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CMS-1500 CLAIM FORM . -

e Formerly called: HCFA 1500 (Health Care
Financing Administration).

e Standard paper claim form used to bill Medicare,
Medicaid, Commercial Payers, Auto No Fault,
Workers’ Compensation.

e Developed and maintained by NUCC (National
Uniform Claim Committee).

e Revised in 2012 to accommodate ICD-10-CM
and 5010 standards.

e Current version: 02/12

e |[ncludes items; 1-33b




UB-04 CLAIM FORM

e Also called: CMS-1450

e Formerly called: UB-92, UB-82

e Standard paper claim form used to bill institutional
services (hospital, skilled nursing facility, rehab center, ——
hospice and certain home health services) : R —
e Developed and maintained by NUBC (National Uniform | i i

Billing Committee).

e UB-82 introduced in 1982, Replaced by the UB-92 in :
1993, Revised in 2007 to UB-04 to support the NPI, | | =
compliance with HIPAA transaction standards, ana mmmmmmmmmmmmmmm r— —
expanded diagnosis codes for I[CD-10-CM. |
e Current version: UB-04

e Includes form locator fields; FL1-FL81




CMS-1500 vs. UB-04 Claim Form: Key Differences

Feature

CMS-1500

UB-04/CMS-1450

Used For

Professional outpatient services (e.g., physician offices, clinics)

Institutional services (e.g., hospitals, skilled nursing facilities, rehab centers,
hospice, certain home health services)

Developed By

NUCC (National Uniform Claim Committee)

NUBC (National Uniform Billing Committee)

Paper Form Version

02/12 (formerly HCFA 1500)

UB-04 (formerly UB-92, UB-82)

Payer Types

Medicare Part B, Medicaid, commercial insurance, Workers” Comp,
Auto No Fault

Medicare Part A, Medicaid, commercial insurance, Workers” Comp, Auto No
Fault

Form Field Names

[tems 1-33

Form Locators FL1-FL81

Coding Used

CPT/HCPCS + ICD-10-CM

Revenue Codes, CPT/HCPCS, ICD-10-PCS, ICD-10-CM

Claim Type

Individual provider-based claim

Facility or institutional claim

Submission Method

Paper or electronic (837P)

Paper or electronic (8371)




& 12 Pro Tips for Claim Form Completion

e Double-Check Patient Demographics

e Use Current, Valid Codes

e Verify Insurance Eligibility Before Submitting
Complete All Required Fields Accurately

Include the Correct Provider and Facility Identifiers
e Match Diagnosis to Procedure Code Appropriately
e Use Correct Place of Service (POS) Codes

e Use Modifiers Correctly and Only When Necessary
Attach All Required Documentation

e Avoid Using Symbols or Special Characters

e Audit Before You Submit

e Don’t Let Your Printer Sabotage Your Claims

*bonus tip: type it, don’t write it!
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TIME TO TEST YOUR KNOWLEDGE!
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1. What is the name of the CMS 1500 form’s overseeing body?

A. AHIMA
B. CMS
C. NUCC
D. AAPC



1. What is the name of the CMS 1500 form’s overseeing body?

A. AHIMA
B. CMS
C.Nucc ¢
D. AAPC

J Correct Answer: C

The National Uniform Claim Committee (NUCC) developed and maintains the CMS 1500
claim form.



2. What information is typically entered in item 1a?

A. Patient’s insurance |ID number
B. Diagnosis code

C. Patient’s name

D. Rendering provider NPI



2. What information is typically entered in item 1a?

A. Patient’s insurance ID number "
B. Diagnosis code
C. Patient’s name

D. Rendering provider NPI

J Correct Answer: A

ltem T1a is where the insured’s ID number is entered. For a Workers” Compensation or
Auto No Fault claim, this is where the patient’s social security number is entered.



3. What is the place of service (POS) code for office?

A. 10
B. 12
C. 23
D. 11



3. What is the place of service (POS) code for office?

A. 10
B. 12
C. 23

D. 11

J Correct Answer: D

POS 11 indicates the service took place in a provider’s office.



4. If a patient has secondary insurance, which item would you complete?

A. item 33
B. item 7
C. item 11
D. item @



4. If a patient has secondary insurance, which item would you complete?

A. item 33
B. item 7/

C. item 11
D. item 9

< Correct Answer: D

ltem 9 captures information about the patient’s secondary insurance such as a
Medigap policy (Medicare Supplement Insurance).



5. What does “"SOF"” mean when entered in item 317

A. Standard of Form
B. Signature on File
C. Source of Funds
D. Statement of Facts



5. What does “"SOF"” mean when entered in item 317

A. Standard of Form
B. Signature on File
C. Source of Funds

D. Statement of Facts

J Correct Answer: B

"SOF" is commonly used to indicate that the provider’s actual signature is kept on
file in the office or facility which eliminates the need to hand sign each claim form.



Who’s preparing to take the CPB
(Certified Professional Biller) exam?

e Types of insurance (29 questions)

e Billing regulations (1/ questions)

e HIPAA and Compliance (7 questions)

e Reimbursement and collections (19 questions)

e Claims and billing (19 questions)

e Coding (10 questions)

e Case analysis (34 questions) CMS 1500 claim
forms, Payment policies, LCD, NCD, Appeal
letters, Preauthorizations, Accounts receivable
reports, Claims follow-up reports
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Provider: Michael Johnson, MD NPI: 9876543210
00
Group: Internal Medicine Specialists ~ NPI: 8888888888 EIN: 242424523 ;'Q%ﬁ
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RESOURCES

www.NUCC.org

www.NUBC.org

https://www.aapc.com/certifications/cpb/taking-the-cpb-exam
https://legacy.cigna.com/static/www-cigna-com/docs/health-care-providers/form-cms1500. pdf
https://www.ngsmedicare.com/web/ngs/cms-1500-claim-form?selectedArticleld=566219&lob=96664&state=97133&rgion=93623
https://www.carelonbehavioralhealth.com/content/dam/digital/carelon/cbh-assets/documents/global/billing-and-claims/cms-1500-claim-form.pdf
https://www.cdc.gov/wtc/pdfs/policies/ub-40-P.pdf
https://www.cms.gov/regulations-and-guidance/guidance/manuals/internet-only-manuals-ioms-items/cms018912

https://nucc.org/images/stories/PDF/1500_claim_form _instruction_manual_2024_07-v12.pdf
www.|CD10data.com



http://www.nucc.org/
http://www.nubc.org/
https://www.aapc.com/certifications/cpb/taking-the-cpb-exam
https://legacy.cigna.com/static/www-cigna-com/docs/health-care-providers/form-cms1500.pdf
https://legacy.cigna.com/static/www-cigna-com/docs/health-care-providers/form-cms1500.pdf
https://www.cdc.gov/wtc/pdfs/policies/ub-40-P.pdf
https://www.cdc.gov/wtc/pdfs/policies/ub-40-P.pdf
https://www.cms.gov/regulations-and-guidance/guidance/manuals/internet-only-manuals-ioms-items/cms018912
https://nucc.org/images/stories/PDF/1500_claim_form_instruction_manual_2024_07-v12.pdf
http://www.icd10data.com/

THANK YOU!

Connect with me on LinkedlIn, Instagram and YouTube @AskTheBiller
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www.JustAsk TheBiller.com






