Reporting “Other Insurance” in CHAMPS

Commercial Insurance — Billing Co-Insurance Amount

Total Submitted Charges = $79.00

9 Dioes the beneficiary have insurance other than Medicaid? *vez O No

OTHER INSURANCE INFORMATION
Other Subscriber Information

Payer Responsibility Code: IF‘-Primary = l ®
Payer ID Number: |Dﬂﬂi’9005 #

Subscriber Last Name: |F‘lwider
Date of Birth: IDB_ 7 W

Insured's Group or Policy I 123458789 *
Number:

Subscriber Member I0: |

First Name: |Test MI: | Suffix:
Gender: I FFemele - l
Beneficiary's I 2.5l B

Relationship:

Claim Filing Indicator : |EIL-EIueCmast|ue Shield

J + Total COB Payer Paid § IW .
Amount:

AL ST VILE LN LLEmm I UpudLe DB VILE LINE L

Previously Entered Line Item Information

Click a Line No. below to view/update that Line Ttem Information.

Click on Insurance Info to enter each Line's Insurance Information.
Line  Service Dates Modifiers

Proc, Code
No  From To 1 2

1 01/12/2010 01/12/2010 99213

Add Another

Total Submitted Charges: $79.00

Diagnosis Pntrs
3 4 1 2
1 79.00 1

Submitted Charges  Units

Click here for line level Other Insurance information

OTHER INSURANCE INFORMATION
1. Service Line Other Payer Information

Insurance Info

Primary Fayer Responsibility: |1#P#UUUEQUUE#BL—EIUE Cross/Blue Shield ;l * Amount Paid: I 548 86 =

$ . .
1. Reason Code: |45 Amount: I—m Adjustment Quantity: I Add Another Reason Code

$ . .
2. Reazon Code: |2 Amount: I—Szm Adjustment Quantity: I

Add Another Payer

b |

Toy



Medicare Deductible

Total Submitted Charges = $327.00

ﬂ Does the beneficiary have insurance other than Medicaid? " ¥as C No

OTHER INSURANCE INFORMATION
Other Subscriber Information

Fayer Respongibility Code: |P-FTimw "l '
Payer 1D Number: |“'“44*4 . Subscriber Member 1D:

Subscriber Last Name:  [Provider First Name; [Test MI: | Suffx: |
1 'd .r..r ..r
Date of Birth: Ir;;_lla_lifmf Gender: Fremale  +]

Insured's Group or Policy T Benefigary's Th.Sal -

Number: Relationship: | 5

Claim Filing Indicator : | MB-Medicare Part 8 oK mz’uﬁﬁﬂ Payerfold 4 00 = Add Another
| Add service Line Ltem | | Lipdate Service Line ltem |

Previously Entered Line Item Information

Click a Line No. below to view/update that Line Item Information. Total Submitted Charges: $327.00
Click on Insurance Info to enter each Ling's Insurance Information.

i Service Dates Modifiers Diagnosis Pntrs
Lz Proc. Code d Submitted Charges  Units

No  From To 1 2 3 4 1 2 3 4
1 0002010 001/2010 99284 up 12 327.00 1 w hcopy |
.

Click here for line level Other Insurance Information /‘

o

OTHER INSURANCE INFORMATION
1. Service Line Other Payer Information

Primary Payer Responsibility: |1#P#44444444#ME-|‘~'1ediare PartB ;l * Amount Paid: $ I 50.00 =

$ . .
1. Reason Code: |45 Amount: I—Mﬁ_.34 Adjustment Quantity: I Add Another Reason Code
N ie: i 5 " .
. Reazon Code: I Amount: I—SWB.BB Adjustment Quantity: I

Add Another Payer




Other Insurance Not Covered

Total Submitted Charges = $1,050.00

€@  Does the beneficiary have insurance other than Medicaid? % ves " No

OTHER INSURANCE INFORMATION
Other Subscriber Information

Payer Respansibility Code: IF“-Prin'lary - I #
IDDDSB'IBD E

Payer ID Number:

Subscriber Member ID:

—

Subscriber Last Name: IPlWidEf First Name: |TEit MI: | Suffix: |
- mm dd vy ;
Date of Birth: I_Dc_, 72 1958 Gender: |F-Female -|
Insured's Group or Policy |—123455T89 - Beneficiary's
i . d 18-5elf -
Number: Relationship: I J
Claim Filing Indicator : ICI-CDmmHI:iaI Insurance Co. d * ;?r:zluﬁt[.}a Payer Paid $| 30.00 = Add Anather
Top
fod Service Ling Ttem || |Jpdiate Service Lin [tem |
Previously Entered Line Item Information
Click a Line No. below to view/update that Line Item Information. Total Submitted Charges: $1,050.00
Click on Insurance Info to enter each Ling's Insurance Information,
Line  Service Dates Fere e Modifiers Diagnasis Pntrs Subitted Charges  Units
No o From To 1 2 2 4 1 1 2 a
1 040210 0022010 59426 1 105000 1 boo, |
.

am

P

Click here for line level Other Insurance information

OTHER INSURANCE INFORMATION
1. Service Line Other Payer Information

Primary Payer Responsibility: Il#P#ﬂUUEEIQU#CI-Cnmmerdal Insurance Co, d * Amaount Paid: $| 50.00 =

$ . .

1. Reason Code: |9f5 Amount: |—51.n5n.nn Adjustment Quantity: | Add Another Reazon Code
$ . .

2. Reason Code: I Amount: I— Adjustment Quantity: I

Add Another Payer



Total Submitted Charges = $920.00

Reporting Primary and Secondary Insurance other than Medicaid

g Does the beneficiary have insurance other than Medicaid? *ves { No

OTHER INSURANCE INFORMATION
Other Subscriber Information

Payer Responsibility Code: IF'-Primar_l,r - I *
|00029005 i
IPrtwider

Payer ID Number:

Subscriber Last Name:

Date of Birth:

Insured's Group or Policy

Number:

Claim Filing Indicator :

I 123456789 =

Subscriber Member 1D: I

First Name: |Test MI: | Suffic:

Gender: I F-Female . l

Beneficiary's

' / 18-Belf
Relationship: I

I BL-Blue Cross/Blue Shield

2.0ther Subscriber Information

Fayer Responsibility Code: IS—Semndan,r - I *

Payer ID Number:

Subscriber Last Name:

Date of Birth:

Insured's Group or Policy

Number:

Claim Filing Indicator :

IDDDSE'I'BD *
IF‘mvider

;I . Total COB Payer Paid p I—Sm "
Amaount:

Subscriber Member ID: I

[

Add Another

First Name: |Test MI: I Suffix:

Gender: I F-Female . I

Beneficiary's Relationship: |

I Cl-Commercial Insurance Co.

Previously Entered Line Item Information

Click a Line No. below to view/update that Line Ikem Information.

;I . Total COB Payer Paid $Im "
Amount:

Delete

Total Submitted Charges: $920.00

Click on Insurance Info to enter 2ach Ling's Insurance Information.

Line

1

No

Service Dates

From

01/05/2010

To
01/05/2010

Proc. Code

00832

Add Service Line Item | ‘ |Update Service Line Ttem ‘
Modifi Di is Pt
== =g Submitted Charges  Units
2 3 4 1 2 3

AA
RA

1 520.00 50

Click here for line level Other Insurance information

Tor



OTHER INSURANCE INFORMATION
1. Service Line Other Payer Information

Primary Payer Responsibility: | 1#P#00029005#BL Blue Cross/Blue Shield = | * Amount Paid: § | $0.00 =

% _ _

1. Reason Code: IEFfs Amount: I—SEZD.DD Adjustment Quantity: I Add Ancther Reason Code
% . .

2. Reason Code: I Amount: I— Adjustment Quantity: I

Add Another Payer

2. Service Line Other Payer Information
Primary Payer Responsibility: |2#S#DDDEEI‘EIU#CI—Cnmmerdal Insurance Co. = | * Amount Paid: § I §745.20 =+  Delete Payer

$ . .
1. Reazon Code: |45 Amount: I—SZB.EU Adjustment Quantity: I Add Ancther Reason Code
2 de: 2 B " .
. Reason Code: I Amount: |—545.DD Adjustment Quantity: I
$ . .
3. Reaszon Code: I'l Amount: I—smﬂ.nn Adjustment Quantity: I Delete



