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Overview

This manual provides Technical guidance for billing ASC Claims through the internet, paper, or the 837 format.

Ambulatory Surgical Center (ASC)

Effective 04/01/2011 all Indian Health Services facilities and Tribally-Operated 638 Health Programs (IHS/638) outpatient surgeries
performed at their facilities must bill with the ASC procedure codes on the CMS 1500 (08-05) form type. The facilities will be reimbursed
the ASC Fee Schedule rate and not the All Inclusive Rate (AIR).

UP to three CMS 1500 (08-05) claim form can be billed, the ASC Facility, the Surgeon fee, and the Anesthesiologists fee.

RATES — As you know, AHCCCS has historically used an ASC Grouper system for pricing, which is no longer supported by Medicare.
Therefore the new AHCCCS ASC fee schedule will not group rates, but will assign a rate to each allowable code. This structure is very
similar to the new Medicare ASC structure, but rates will be AHCCCS specific. Unlike Medicare’s ASC fee schedule, AHCCCS will not
bundle procedure codes with implants.

CODES - This change will also expand access to procedures in the ASC setting by providing payment for approximately 2,000
additional procedure codes formerly not eligible for billing in a Freestanding ASC.

PROCESSING — The new ASC reimbursement system may have fee schedule amounts of zero for codes which are allowable in the
ASC, but are included in the fees associated with surgical procedures. Unlike other AHCCCS fee schedules, if the fee for the procedure
is $0.00 for the claim date of service the allowed amount for that procedure should be $0.00. The new reimbursement system will also
follow Facility (OPFS) Correct Coding Initiatives (CCl). We believe the new payment system will promote a better alignment of
procedures and their payments and will open many appropriate codes for ASC utilization.

Ambulatory Surgical Center (ASC) FFS Rates & Codes - Link
http://www.azahcccs.gov/commercial/ProviderBilling/rates/ASCrates.aspx

Physician/Anesthesia Fee Schedules Codes and Rates

http://www.azahcccs.gov/commercial/ProviderBilling/rates/Physicianrates/Physicianrates.aspx
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[” hrizona Health Care Cost Containment System (HCCCS) - Microsoft Infernet Explorer provided by AHCCCS

_E it o, azahcecs.on]

x_.-"

ntes G0 to the AHCCCS Web-site
e Edt Vew F Tods Pﬂb by typing the following,
www.azahcccs.gov

Click on the
Plans, Providers, Contractors
tab at the top




Applicants Members American Indians

~ L AHCCCS

s R ciicascs A

) His P
Plarmns, Prowide miracio BSOS Homes & This Pags

& Vearsbors Merw
AHCCCS Plans, Providers, Contractors & Vendors
Provicker Website
(AHCCC S Orlina) Here, you can find information about how 1O register as a provider, verify member eligiility
and enrolliment status, submit claims, and obtain manuals, guides, and forms
Haticnal Provider entifier

(NPT Quick Links

AHCCC S Prowvider
Rascpi S Lratior

= Fee-For-Service Rates

- BMember Enrollment Yerncations
= HMNewborn MNotific aticns
-
-

Click on the

FFS Claiming Services et ey Fee-for-Service
Provicer Billing Resources Ees For-3enice Clanm Subrussm Claim
and Rates Contractor Operalions Resources el s

- L r o £ r ¥ r =5 - - -
Solicitations, Contracts and j « Data Access Forms Submission link
Purchasing = Mainframesd ak Downtime Schedyle

= pMonth End Fike Sorailabe ity
Contractor Resources and j s ED Resourcse
Rates
Electronic Data Interchangs AHCCCS eHealth Initiatives is lIocated in the Oversight & Reporting portal

{EN) Resourcas
FOHCs/RHCS

Hospdital SupgHermemial

Payments

Contact Weabmaster | Web Prvacy Policy [ Web Accessibility Paolicy | Employment | © Copyright 20(

3

Sigmn Im
User Mame: |
I . Enter Uiiser MNam=
passwnr-:‘:l and Passwword
[ Click Login ] s Lomire ]
Forgot your Password? Click Hers
Noos - User Mames and Passwords ars case-sSensitive.
BT

Click Hers to create an AHCOCS Online user account.

To learm more abour AHCCCS Online., Tlick Hers

v our web browser muse hawe cookies esnabled in order to use AHCCOCS Online,. To learm how o enable cookies, please Click Hers
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/irl zana’s Dfficial Web Site

:: FAQ i User Manuals i LogOut ::

Eligibility And Enrollment Status

Provider Information

Prior Authorization Inquiry
Newborn Naotification

Provider Verification

Prior Authorization Submission

Provider Verification_New

Claims Submission 5010
Eligibility And Enrollment 4010
Claim Status 5010

Claim Submission

Claim Status

Support and Manuals

AHCCCS Online User Manuals |

Account Information

User Name: Test05

User ID: 0116631

Type: Master

P: 170.68.81.245

AHCCCS Proviger ID: 2317235
_A_l:lrnin

AFor security purposes, your session vill be logged out after 15 minutes of inactivity, &

Claim Status allows providers to check the status of Fee-For-Service claims. If the recipient iz enrolled in a capitated Health
Plan, please contact the Health Plan for claim inguiries. For a listing of the Health Plan contact information, please click on Health
Plan Listing.

Claim Submission allows providers to submit Fee-For-Service claims to AHCCCS for nightly processing. Professional,
Institutional and Dental claims will be accepted.

Prior Authorization Inquiry will allow providers to verify the status of previously submitted Prior Authorization requests.

Member Eligibility Verification allows providers to verify an AHCCCS recipient’s eligibility and their enrollment in a Health Flan.
Providers also can obtain Medicare and other third party coverage information for a recipient.

Newborn Notification allows providers to submit newborn information to AHCCCS during the hours when the COM Center is not
available.

HealthPlan Address Changes allows health plans to send address changes from members via the web.

Prior Authorization Submission allows providers to submit prior authorizations via the web.

Provider Verification allows providers to update their correspondence addresses, Providers may also view (but not update) their
Service and Pay-To Addreszes, Group Affiliations and Authorized Signatures. For further information, please click on AHCCCS

Provider Reqistration.

The AHCCCS mainframe systems will have scheduled downtimes that occur on a weekly basis. During these downtimes (usually
weekends), the web site will be unavailable. During system downtimes, please contact the AHCCCS COM Center at 602-417-7000
for immediate assistance regarding eligibility/enrollment. The Interactive Voice Response (IVR) System is also available for eligibility
inquiries at 602-417-7200. For claim inguiries, please contact the AHCCCS Claims Customer Service at 602-417-7670. For a full
list of contacts, please click on AHCCCS Contacts
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Claim Submission

Claims submitted to AHCC 48 hours. Once the claim has been sent for processing, it can no longer be modified via the
web. After the processing Make sure that the WOI"d a Replacement or Void. The claim will not be accepted if any required data elements are
missing. The claim will als rage at the time the service is rendered. Claims will be processed under the following

Identificstion Number (Nen]  Professional is showing in the box
Payer/Receiver Electroni

NOTE: You cannot view the processing status of claimf submitted by other users.

Enter New Claim

Type of Claim: Professicnal - < [ Click on g0

View Claim Processing Status
Submission Date(s): -

Professional Claim Submission A screen with 8 tabs will appear Help

* Indicates a required field.

Submitteg/] Providers \Patient/Subscriber || Ambulance || Other Payer || Attachments || Claim Informaticn || Service Lines

Organization Name: TEST/CASE
Electronic Transmitter ID Number: 33222

Information Contact Name: Escobedo, Albert
] Information Contact Telephone Number: 502-417-4562

Click on the Providers tab

[ submit | [ cancel |

11




Professional Claim Submission

This is where you will enter the provider or group billing information

Help

Submitter || Providers || Pz Subscriber || Ambulance || Other Payer | Attachments | Claim Information | Service Lines |

# Indicates a reguired field.

Billing sRendering | Referring | Service Facility |

Enter your NPI # here

#* Tax ID:

Prowvider Commercial Number:

#* CMMS National Provider ID (NPL):

Enter the biller or group tax ID here

Billing Provider

123458789

1224587850

M # Entity Type:

':::' Person '@' Mon-Person Entity]

(Click

person’s hame)

company name)

Non-person (if the ID comes up with a

\!ider Taxonomy Code:

Prowvider Name:
hation Contact Name:
tt Telephone Numbear:

Person (if the ID number comes upasa | .. c.i./address:

lcator Code/f Address:

[ Submit |

[

Cancel |

J

Professional Claim Submission

When done
click the

Click on \
SSN = (Social Security Number)
Or

EIN = (Employee Identification
Number)

Submitter Prowviders " Patient/Subscriber " Ambulance " Other Payer " Attachments " Claim Information " Service Lines

\_

find button

Helo

#* Indicates a reguiraed field.

Eilling endering

Referring || Service Facility |

~

After you click on
the FIND button and
if the Tax Id and the

Billing Prowvider

* Tax [D:

Prowvider Commercial Number:

122458789

2317265

* CMMS National Provider ID (NPI): [1234587550| Find

* Entity Type:

Health Care Provider Taxonomy Code:

Prowvider Nane:

TEST/CASE

) ssSM @ EIN

™) Parson @ Mon-Person Entity

f Thformabion ContacE Manie:
Information Contact Telephone Numbar:

Serwvice Locator Code/fAddress:

NPI are valid the

Pay-To Locator Code/ Address:

5024174000

o1

a1

- F0O1 E. JEFFER.SOCM
PHOENIX, AZ S500<%
701 E. JEFFERSOMN

PHOENIX, AF 35004

-

\

billers’ information

\will appear here /
12

[

\ [ Submit ]

J

Now click the

Rendering tab




Professional Claim Submission

Rendering provider is the provider who performed the service

Help

* Indicates a required field.

Submitter | Providers | Patj Subscriber | Ambulance | Other Payer | Attachments | Claim Information | Service Lines |

Billing | Rendering | *eferring | Service Facility |

Enter the rendering

Rendering Provider

Provider Commercial Number:

providers NPI here * CMMS National Provider ID (NPI): 1224587850 iFirH:‘-i 6
* Entity Type: () person @ Non-Person Entity

(CIick

Person (if your ID name is a person’s name

Non-person (if your ID name is a company)

<

Provider Name:

r Taxonomy Code:

When done, click the

Professional Claim Submission

(

Submit | [  Cancel

FIND button

Help

* Indicates a required field.

S 1
Submitter | Providers || Patient/Subscriber Iﬁkmbulance || Other Payer || Attachments || Claim Information || Service Lines |

Eilling || Rendering | Referring || Service Facility |

Rendering Provider

\ Provider Commercial Number: 231725
Once you CIiCK the FIND * CMMS National Provider ID (NPI): I'IZEHWEBD Find
button and the NPI is valid A
. . Entity Type: () Person @ Non-Person Entity
the rendering provider name ]
will appear here T —— B —

I\ Y.

Now click on the

13
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Submit | [ cancel |

Patient/Subscriber

tab




Professional Claim Submissio

|I This is where you will enter the information for the AHCCCS member you are billing for

Help

* Indicates a required field.

Submitter || Providers | Patient/Subscriber

Ambulance || Other Payer | Attachments | Claim Information | Service Lines |

Insured or Subscriber

\1 * Member ID Number/Date of Birth:

AS4101638

01/20/1969 ] 'Fin.d.i

Enter the members AHCCCS
ID and date of birth

Person Name:
Gender:
Residential Address:

)* Payer Responsibility:

@)

Click on the down arrow and
make your payer
responsibility selection

>

Professional Claim Submission

A - Payer Responsibility Four
B - Payer Responsibility Five
C - Payer Responsibility Six

L - Payer Responsibility Seven
E - Payer Responsibkility Eight
F - Payer Responsibility Mine

G - Payer Responsibility Ten

H - Payer Responsibility Eleven

5 - Secondary
T - Tertiary
U - Unknown

P = AHCCCS is Primary
U = You don’t know

Help
* Indicates a reguired field.

Submitter | Providers " Patient/Subscriber " Ambulance | Other Payer | Attachments

Claim Infarmation “IService Lines |

Insured or Subscriber

* Member ID Number/Date of Birth:

4 )

AB4101638 01/20:/1989 Find

Once you click the FIND
button and the AHCCCS ID
and the Date of birth is valid

Gender:

Residential Address:

Person Name: TEST, CASE

" APACHE, AZ 85920

M
801 E JEFFERSON

the members Information
will appear here

\_

* Payer Responsibility: P - Primary -
Now click the
Claim Information
[ submit | [ Cancel tab
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Professional Claim Submission

_Subn'u‘.'ti:r' Providers FPabent/Subscnber Ambulance | Other Payer | Attachments

\

Claim Information

Ornginal Reference Number:
Enter the patients

Prior Authorization Number:

account number. If your
office doesn’t use one
you can enter either
their AHCCCS ID, their
name, etc...

-

— Patient Control Number: Accocurnt Numbaer
Medical Record 1D Number:
Initial Treatment Date:

Date of Current Injury:

Patient's Condition Related To

/

Place in which accident occurred:

Special Program Indicator;

* Provider Signature on File:

Heglo

" Indicates a reguired field.

-

Claim In.‘a'matlcr‘[ Service Lings

(Frovider Signature on File; \
Mark YES if you are a
billing agency billing for
the provider and you have
their signature on file in
kyrour office

Provider Accepts Assignments: click
assigned if you are accepting payment
from AHCCCS )

* Provider Accept Assignment: -

by 'G' Hot Assigned

| " Benefit Assignment: () ves L) No @mupﬁum I

I * Release of Information Consent: informed Co

e

"'C':I

C‘ Yeas D Mo

EPSDT Screening Referral:

(Mutually Defined)

1 = When done entering the
Condition Indicaton 2 Claim Information data, click
Release of Information Consent; a ’ ../ onthe Service Lines tab
signed statement by the patient
authorizing the release of medical
data to other organizations [ ) | |
Submit Cancal

15



This is where you will enter the service line information

Professional Claim Submission Hsalp

* Indicates a required field.
| Submitter | Providers | Patient/Subscriber | Ambulance | Other Payer | Attachments || Claim Information [l Service Lines

Diaano<is or Nature of Illness or Injury (Relate Items 1, 2, 2, 4, 5, 6, 7 or 8 by line to the Diagnosis Code Pointer)

* Standard: @ (cp-3 ) 10D-10 ‘[Dilgnnsiscudes: 1 2114 2 3 4 5 6 7 8 ]

For now click on ICD-9 Enter the diagnosis without the decimal here (up to eight)

Service Line

* Service Dates: 120512 - 120812 _[ * DiagnesisCode Pointers: 1 [¥] 20 20 «F sE s 70 = F ]
* Line Charges: ¢ 1150 [ * Place of Service Code [PO5): 2% - AMBULATORY SURGICAL CENTER { - }I
SE—
* Quantity: 1 ) Minutes & units [ Modifier Codes: 1 =G z 3 =+ ]
* HCPCS Code: 45380 Prescription Date:
e 7

National Drug Code: b bgacription & [dentifier:
Y b o o ncin '(CIick on the Pointer box that }°
correlates to the diagnosis
Enter entered in the diagnosis field, if
The to and from dates of service (if more than one diagnosis was
entering one date you must enter itin | entered click all the pointer re:me Code/Qualifi

both the to and from date fields) \ boxes that apply

Enter line charges (manual

ormming HC

Click on the down
ammow and select
Place of Service 24

-

icare §opay 5

Rice § Rantal Pri

calculation is required, unit x rate = You can add up to four modifiers, make
line charge (i.e. 1 unit x rate charge of —— sure to use modifier SG when billing for
$1150 = line charge of $1150, 2 unit x 1@ an ASC facility

rate charge of $1150 = line charge of

$2300 and so on When done, click the ADD button this

will clear the screen for you to enter
Q\ter HCPCS Code (procedure COde)/ another service line if necessary, the

[ suomit | [ cance |

first service line you added will appear
at the bottom of the screen

16



Professional Claim Submission ey
& [ndeeates g reguesd Nekdl

 Submittar | Providers | Patisnt/Subscriber | Ambulance | Othar Payer | Attachmants | Claim Information | Sarvice Linas

17

Diagnosis ar Nature of Illness or Injury (Relate Items 1, 2, 3, 4, 5, 6, 7 or 8 by line to the Diagnosis Code Pointer)

= Standerd: @ yrpeg U [CD-10 = Disgrnosis Codes: 1 L a 3 4 5 & 7 L]

= Service Dates: - " CHmgnosis CodePointers: 3 [ : [F 238 <E sEH sB E s B
= Line Charges: § = Plece of Service Code (POS): -
: f 1 1 4
* Quantity: ) Mirctes W Uit Modifier Codes:
= HEPCS Codes Frescrephion Date;

HNationsl Drug Code: - el Bkl =

e i /‘i;\fhen you click on the Add button a new screen will )

macsors -oee, | @PPear ready for you to add your next service line,

L b the first service line you added will appear at the
“wwerme.| bottom of the screen, you can continue adding new
other adjustmentta): nesae 24 - |iN@ S’ by clicking the ADD button after each sennce

=Durable Medical Equipment: HCRCS \Ine yﬂ-u ve Entered — . -/J

“~Ordering Physician: Digr [D

= &l or none of Uhe information s required for the e or group.

Hedicare Mo i Bl el £ for i ke -
Mod Mod HMod Hod NDC NDC Dﬂbubﬂnwt‘nbnﬂnbn"nﬂ Proc =i
No. Date End Date POS HCPCS N 2 3 4 CadeUnits 1 B Units e ¥ Deductible Coimnsurance Copay Payer

Arvrunk Amount Amount D

Line Begin

Edr: LS00 2105/ 2012 24 45380 S5 -] 1 UM 1,150.00 L.gg o &80 0.0 L.oo

Totsls: §1,150.00  $0.00 50.00 $0.00  £0.00 1

When you're done entering
all your service lines click -

1[5 i1 ]

the submit button
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Claim Entry Confirmation

Transmission Status:
Claim Type:

Patient Account
Number:

Confirmation Code:
Error:

Successful
Professional
Account Number

P29

[[ VieeCloim | (_ErtrNew Clsin_| ]

Enter New Claim button

If you want to edit the claim or see what
information is being sent over, click the
View Claim button

\-

flf you want to add another claim click the \

)
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Claim Submission

Claims submitted to A 48 hours. Once the claim has been zent for proceszing, it can no longer be modified via the
wab, After the processing M.ﬂk-E' sure th.ﬂt th'E' W-Dr[l a Replacement or Void. The claim will not be accepted if any reqguired data slements are
missing. The daim will als . . . . rage at the time the service is rendered. Claims will be processed under the following
identification Numbar (Nel  Professional is showing in the box

Payer/Receiver Eleckroni

NOTE: You cannot view the processing status of claimj submitted by other users.

Type of Claim: Professional e [ Click ongo

View Claim Processing Status
Submizsian Data(s): -

o

Professional Claim Submission [ A screen with 8 tabs will appear ] Halp
* Indicates a required field,

Submitter//” Providers Patient/Subscriber | Ambulance | Other Payer || Attachments | Claim Information | Service Lines |

Organization Name: TEST/CASE
Electronic Transmitter ID Humber: 99222

Information Contact Name: Escobede, Albert
] Infarmation Contact Telephone Number: 502-417-45582

)

Click on the Provider tab

[ Suemit | [ Concet |

20



Professional Claim Submission

This is where you will enter the provider or group billing information

Halp

Submitter | Providers P, ubscriber || Ambulance || Other Payer | Attachments Claim Information Service Lines

| Eilling-

Enter the biller or group tax ID here

Sarvice Facility |

andgring ] Referming

Billing Provider

* Taw ID: 1234848789

D) sgn & EIn

* lndicatas & required fiald.

=

SSN = (Social Security Number)

Click on

Provider Commercial Numbers

= CMMS National Provider 10 (NPI): 1238887000 '
* Entity Types
ider Taxonomy Code:

Prowvider Harme:

Enter your NPl # here

L) Parsan @ Non-Parson Eﬁtitr]

:'/';:Iit‘.:k

Person (if the ID number comes up as a
person’s name)

hation Contact Hanme:
t Telephone Mumiber:
lcator Code )/ Address
teator Codef Address;

No-person (if the ID comes up with a

Submit [ cancm |
company name)

ok

Professional Clalm Submission

LEubmitac ] Froviders [oRatetiS oo st o, [t Fnyon | ctaim information || Service Lines |

or

EIN = (Employee Identification
Number)

. o

When done
click the

find button

Halo
= Indicatas & reguired field.

==

Billing Rafarring | Service Faclity

Billing Prowidaer

2T RAEATED

= Tamw T ) MmN EIM

Prowvider Commesrcial Mumbssr: 231728

= CHMME Hsticns] Providers 10 (NOT) [123a0e7a0e] [Fina]

- Eatity Ty s

(I'_

After you click on _\
the FIND button angd
the Tax Ild and the

NPl are valid the
billers’ information

) Bmrmon B Hon-Berson Eniin

Hoealth Care Prowvisler Taxsnomy Codes

Prowvider Hame: TEST/ CASE
Tmformmation Contact MNamvwess
InFfarneation Conteact Telepghone Mambeecs G029 3 FA000

FOi E. JEFFERSON
FEDEMIS, AT 05004

a4 -

Sarwice Locator Code f Addrass:

FOL E. JEFFERSON
FPay-To Locator Code f Addresss at - BHOEMER, AT 8500

21

\will appear here

@

[

Mow click the

Rendering tab
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Rendering provider is the provider who performed the service

Professional Claim Submission Help

N —
. Submitter | Providers I

-Eilling [ Rendering |

* Indicates a reguired field,
Paty Subscriber | Ambulance || Other Payer | Attachments | Claim Information  Service Lines

Lei:mng Service Facility

Rendering Provider

Enter the rendering

Provider Commercial Number:

providers NPl here * CMMS National Provider ID (NPI): 1234567890 {
B ) Persan & Non-Person Entity
Click R |
Person (if your ID name is a person’s name) :T:E"bi':t":r; e
Non-person (if your ID name is a company) Bty o Canoal. |
Professional Claim Submission Help

Submitter [ .Prcn.'lders |

* Indicates a required field.
Patlenthuhscrlber'_ Ambulance | Other Payer | Attachments | Claim Information _-Sremce Lines |

Billing | Rendering | Referring | Service Facility |

Rendering Provider

Once you click the FIND
* CMMS Mational P ider ID (MPT): |12345G7$5¢ m
button and the NPI is valid e (Ges)
the rendering provider name * Entity Type: () parsan @ Non-Person Entity
will appear hera ! Provider Name: TEST/CASE |

Provider Commercial Number: 231725

J alth Care Provider Taxonomy Code:
Now click on the

Patient/Subscriber

[ Submit | [ canesi | tab




J This is where you will enter the information for the AHCCCS member you are billing for "
Halp

* Indicates a reguired fleld.

Professional Claim Submissio

| Submitter | Providers | Patient/Subseriber | Ambulance | Other Payer | Attachments | Claim Information | Service Lines

Insured or Subscriber

“"-[ * Member ID Number/Date of Birth: AZa101838 01/20/ 1989 ] IFirm] I

Enter the members AHCCCS

Person MNanme:

ID and date of birth Candart
v, Residential Address:
E—
}"‘ Payer Responsibility: { - ’
Click on the down arrow and A-Payer Responsibility Four | When done click the
make your payer - s Rampcrmtbdiy B FIND Button
responsibility selection D - Paye: Responsisility Seven

E - Fayer Responsibility Eight
F « Payer Responsibility Mine
G = Payer Responsibility Ten

H = Payer Responsibility Eleven
} P - Prriimugary

5 - Secondary

T - Teriary
L - Unionoean

P =AHCCCS is Primary
U=You don't know

Professional Claim Submission Help
* Indicates a required field.

| Submitter | Providers | Patient/Subscriber | Ambulance | Other Payer | Attachments | Claim Information | Service Lines |

] N * Member ID Number/Date of Birth: A34101628 0120119638
Once you click the FIND ———e—

button and the AHCCCS ID Gender: M

and the Date of birth is valid . . B01 E JEFFERSOMN
Residential Address:

the members Information =

will appear here

* Payer Responsibility: P - Primary -

Yy,

[ swmit | [ cCencel | -




Professional Claim Submission

_Subn'u‘.'ti:r' Providers FPabent/Subscnber Ambulance | Other Payer Attachments | Claim In-‘o’matlc-ﬂ[ﬂcrwcct.-ncs

Claim Information

\ Original Reference Number:
Enter the patients

account number. If your

Prior Authorization Number:

office doesn’t use one ™ Patient Control Number: Account Numoer
you can enter either Medical Record 1D Number:
their AHCCCSID, their

Initial Treatment Date:

Heglo

N " Indicates a regquired field.

Mark YES if you are a
billing agency billing for
the provider and you have
their signature on file in

kyuur office

(Frcwider Signature on File; \

J

name, efc...

Date of Current Injury:

\ / Patient’s Condition Related To: [Jemployme Provider Accepts Assignments: click Ny

Place in which accident occurred: assigned if you are accepting payment
Spacial Program Indicator; from AHCCCS

v

* Provider Signature on File:
* Provider Accept Assignment: (&) assigned (O Accepted on Clinical Lab Services Chly O net Assigned

— * Benefit Assignment: ves (U ho (£ Not Applicable

I * Ralease of Information Consent: (®) [nformed Consent ) Yes

1 W

Condition Indicator: 3

Release of Information Consent; a ’ Req
signed statement by the patient
authorizing the release of medical
data to other organizations
[ Submit ] [ Canosl I

24

EPSDT Screening Referral: (ves Ono (Mutually Defined)

When done entering the
Claim Information data, click

on the Service Lines tab




Professional Claim Submission

Submitter | Providers | Patient/Subscriber | Ambulance | Other Payer | Attachments | Claim Informatigh | Service Lines

This is where you will enter the service line information

Help

* Indicatex & required field.

Diaanosis or Nature of Illness or Iniurv (Relate Ttems 1. 2, 2. 4. 5. 6. 7 or 8 bv line to the Diaanosis Code Pointer)

* Standard: @ 1cp.g Oyopgp

For now click on ICD-9

* Service Dabes

* Line Charges:

* Quantity:

\ * HCPLS Code

* Disgnosis Codes:

. 12052012

1

£ 936

=

Metional Drug Code:
“*NDC Quantity/Messure;

Immunization Batch Mumber:

- |t20s201

D Minutes @ Urits

J

g 2

g V1005 3

4 5 &

Enter the diaanosis without the decimal here (up to eiaht)

Service Line

*Diagnaaiaﬂudepainbem:i ;|_ 3|:| 4|:| 5|:| ._c_.l:l ;rl:l BD

* Place of Service Code (POS): 24 - AMBULATORY SURGICAL CENTER

b

Modifier Codes: |

2 3 4

Prescription Date;

(e

\_

The to and from date of service (if
entering one date you must enter it in
both the to and from date fields)

Enter line charges (manual
calculation is required — Unit x rate =
$1150 line charge)

Enter HCPCS code (procedure cod

~

| 183

Click on the Pointer box that

correlates to the diagnosis entered
in the diagnosis field, if more than
one diagnosis was entered click all

the pointer boxes that apply

~

prming HC [Provider]

J |

e)

/

Procedure Code/Cualifier L4

Units
Procsdure Code/Qualifier e
Madizars Coinsurancs £ ) Madicars Copay & )
Rartsl Price § v
First Nam=

25

You can add up to four
modifiers, make sure to use
=z Modifier SG when billing for
- | an ASC facilitv

When done, click the ADD button this
will clear the screen for you to enter

another service line if necessary, the
first service line you added will appear at
the bottom of the screen




Professional Claim Submission Help
* Indicates a reguired field.

Submitter || Providers || Patient/Subscriber || Ambulance || Other Payer || Attachments || Claim Information | Service Lines

Diagnosis or Nature of Illness or Injury {(Relate Items 1, 2, 3, 4, 5, 6, 7 or 8 by line to the Diagnosis Code Pointer)

* standard: @ 1cD-3 ) ICD-10 * Diagnosis Codes: 1 Y1008 2 2114 3 4 5 6 7 ]

Service Ling

* Sarvice Dates: - * Diagnosis Code Pointers: 1 |:| 2 |:| 3 |:| 4 |:| 5 |:| 5 |:| 7 |:| 8 |:|
* Line Charges: £ * Place of Service Code (POS): b4
* Quantity: ) minutes @ Units Modifier Codes: * 2 3 4
* HCPCS Code: Prescription Date:
National Drug Code: - "Preﬁ:crlEmn # ! Identifier: -

o _/When you click on the Add bu;tpn :awnew screen will \

appear ready for you to add your next service line and

the first service line you added will appear at the bottom

~~other payer: o] - Of the screen, you can continue adding new lines by o .
“umedicare: noia 4 CliCKiNg the add button after each service line you’ve

Other Adjustment(s): neaic{ - ‘€@Ntered

**pDurable Medical Equipment: Hcpcsk . ¢ " v ¢ }al Necessity (Days)

“*Ordering Physician: plan 1D Last Name First Name City

“*NDC Quantity fMeasure: der])

Indicators: Emarg

Provider Control Number:

** All or none of the information is required for the line or group.

Line Begin

End Date PDSHEPESMGd Mod Mod Mod NDC NDC Diag Diag Dlag Diag Diag Diag Diag Diag Min. [ Line

_ . Proc z -
No. Date i 2 3 4 CodeUnits 1 2 3 4 5 - 7 8  Units TYPE Charges Paid Units . - Deductible Coinsurance  Copay Pay

Amount Amount Amount Amount ID

‘ mf 1 12/5/201212/5/2012 25 45380 o 1 UN 926.00 0.00 o 0.00 0.00 0.00

Totals: $936.00  $0.00 £0.00 $0.00  %0.00

When you’re done
entering all your
service lines, click the
Submit button

26

Madicare Madicare Madicare Medicare Othde



27

Claim Entry Confirmation

Transmission Status:
Claim Type:

Patient Account
Number:

Confirmation Code:
Error:

Successful
Professional

Azcount Numbaer

P29

You should get the
message Successful

[[ ViewClaim || Enter Nw Claim ]]

|

(If you want to add another claim click the
Enter New Claim button

If you want to edit the claim or see what
information is being sent over, click the
View Claim button

\_

~

J
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ASC Technical

Assistance Document
Section 3:

On-Line Claim Submission

Billing for the Anesthesia /




Claim Submission

Claims submitted to A 48 hours. Once the claim has been zent for proceszing, it can no longer be modified via the
wab, After the processing M.ﬂk-E' sure th.ﬂt th'E' W-Dr[l a Replacement or Void. The claim will not be accepted if any reqguired data slements are
missing. The daim will als . . . . rage at the time the service is rendered. Claims will be processed under the following
identification Numbar (Nel  Professional is showing in the box

Payer/Receiver Eleckroni

NOTE: You cannot view the processing status of claimj submitted by other users.

Type of Claim: Professional e [ Click ongo

View Claim Processing Status
Submizsian Data(s): -

o

Professional Claim Submission [ A screen with 8 tabs will appear ] Halp
* Indicates a required field,

Submitter//” Providers Patient/Subscriber | Ambulance | Other Payer || Attachments | Claim Information | Service Lines |

Organization Name: TEST/CASE
Electronic Transmitter ID Humber: 99222

Information Contact Name: Escobede, Albert
] Infarmation Contact Telephone Number: 502-417-45582

)

Click on the Provider tab

[ Suemit | [ Concet |

29



Professional Claim Submission

This is where you will enter the provider or group billing information

Halp

Submitter | Providers P, ubscriber || Ambulance || Other Payer | Attachments Claim Information Service Lines

| Eilling-

Enter the biller or group tax ID here

Sarvice Facility |

andgring ] Referming

Billing Provider

* Taw ID: 1234848789

D) sgn & EIn

* lndicatas & required fiald.

=

SSN = (Social Security Number)

Click on

Provider Commercial Numbers

= CMMS National Provider 10 (NPI): 1238887000 '
* Entity Types
ider Taxonomy Code:

Prowvider Harme:

Enter your NPl # here

L) Parsan @ Non-Parson Eﬁtitr]

:'/';:Iit‘.:k

Person (if the ID number comes up as a
person’s name)

hation Contact Hanme:
t Telephone Mumiber:
lcator Code )/ Address
teator Codef Address;

No-person (if the ID comes up with a

Submit [ cancm |
company name)

ok

Professional Clalm Submission

LEubmitac ] Froviders [oRatetiS oo st o, [t Fnyon | ctaim information || Service Lines |

or

EIN = (Employee Identification
Number)

. o

When done
click the

find button

Halo
= Indicatas & reguired field.

==

Billing Rafarring | Service Faclity

Billing Prowidaer

2T RAEATED

= Tamw T ) MmN EIM

Prowvider Commesrcial Mumbssr: 231728

= CHMME Hsticns] Providers 10 (NOT) [123a0e7a0e] [Fina]

- Eatity Ty s

(I'_

After you click on _\
the FIND button angd
the Tax Ild and the

NPl are valid the
billers’ information

) Bmrmon B Hon-Berson Eniin

Hoealth Care Prowvisler Taxsnomy Codes

Prowvider Hame: TEST/ CASE
Tmformmation Contact MNamvwess
InFfarneation Conteact Telepghone Mambeecs G029 3 FA000

FOi E. JEFFERSON
FEDEMIS, AT 05004

a4 -

Sarwice Locator Code f Addrass:

FOL E. JEFFERSON
FPay-To Locator Code f Addresss at - BHOEMER, AT 8500

30

\will appear here

@

[

Mow click the

Rendering tab
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Rendering provider is the provider who performed the service
Professional Claim Submission Help
* Indicates a required field,

. Submitter | Providers [LPa ] Subscriber | Ambulance || Other Payer | Attachments | Claim Information  Service Lines

-Eilling [ Rendering | Lei:mng Service Facility

Rendering Provider

: rowvid ial ber:
Enter the rendenng P er Commercial Number:

pr‘DVidEfS NPI hEFE * CMMS Mational Provider ID [HP] ]:l 1234587850 {
* Entity Type: () Persan @ Non-Person Entity
Provider Nanma:

Click

r Taxonomy Code:

When done, click the

Person (if your ID name is a person’s name) FIND button

Non-person (if your ID name is a company) [ Submit | [ cencer |

Professional Claim Submission Help
* Indicates a required field.

Submitter [ .Prcn.'lders | Pa‘tl:nﬂﬁuhs{rlhﬂr._ Ambulance | Other Payer | Attachments | Claim Information _-Sfenrloe Lines |

Billing | Rendering | Referring | Service Facility |

Rendering Provider

Provider Commercial Number: 231725

Once you click the FIND
* CMMS Mational P ider ID (MPT): |12345G7$5¢ m
button and the NPI is valid e (Ges)
the rendering provider name * Entity Type: () parsan @ Non-Person Entity
will appear hera ! Provider Name: TEST/CASE |

J alth Care Provider Taxonomy Code:

Mow click on the

Patient/Subscriber

[ Submit | [ canesi | tab




J This is where you will enter the information for the AHCCCS member you are billing for "
Halp

* Indicates a reguired fleld.

Professional Claim Submissio

| Submitter | Providers | Patient/Subseriber | Ambulance | Other Payer | Attachments | Claim Information | Service Lines

Insured or Subscriber

“"-[ * Member ID Number/Date of Birth: AZa101838 01/20/ 1989 ] IFirm] I

Enter the members AHCCCS

Person MNanme:

ID and date of birth Candart
v, Residential Address:
E—
}"‘ Payer Responsibility: { - ’
Click on the down arrow and A-Payer Responsibility Four | When done click the
make your payer - s Rampcrmtbdiy B FIND Button
responsibility selection D - Paye: Responsisility Seven

E - Fayer Responsibility Eight
F « Payer Responsibility Mine
G = Payer Responsibility Ten

H = Payer Responsibility Eleven
} P - Prriimugary

5 - Secondary

T - Teriary
L - Unionoean

P =AHCCCS is Primary
U=You don't know

Professional Claim Submission Help
* Indicates a required field.

| Submitter | Providers | Patient/Subscriber | Ambulance | Other Payer | Attachments | Claim Information | Service Lines |

] N * Member ID Number/Date of Birth: A34101628 0120119638
Once you click the FIND ———e—

button and the AHCCCS ID Gender: M

and the Date of birth is valid . . B01 E JEFFERSOMN
Residential Address:

the members Information =

will appear here

* Payer Responsibility: P - Primary -

Yy,

[ swmit | [ cCencel | -




Professional Claim Submission

_Subn'u‘.'ti:r' Providers FPabent/Subscnber Ambulance | Other Payer Attachments | Claim In-‘o’matlc-ﬂ[ﬂcrwcct.-ncs

Claim Information

\ Original Reference Number:
Enter the patients

account number. If your

Prior Authorization Number:

office doesn’t use one ™ Patient Control Number: Account Numoer
you can enter either Medical Record 1D Number:
their AHCCCSID, their

Initial Treatment Date:

Heglo

N " Indicates a regquired field.

Mark YES if you are a
billing agency billing for
the provider and you have
their signature on file in

kyuur office

(Frcwider Signature on File; \

J

name, efc...

Date of Current Injury:

\ / Patient’s Condition Related To: [Jemployme Provider Accepts Assignments: click Ny

Place in which accident occurred: assigned if you are accepting payment
Spacial Program Indicator; from AHCCCS

v

* Provider Signature on File:
* Provider Accept Assignment: (&) assigned (O Accepted on Clinical Lab Services Chly O net Assigned

— * Benefit Assignment: ves (U ho (£ Not Applicable

I * Ralease of Information Consent: (®) [nformed Consent ) Yes

1 W

Condition Indicator: 3

Release of Information Consent; a ’ Req
signed statement by the patient
authorizing the release of medical
data to other organizations
[ Submit ] [ Canosl I

33

EPSDT Screening Referral: (ves Ono (Mutually Defined)

When done entering the
Claim Information data, click

on the Service Lines tab




This is where you will enter the service line information

Professional Claim Submission

Submitter | Providers | Patient/Subscriber | Ambulance | Other Payer |

Felp
* Indicates a required fizld.

Attachments | Claim Infermation | Service Lines \l

* Standard: @ 1op.g Oyepo1p

For now click on ICD-9

* Sarvies Dabes; 12052012 12055012

* Line Charges: 5 700

* Quantity: 3 2 Mirstes @ yrits

* HCPCS Code: 03510

Metional Drug Code;

,
(Enter

The to and from date of service (if
entering one date you must enter it in
both the to and from date fields)

Enter line charges (manual
calculation is required — Unit x rate =
$1150 line charge)

* Disgnosis Codes;

Bicar= Coinzurance £

Diaonosis or Nature of Illness or Iniurv (Relate Items 1. 2, 3. 4. 5. 6. 7 or 8 bv line to the Diaonosis Code Pointer)

g g V1005

3 4 3 & 7

Enter the diagnosis without the decimal here (up to eight)

Service Line

* Disgnosis Code Pointers: 1 [@] : @] [0 « [0 s s 7[00 5[0
* Place of Service Code (POS); - AMSULATORT SURGICAL CENTER -

| modifier codes: |

Prescription Date;

r

Click on the Pointer box that
correlates to the diagnosis entered
in the diagnosis field, if more than
one diagnosis was entered click all
the pointer boxes that apply

Click on the down
arrow and select
Place of Service 24

rvider]

r

You can add up to four
modifiers, make sure to use
modifier SG when billing for
an ASC facility

Proo=dure Code/Qualilier

Medicare Copay £

Rerial Price £ v  L=ngth of M=di

First Nam= City

\Enter HCPCS code (procedure code)/

When done, click the ADD button this

Note: The begin and end time of the anesthesia administration
must be entered on the claim, currently there is no place to

will clear the screen for you to enter

enter this information on the web, so for now it must be kept in
the members file and provided if requested by AHCCCS (AHCCCS

is currently working on adding a field to enter this information)

34

another service line if necessary, the
first service line you added will appear
at the bottom of the screen




Professional Claim Submission H=lp
* Indicates a required fizld.

Submitter | Providers | Patient/Subscriber | Ambulance | Other Payer | Attachments | Claim Informaticn | Service Lines

Diagnosis or Nature of Illness or Injury (Relate Items 1, 2, 2, 4, 5, 6, 7 or 3 by line to the Diagnosis Code Pointer)

« Standard: @ [opoe O 1o0e10 * Diagnosis Codes: 1 2114 2 V1005 3 4 5 & 7 B

* Service Dabes: - * Disgnosis Code Painters: 3 [0] 2 [0 2 [0 a0 s [0 7 =[O0
* Line Charges: £ * Place of Service Code (POS): -
. tite: & Modifier Codes: © z 3 4
Quantity: 2 Minutes @ Units odifier e
* HCPCS Code; Prescription Dabe;
Mational Drug Code; ““Prescription £/ Identifier: -
“=MDC Quantity/Measure; - Tamonomy Code; [ Performing HC Provider)

Immunizetion Betch Mumber: _[ Pstient Coun \

maiesors: | WWhen you click on the Add button a new screen will appear ready
provider Controt Numsers | FOF you to add your next service line and the first service line you
--~added will appear at the bottom of the screen;-you can continue
Medicare: Pt addlng new Ilnes by cllcking the efdd bu_tton after each service line
Other Adjustment(s): Md you ve entered

“*Durable Medical Equipment: Rentsl Price $ v Lergth of Magical Necessit =
=*Ordering Physician; S st Name First Name ci j

“=Other Payer: B

=]

(5]
"

== Al or none of the information is reguired for the line or growp.

. Medicara . Medicare Medicare Medicare Other
h“'“’ g’”‘?' End Date POS HCPCS “rd Mad “;d "'_‘;d ST u':D*r_E D':g D'.:'ﬁ‘ D'“‘E‘D'“ﬁ‘ D“’ﬁ‘ D“’ﬁ‘ D';ﬁ‘ D:’“ ﬂ:ﬂ“é Type o, Line " b i Units Ef‘fﬂ‘:_ Deductible Coinsurance  Copay Payer
g = RS SR = ! ArEES i mount PEE Amount Amount AmeuntID
(7 L )3/5/201213/5/3012 24 OOBLD 3 UN  700.00 000 0 } 0.00 0.00
Totals: 5700.00 50,00 50.00 50.00 50.00 50
.
P

M \Vhen you’re done

entering all your /'\
service lines, click the ( Swmn ]} camel |

35 Submit button
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Claim Entry Confirmation

Transmission Status:
Claim Type:

Patient Account
Number:

Confirmation Code:

Error:

Successiul <

You should get the

Professional

Azcount Numbaer

P29

L message Successful

[[ View Claim ] (_Entr e Clin_| ]

Enter New Claim button

If you want to edit the claim or see what
information is being sent over, click the
View Claim button

\-

(If you want to add another claim click the \

J
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ASC Technical

Assistance Document

Section 4:

Completing the CMS-1500 Paper

Form (08-05)




Note:

R = Required

Check the second box
labeled “Medicaid™

CLAIM FORM

M CLAIM COMMITTEE 08105

R

1500)

HEALTH INSURA

APPROVED BY NATIONAL U

Enter recipient’s
last, first name, and
middle initial R

Enter the
recipient’s date
of birth. Check
appropriate

genderbox R

Enter the recipient’s
AHCCCS ID number

PICA

PICA

GROUP FECA CTHE

{For Program in Hem 1)

A99999999

> | «<—CARRIER —»

Doe. Jomn J

< uu|___E?nr
011 01 M * F

HEALTH PLAN — BLKLUNG
s SSN) DmmmmDrs&wmm |rss.w
i . S BIRTH DATE SEX

4. INSURED'S NAME (Last Nama_ First Mame, Micddls Initial)
> Not reauired

6. PATIERT RELATIOMRSHIF T inaURED
ot T ire

< red
Sgrl|— |::pmme|rnnill..nluu ﬂﬂ'rerD

-5. PATIENT'S ADDRESS (No., Stroef)
Not reauired

7. INSURED'S ADDRESS (Mo, Straet)

Not required

0-94 is required if

Check “Yes or No™ to indicate patient’s condition 8. No sl Reguired if applicable, if
iz related to employment, auto, or other accident. ] Uﬂ'mrtD applicable fill-in each field with
If an auto accident, enter the two-letter required ZIPCODE | the appropriate information
abbreviation of the state in which the person Part-Time (11-11d)
responsible for the accident is insured R -I Studant || T T v

10N RELATED TC: 11, INSURED'S POLICY GROUP OR FECA NUMEER

—

a. EMPLOYMENT? (Current or Praviouws)

> [ [3]n

ITHERINSL  Applicable, if applicable
Fill-in each field with the
Appropriate information

a. INSURED'S DATE OF BIRTH
i DDy
| I

| | MD FD ]

b. AUTO ACCIDENT? P

O &4

DTHER IMS1
M DD o

P
-

| | v[]  f[]

b. EMPLOYER'S MAME OR SCHOOL MAME
—

o IMPLOYER'S NAME OR SCHOOL NAME

-

¢. OTHER ACCIDENT ?
[2]%0

[ ]ves

c. INSURAMNCE PLAN NAME OR PROGRAM NAME

RANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE

Not reauired

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

e
g‘fes [Ivo  iryes. sstum 1o and compista tam 0 o3

READ BACK OF FORM BEFORE COMPLETING & SIGMING THIS FORM.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize e raleass of any madical or othier information necessary
to process this claim. | also request payment of govermmant benefite sithar to mysalf or fo the party who accepts assignmant
below,

Not required

SIGNED DATE

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undarsignad physician or supplier for
sorvicas describad balow.

Not required

SIGNED

38

<————— PATIENT AND INSURED INFOBRMATION

=
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G B ptic e, y;marke T 15, I AT e SN LA TE5 LATENT ANABLE TO WORK I CUREENT %umm 1
complete fields 9a Not H-equ:.r ed FROM | Not Reuu:.red Tid |
17. NAME OF REFERRAING PROVIDER OR OTHER SOURCE 170 . 7 18. mSHTALEATIDﬂ DATES RELATED TO CUHFIENT SEFWICES
R ired if icabl | "Require for Podiatry _~_. MM DD | Y
equired if applicable i70.| NP1 FROM | Not iReuuu’ed TO i |
10, RESERVED FOR LOCAL USE 20, OUTSIDE LAB? $ CHARGES

Not Required

Not Reauired

[Jves [ Jwo

INCLUDING DEGREES OR CREDENTIALS
{1 catify that the statemnents on the revarsa
apply to this bill and are made a part thareod. )

John Doe 01/01/01

SIGNED DATE

MUCC Instruction Manual available at: www.nucc.org

2. MAGNCEIS OR NATURE OF ILLWNESS OR INJURY (Relata lloms 1, 2, 3 or 4 to lam 2412 by Line) —=1 22 MEDICAID RESUBMISSION DAY EEE.
T22. 52 Enter at least one Behawvioral hedfth A DQ‘DDIDDDDDDD
e ICD-9. Up to four in o]l N, r———providers must = PHJDFIAUTI{IHLIATI]JH SBER
s & priority order not nse DSM-4 ' Not R i ; d 241 Beguired i
. 4 N diagnosis (dx) i e LA applicable
24, A DATEI:S}OF SEFI".I"ICE C. | 0. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, H. P( L J =
From [Explain Unusual Circumstances) DIAGNOSIS e ‘,’;";1 . RENDERING Q
MM DD LA [l Y EMG | CPFTHCPCS | MODIFIER POINTER % CHARGES UNTS | Pan § QU PROVIDER ID. # E
124 A-II Do not use the shaded areas » COB Information =
[ T " " T " i ‘i e e e e e ety | :
01 01 01 | = (62485 Y6 (50| 12 ) 3400.poY 1 )| [wm o
COB Information =
i i [ i ey |
01 01 01 | | 24 64484 ) 5G! 59! : A2 1700. QO 1 | NPt E
- ot N e S B — E
- ‘ | EEE _'T:P\" |
L ANg——N 3 i~ )

- — 24C 24D 24D 24E 24G -
24A e h B Mark with a Enter the Enter the Enter g enter the o
Enter the e e “,® an “X." CPT or rocedure only the R i - 1E

i two digit ’ : ikt ¥ total units/days O
| beginning | e | | or a“y"if HCPCS modifiers reference h . =
and s BEIVice Was procedure number ST of service Fq
: the place for each ; =
ending an code from provider O
service ot eiMeTgen field 21 Rrocedure on the 0
w dat —] service — gency _J _E
ates N date(s) T
I ! [ I P T\ /- 1a
~—TTadl | | | 1 ] I
25, FEDERAL TAX L.D. NUMEER S5N EIN 26, PATIENT™S ACCOUNT NO. ACCEPT J G MMET 28, TOTAL CHARGE 20, AMOUNT PAID 30. BALANCE DUE
86.1234567 D D Required if applicable NotRequired $ 5100. ﬁ[‘_l g If apphral:]e Not Reguired
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32 SERVICE FACIUTY LOCATION INFORMATION a3, BILLING FﬁD‘#IDEH INFOLPH # f ]

AZ Hospitzl
000 E Penney Lane
Phosnix, AF 90000

Required if applicable

If a group is billing,
enter the group
biller’s information

John Doe
Dream nmwmber nine
Liverpool, AZ 99999

AHCCCSID

PLEASE PRINT OR TYPE

b For atvpical provider tvpas

APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)
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-

Contact

To become an AHCCCS Trading Partner, please email
us at: EDICustomerSupport@azahcccs.gov

\_

~

J




