Reporting “Other Insurance” in CHAMPS

Commercial Insurance — Billing Co-Insurance Amount

Total Submitted Charges = $79.00

9 Does the beneficiary have insurance other than Medicaid? vez No

OTHER INSURANCE INFORMATION
Other Subscriber Information

Payer Responsibility Code: IF‘-Primary = l
Payer ID Number: |Uﬂﬂi’9005 * Subscriber Member I0: |

Subscriber Last Name: |F‘lWidEf First Name: |Test MI: | Suffix:

mm dd  yyyy
Date of Birth: IDB_ 7 I% Gender: IF—FemaIe - l

Insured's Group or Policy Im . Beneficiary's
* . ! 18-5elf b
Number: Relationship: I J
Claim Filing Indicator : [ BL-Blue CrosvBlus Shield B mzluffa Payer Paid 4 | 54988 = Add Ancther

OTHER INSURANCE INFORMATION
1. Service Line Other Payer Information

Primary Payer Respansibility: |1#P#UUUE‘JUUE#EL-EIUE Cross/Blue Shield d * Amount Paid: % I 345 88 =

$ . .
1. Reason Code: |45 Amount: |—5‘3.14 Adjustment Quantity: I Add Another Reason Code
2 I:I . ' $ Ij e
. Reason Code: I Amount: |—52{|.{|{| Adjustment Quantity: I

Add Another Payer



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

Payer Respongibility Code: |F'-FTimm "l ’
Payer [D Number: |““44” . Subscriber Member 1D:

Subscriber Last Name:  [Provider First Name; [Test MI: | Suff: |
T d 1 ..r
Date of Birth: In;;_lia_l% Gender: £ Female . |

Insured's Group or Policy T Benefigary's T5.Sal -
Number: Relationship: | g
Claim Filing Indicator : [ MB-Medicare Part 8 5 - Iﬁi'uff-’ﬂ PayerPaid ¢ 000 = Al Ancthisi

OTHER INSURAMNCE INFORMATION
1. Service Line Other Payer Information

Primary Payer Responsibility: |1#P#44444444#ME-|‘~'1ediﬁre Part B ;I * Amount Paid: % I 80.00 *

$ . .
1. Reaszon Code: |45 Amount: I—u1?_34 Adjustment Quantity: I Add Another Reason Code
B o § d' -
. Reason Code: I Amount: I—M{IB.BB Adjustment Quantity: I

Add Another Payer




Other Insurance Not Covered

Total Submitted Charges = $1,050.00

9 Does the beneficiary have insurance other than Medicaid? *yes T No

OTHER INSURANCE INFORMATION
Other Subscriber Information

Payer Respansibility Code: IF“-Prin'lary = I *
Payer ID Number: IUUUWE‘U * Subscriber Member ID: |

Subscriber Last Name: IPlWidEf First Name: |TEit MI: | Suffix: |
mm dd  yyyy

Date of Birth: — Gender: F-Female .
|09 23 |1958

Insured's Group or Policy Im - Beneficiary's
F . J 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

OTHER INSURANCE INFORMATION
1. Service Line Other Payer Information

Primary Payer Responsibility: | 1#P#00056190#Cl-Commercial Insurance Ca. v | * Amount Paid: § | 5000 *

$ . .

1. Reason Code: Iﬂﬁ Amount: |—51.n5n.nn Adjustment Quantity: I Add Another Reason Code
$ . .

2. Reason Code: | Amaount: I— Adjustment Quantity: |

Add Anaother Payer



Reporting Primary and Secondary Insurance other than Medicaid

Total Submitted Charges = $920.00
g Does the beneficiary have insurance other than Medicaid? vz " No

OTHER INSURANCE INFORMATION
Other Subscriber Information

Payer Responsibility Code: IF'-Primar_l,r - I *
Payer ID Number: IUWZ“-?WE’ * Subscriber Member ID: I

Subscriber Last Name: IF‘fDVidEl First Name: |Test MI: | Suffic:

Date of Birth: IDB— o5 W Gender: IF—FemaIe v l

Insured's Group or Paolicy |_1 T345ETED + Beneficiary's [1e-salf |
Number:

Relationship:
Claim Filing Indicator : IEL—EIue Cross/Blue Shield ;I * ;?;ZLEEB Payer Paid 3 I 8000 * Add Another

2.0ther Subscriber Information

Fayer Responsibility Code: IS—Semndan,r - I *
Payer ID Number: |0005519U * Subscriber Member ID: I

Subscriber Last Name: IF‘fDVidEl First Name: |Test MI: I Suffix:
Date of Birth: IW_IE_IW Gender: IF—Female . I

Insured's Group or Palicy IW - S . - =
Number: Beneficiary's Relationship: | _|

Claim Filing Indicator : ~ |CH-Commercial Insurance Co. =] = Total COB Payer Paid $| 574520 = Delete
Amount:

OTHER INSURANCE INFORMATION
1. Service Line Other Payer Information

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

5 _ _
1. Reason Code: IEFfs Amount: Im 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. Reason Code: |45 Amount: I—S‘,L,.E'_E‘J Adjustment Quantity: I Add Ancther Reason Code

% . .
2. Reason Code: |2 Amount: |—545.DD Adjustment Quantity: I
$ . .
3. Reazon Code: I'l Amount: I—Smﬂ.nn Adjustment Quantity: I Delete



