 2 S OTONSO0sS,, 2 21 2 | T
09291926 9132 (14 5 o
W SgonEOCCUR—RE&“E ?OCE WFHanREMCE smﬂl_ﬂ_OUGH ?DDE O%EIHENC—E?P;NWHOWH 7
» -
b b
B 3 VALGE CODES ] - WLHEHJF
al 23 500.00 | 80 4.00
b
c
d
42 AEY LD 4} DEEZCHPTON 44 HCPCS J RATE | HIPPS CODE 41 GIRY DATE 48 BEAV.UNITS AT TDTAL CHARGES 48 HON-COVERED CHARGES 9
| 0110 |ROOM - BOARD/ PVT 100116 4 500.00 1
1 T
3 1
4 4
3 [ ]
+ [ ]
T T
L] [ ]
L] L]
" L]
n| 11
13 {H
" {t]
i 14
" 3
Ll 18
Ly tr
| [t
1) te
E 20
n =
E= ]
000! | PAGE_|_ OF _| CREATION DATE | 110116 500.00
50 PAYER NAME $1 HEALTH PLAN 1D Fora] [ac | 54 PRIOR PAYMENTS 85 EST. AMOUNT DUE senp | 1234567893
A ILLINOIS MEDICAID 37-1320188 Y T'_ s7 o
® OTHER »
[+ PRV 1D ¢
58 INSURED'S NAME %R AEL| 60 INSURET'S UNIOUE 10 61 GROUP NAME 82 INSURANCE GROUP NOL
« DOE, JOHN 18 011545209 g
By i
L= <
3 TREATMENT AUTHORIZATION CODES 84 DOCUMENT CONTROL NUMBER €5 EMPLOYER NAME
o s
o o
[~ e
E[ Z5189 16350 e
Gl CT A ] [ | P
k) B opogmctPAL PRDCEDg:IrEE 76 ATTENDING I":' 1232323377 |M| I
wst JACKSON [Frst 1GOR
mnti)__ww I’HUC[HUS&WE 77 OPERATING I"" Ia_w_l I
wasT IFlet
% REMARKS ] B3] 314000000X wowen | e I
b Last 1F RST
¢ 70 OTHER | lm lo.w.l l
d LAST FRST
UB-04 TMS-1450 APP oM 09380599 HE AN [ N THE REVI E APPLY TQ THIS BILL AR ARE MADE A PART HE Y

NUBC ==z



EXAMPLE ~ ICFHOSPIC11:
Claim for recipient after hospice election ends.

Statement Period: 10/24/16 — 10/31/16
Value Code 80 = 8

Legacy Claim Coding:

10/24/16 - 10/31/16 (COS 71)

ISA*00* *00* *ZZ*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*005010%X223A2~
BHT*0019*00*A1CFA5C0-2222-484E-9999-08CEE*20161101*083756* CH~
NM1*41*2*ACME CORP*****45*35-9999999~
PER*IC*MOLLY SMITH*EM*MSMITH@ACMECORP.COM~
NM1*40*2*ILLINOIS MEDICAID*****46*37-1320188~
HL*1**20*1~

PRV*BI*PXC*314000000X~

NM1*85*2*ACME LTC TEST*****XX*1234567893 ~
N3*555 NORTH STREET~

N4* CHICAGO *IL*606141502~

REF*EI*999999999~

HL*2*1*22*0~

SBR*P*].B*******MC‘V
NM1*IL*1*DOE*JOHN****M|*011545209~

N3*555 NORTH STREET ~

NA*CHICAGO*IL*606141502~

DMG*D8*19260929*M~

NM1*PR*2*ILLINOIS MEDICAID*****p|*37-1320188~
N3*201 S GRAND AVENUE £~
N4*SPRINGFIELD*IL*62763~

CLM*EXAMPLE- ICFHOSPIC11*800***65:A:2* *A*Y*Y~
DTP*434*RD8*20161024-20161031~
DTP*435*DT*201610241900~

CL1*3*4*30~

REF*EA*00712~

REF*D9*122215247135643~

HI*ABK: M6281~

HI*ABJ: 16350~

HI*ABF: 25189~

HI*BE:23:::500*BE:80:::8~

NM1*71*1*JACKSON*IGOR* ***XX*1222222222~
PRV*AT*PXC*207R00000X™~

LX*1~

SV2*0110**800*DA*8~
REF*6R*EI122215247135650-01~

SE*36*0001~

GE*1*525986~

IEA*1*000525985~



ACME LTC TEST 7 2P T EXAMPLE -ICFHOSPICT | m
555 NORTH STREET D MED 00712 0652
CHICAGO, IL 60614502 § FEQL TAX NO. O Covers remop 7
123456789 102416 | 103116
8 PATIENT NAME [+  PATIENT ADORESS [¢] 555 NORTH STREET
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