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STATE OF HAWAII Med-QUEST Division |

Department of Human Services
TAXI AUTHORIZATION/INVOICE

Section1:  Authorization To Be Completed By Eligibility Worker

Raciplent's Name Casa Mame Case Mo. Recipiant |.D. No  Unit Control No.
Mame of Taxi Provider FAX No. Phone Na.

The Department of Human Services has determined that the above named individual is eligible for limited taxi
services for the month of . Taxi services are restricted to the following destinations as
indicated below: ,

Residence Address or To: Provider #1: Frequency
otherwise indicated: Address:

Provider # 2: Frequency  Provider #3: Frequency
Address: Address:

Provider # 4. Frequency Provider #5: Fregency
Address Address:

Additional services have been authorized by for transportation services limited to

Any changes to this authorization form will nullify this agreement and the Department will not be responsible for any
additional charges without the approval of the eligibility worker or a medical consultant. Should after hours
emergency service be provided, the Depariment may authorize taxi services, provided the emergency is confirmed by
a note from tke physician or facility who provided the services.

Printed Mame of Ellgibility Worker Eligibility Worker's Signature Awthorization Date Phone No. FAX Mo.

Section 2: Invoice To Be Completed By Taxi Provider

TAXI TRIP RECORD | __ COLUMN 1 TAXI TRIP RECORD | __ COLUMNZ |
NUMBER TOTAL CHARGES NUMBER TOTAL CHARGES
1 T
2 2R gt el | el 8 U0
3 8
4 = B e -
5 1
6 T AR b feiPsas o |-
Column 1 Total $ Column 2 Total $
Subtotal 5
4% Tax 5
AMOUNT DUE H
| certify the above to be accurate and true.
Printed Name of Authorized Agent Authorized Agent's Signature Provider Address Date Prov. Invoice Nao.
DHS 1135 (Rev. 04/97T) Criginal - Case Record
Copies - Chent & Provider
PROVIDER MANUAL: APPENDIX 3 Pages C1 to C32
CLAIMS FORMS
Taxi Authorization/Invoice Page C 2

DHS 1135 Form



INSTRUCTIONS
DHS 1135

TAXI AUTHORIZATION/INVOICE
PURPOSE:

The DHS 1135, Taxi Authorization/Invoice form shall be completed monthly by the eligibility workers
(EWs) and taxi providers. This form is used to authorize taxi services for the “fee-for-service”
recipients, who are medically certified to receive taxi services to obtain medical services. This form is
intended to:

L. Inform recipients of their monthly eligibility for taxi services;

II. Inform taxi providers of recipients they are authorized to provide services for a specified
calendar month; and

I1I. Inform ASO/BP that the EW authorized taxi services for a specified recipient, destination(s) and
month.

Recipients are entitled to taxi services if their physical or mental condition could jeopardize the health
and safety of the community if public transportation is used. The EW must assess the information
contained on the DHS 1160 Screening Form for Transportation Service Request form to determine if
the physician's recommendation for taxi service is justified. The EW will initiate the DHS 1135 if it is
determined that the recipient is entitled to utilize taxi services.

Taxi service authorizations are limited from/to the residence or specified. “Point-of-pickup” and the
nearest appropriate medical facility. Convenience will not be considered in determining taxi service
authorizations. A MQD medical consultant must approve any travel, other than those indicated above.

Services not paid by Medicaid (without prior MQD medical consultant's approval) include, but not
limited to the following:

L. Recipients who utilize the services of a provider other than the nearest one available;

II. Recipients who fail to cancel or be at any scheduled pickup location and time, which they
requested;

III.  Additional services rendered by taxi drivers assisting recipients upon entering or leaving the
taxi or with their wheelchairs, and portable medical equipment (i.e. oxygen concentrators or
tanks);

IV.  Other services rendered by taxi drivers in cleaning the interior of their taxi in the event the

recipient soils their vehicle;
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V. “Waiting time” incurred by taxi drivers whenever recipients are not at the requested pickup
location at the requested time; or

VI.  Trips not authorized by the EW or by the MQD medical consultant.

GENERAL INSTRUCTIONS:

L. Form shall be written legibly or typed

II. Section 1 (Completed by the EW)

A.

B.

Authorize taxi services after determining requirements were met (via the DHS 1160).

Allow the recipient to select a taxi provider for each calendar month from the list of
Medicaid approved taxi providers issued on the ICF by R. Iwata, dated03/20/91.

Have the recipient identify the name(s) and address (es) of their medical provider(s) that
they are required to seek medical treatment from during that month. If any additional
medical providers need to be listed on the DHS 1135, another form needs to be
completed.

Confirm any additional services required with a medical consultant.

Authorizing emergency taxi/one-time service.

1. A supporting CHS 1160 is not required.

2. EW is to use available case information and consult with the medical provider to

determine if the recipient is too ill or who's physical or mental condition makes it
unsafe to use the bus or “curb-side-service” (handi-van),

Original form - filed in case record
Copy - faxed to recipient’s taxi provider
Copy - mailed/given to recipient

II1. Section 2 (Completed by the Taxi provider)

A. The section/unit will forward (fax or mail) the DHS 1135 form to the taxi provider for
each recipient authorized to utilize taxi services for that month.
B. This form must be used as the invoice for payment to ASO/BP.
PROVIDER MANUAL: APPENDIX 3 Pages C1 to C32
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The authorized agent for the taxi provider shall verify that all the information on each of
the DHS 1136 Taxi Trip Record form is completed. Verified information documented
on the DHS 1136 is to be transposed onto the DHS 1135 form. (“OTHER CHARGES”
and “REASON FOR OTHER CHARGES” - to be completed only if applicable).

All DHS 1136 forms listed on the DHS 1135 must be attached to the upper left back
corner of this form.

Send the ORIGINAL and two (2) copies of the DHS 1135 (invoice) and the original
copy of the listed DHS 1136 forms to ASO/BP within six (6) weeks from the last DHS
1136 service date.

Staple together and return all-“VOICED” DHS 1136 forms to ASO/BP.
(“VOIDED” should be written on the face of these forms).

For emergency trips (without authorized DHS 1135):

1. Complete Section 2 of an unauthorized DHS 1135 for each emergency taxi
service.

2. Attach the applicable DHS 1136 forms including that of the return trip form the
emergency medical provider to the recipient's residence; and

3. Attach the written confirmation from the physician or facility that provided the
emergency medical services and send to:

ASO/Benefit Payment Section
P.O. Box 339
Honolulu, Hawaii  96809-0339

IV.  Processing of completed DHS 1135 and DHS 1136 forms.
A. ASO/BP will pre-audit and process all forms completed correctly for payment.
B. ASO/BP will return incomplete forms to the taxi provider for correction, completion,
and resubmittal.
C. ASO/BP will forward all other DHS 1135 and DHS 1136 forms to MQD/Medical
Standards Branch for appropriate action.
PROVIDER MANUAL: APPENDIX 3 Pages C1 to C32
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SPECIFIC INSTRUCTIONS:

L Section 1 (Completed by the EW)
A. Recipient's Name Last, First, Middle Initial
B. Case Name Last, First
C. Case Number Self-explanatory
D. Recipient I.D. No. Self-explanatory
E. Unit Control No. 6 data elements (see below)
Alpha Num Num Num Num Num
Element number 1 2 3 4 5 6
Example: M7108111130S
1 (1 digit field) = O Oahu
= H Hawaii
= M Maui
K Kauai
2 (1 digit field) = 7 Last digit of year (e.g. 1997)
3 (3 digit field) = 106  (e.g..106 is the Julian date of the 106th day
the year on which the DHS 1135 was authorized).
4 (3 digit field) = 111 Section/Unit (e.g. MQD/Oahu Applications
Sectionis 111)
5 (2 digit field) = 13 13 is the workers number in the section/unit.
6 (2 digit field) = 05 (e.g. 05 is the 5th number of DHS 1135 forms
authorized by the EW on 04/16/97).
F. Name of Taxi Provider Refer to list of approved providers on ICF
By R. Iwata "IC Medicaid Taxi Providers”
Dated 03/20/97.
G. FAX No. Fax number of the taxi provider.
PROVIDER MANUAL: APPENDIX 3 Pages C1 to C32
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11. Section 2

A.

B.

C.

D.

Phone No.
Service for the month of

Residence Address or
Otherwise indicated

Provider #1 to 5 Address

Authorized by:

Services Limited To:

Printed Name of Eligibility Worker

Eligibility Worker’s Signature
Authorization Date
Phone No.

FAX No.

Phone number of the taxi provider.
Authorized month (e.g. April 1997)
Example 1: 820 Mililani St., Apt. 717
Example 2:  Aloha Hotel* 100 Mahalo St.
Example 3:  Honolulu Int’l Airport*

100 Nimitz Hwy.
Example 1:  Dr. John Smith 100 Castle Rd.
Example 2:  Queens Medical Center

100 Punchbowl St.
Example 1:  Dr. G. Batten, MSB

Example 1:  Longs Drug Store at
1330 Pali Hwy.

Example 2:  From and to Honolulu Int’l
Airport, Queens Medical
Center, and Pagoda Hotel.*

Self-explanatory

Self-explanatory

Self-explanatory

Self-explanatory

Self-explanatory

For recipients on the neighbor islands requiring medical treatment on Oahu,
Residence Address or Otherwise Indicated would include the addresses of hotels
& Airports previously authorized by the MQD medical consultants.

Taxi Trip Record Number
Total Charges
Column 1 Total

Column 2 Total

(Completed by the Taxi Provider)

(e.g. A000123)
(e.g. § 7.50)
(e.g. $125.75)

(e.g. $ 35.80)

PROVIDER MANUAL:
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E. Subtotal
F. Tax (current rate 4%)
G. Amount Due

H. Printed Name of Authorized Agent

L. Signature of Authorized Agent
J. Provider Address

K. Date

L. Provider Invoice Number

(e.g. $161.55)
(e.g. § 6.46)
(e.g. $168.01)

Name of person preparing this form for the taxi
Provider.

Self-explanatory

Mailing Address

Self-explanatory

Provider control number assigned

by the taxi provider to identify each invoice

submitted to Fiscal Management Office/Benefit
Payment (FMO/BP)

PROVIDER MANUAL: APPENDIX 3
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STATE OF MW A MED-QUEST DRASION
CEFLATMENT OF HUMAN SERVICES
TAXI TRIF RECORD
A-
OATE FORM CORTROL MO,
AGGRESS FACM - OOOEETER READING
ADDRESS TO GEOMETER HEADING
-
TOTAL MEEAGE TOTAL METER COST  OTHER CHARGES
REABOMFOR OTHER CHARGER
DRIVEN'S BHIME TUHE PRINTED HAME OF DRINVER
AECIPENT'S SIGMATURE FECIFENT URIT CONTROL MO,
10 K
PROVIDER MANUAL: APPENDIX 3 Pages C1 to C32
CLAIMS FORMS
Taxi Trip Record Page C9

DHS 1136 Form



INSTRUCTIONS
DHS 1136

TAXI TRIP RECORD
PURPOSE:
The DHS 1136 Taxi Trip Record form is used by the Medicaid approved taxi drivers to record taxi services
provided to the medically certified fee-for-service recipients in obtaining medical services. This form must

be attached to the completed DHS 1135 Taxi Authorization/Invoice form and submitted to Fiscal
Management Office/Benefit Payment/Medical Section (FMO/BPMS) for payment processing.

GENERAL INSTRUCTIONS:
L Form shall be written legibly in ink.
II. This form is used:

A. to verify that a currently authorized DHS 1135 is on file for that individual for that month of
service;

B. to confirm that the pickup and drop off locations are listed on the individual’s DHS 1135 for
that month;

C. torelay to their taxi driver, the time of the pickup, the pickup and drop off locations and the
unit control no. (listed on the DHS 1135);

D. for after hours emergency taxi service without a currently authorized DHS 1135, the taxi
driver must:

1. be shown a current Medical Assistance Identification Card or Medical Assistance
Coupon with an expiration date not to exceed the taxi service date; and

2. receive a written confirmation from the physician or facility who will provide the
emergency service.

SPECIFIC INSTRUCTIONS:

L Taxi drivers upon being dispatched will complete the following information on the DHS 1136
form:
A. Date Self explanatory
B. Address From Example 1: 820 Mililani St., Rm. 717

Example 2: Aloha Hotel *
100 No. Mahalo St.

C. Address To Example 1: Dr. John Smith
100 Castle Rd.

Example 2: Queen’s Medical Center
100 Punchbowl St.
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IL.

I1I.

Iv.

VL

VIL

Taxi drivers upon arrival at the pickup location shall request to see the recipient’s Medical
Assistance Identification Card or Medical Assistance Coupon and enter the recipient’s I.D.
number on the form.

Recipient I.D. No. Example: 0000010001

Taxi drivers before departing the pickup or origination address, must enter:
Odometer Reading Example: 12,321.6 mi.

Taxi drivers upon arrival at the drop off location will have recipients sign their names to attest to
transportation services received by the taxi driver.

Recipient’s Signature Self explanatory

. For after hours emergency taxi service, shall request that the recipient provide or
accompany the recipient in getting a written confirmation from the physician or facility
who is providing the emergency service.

Taxi drivers, prior to leaving the drop off location shall complete the following information:
A. Odometer Reading Example: 12,337.6 mi.

B Total Mileage Example: 16 miles

C. Total meter cost Example: $12.75
D

Other Charges Do not complete unless authorized by the
MQD medical consultant

Example: $2.50

E. Reason for Other Do not complete unless authorized by the
MQD medical consultant

Example 1: Longs Drug Store at
1330 Pali Hwy.

Example 2: From and to Honolulu Int’l
Airport, Queen’s Medical Center and
Pagoda Hotel. *

Driver’s Signature Self explanatory
G. Printed Name of Driver Last, First and Middle Initial

. For recipients on the neighbor islands requiring medical treatment on Oahu, Residence
Address or Otherwise Indicated would include the addresses of hotels and airports
previously authorized by the MD medical consultants.

Taxi driver will submit the completed DHS 1136 to the taxi provider to file for payments. All
voided DHS 1136 must also be submitted to the taxi providers.

The authorized agent for the taxi provider shall verify that all the information on each of the DHS
1136 Taxi Trip Record form is completed. “OTHER CHARGES” and “REASON FOR OTHER
CHARGES” — is to be completed only if applicable.

PROVIDER MANUAL: APPENDIX 3 Pages C1 to C32
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State of Hawaii
DEPARTMENT OF HUMAN SERVICES

Health Care Administration Division

HYSTERECTOMY ACKNOWLEDGEMENT I
(Embossed 1D, Card Infermation)

[ldentification Numbear Ggary Sac, FM Code Patisnt's Full Nama Sax Birthdate
=

M F
IRES A

| have informed

Mame of Person 1o Have Hystareciomy

ar orally and by this statement that
Mame of Her Representative, If Applicabile

the hysteractomy she is to have will render her parmanently incapable of reproducing.

Signature of Person Obtaining Authorization Date
To Perlorm the Hysterectomy

| TO BE COMPLETED BY PATIENT OR HER REPRESENTATIVE .

| acknowledge that | received the above information.

Signature of Person to Have the Hysterectomy Date

Or, if applicable:

Signature of Her Representative Date

DHS 1145 (BEE)
ATTAGH TO CLAIM

PROVIDER MANUAL: APPENDIX 3 Pages C1 to C32
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INSTRUCTIONS FOR
FORM 1145

HYSTERECTOMY ACKNOWLEDGEMENT

A completed Hysterectomy Acknowledgement Form is required for all hysterectomies
except those outlined in Part IV of this appendix. The form consists of patient
information, provider certification that the required information was provided to the
patient, and patient acknowledgement that the required information was received.

A. Patient Information (completed by attending physician or staff)

1.

2.

This area may be used to imprint patient information.

Enter the patient’s Medicaid ID number exactly as shown on the Medicaid ID
card. For HAWI recipients, enter the 10-digit recipient number. For non-
HAWI recipients, enter the case number including the preceding alpha.
Provide the FM code for non-HAWI recipients also.

Patient has applied for Medicaid coverage but has not yet been approved, a
statement such as “Medicaid Pending” must be entered in place of the ID
number.

Enter the patient’s last name, first name and middle initial as shown on the
Medicaid ID card. Nicknames should not be used.

Enter the patient’s date of birth, especially if the patient’s coverage under
Medicaid is still pending DHS approval.

B.  Provider Certification (completed by attending physician or staf¥)

1.  Enter the patient’s full name, as shown in #3 above.

2. Provide the last name and first name of the patient’s representative if the
patient was not able to acknowledge receipt of the required information and
sign the form. A spouse, parent, or other close relative may act as a
representative and receive information on her behalf. In the event of an
emergency, such as a ruptured uterus, a friend or even a nurse or other
responsible hospital employee may receive the information.

Ll PROVIDER MANUAL: APPENDIX 3 Pages C1 to C32
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4.

The person who warned the patient or her representative of the consequences
of the procedure and her subsequent inability to reproduce, and who obtained
the patient’s authorization to perform the hysterectomy must sign here. This

may be the physician, surgeon, nurse, or other responsible medical personnel
with adequate medical knowledge to answer the patient’s questions, if any.

Indicate the date signed by the person who obtained authorization.

C. Patient Acknowledgement (completed by patient)

1.

Patient should sign the form to confirm that she receive the required
information regarding the procedure before the service was rendered.

The patient must indicate the date signed. The form should be signed prior to
the surgery. However, if the patient signs the form after the surgery date, the
patient must still have received the required medical information before the
surgery and the language of the form must be manually changed to include
statements such as “Information given before the operation” and “before the
operation” in the physician’s and patient’s portion of the form.

The representative must sign if a representative made acknowledgement of the
information.

The representative must indicate the date signed. The form must be signed
prior to the surgery no later than the day of surgery prior to pre-operative
preparations.

PROVIDER MANUAL: APPENDIX 3 Pages C1 to C32
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DHSMed-QUEST Division
Medical Standards Branch

STERILIZATION REQUIRED CONSENT FORM

Fatent's Foll Name Sax Tiatw of Bin
M FEQ ) ] ‘

MNOTICE: YOUR DECISION AT ANY TIME NOT TO BE STERILIZED WILL NOT RESULT IN THE WITHDRAWAL OR WITHHOLDING OF ANY
BENEFITS PROVIDED BY PROGRAMS OR PROJECTS RECEIVING FEDERAL FUNDS.

CONSENT TO STERILIZATION
| have asked for and received information about sterilization from

Dector or Chinic

‘When | first asked for the information, | was told that the decision to be sterilized is completely up to me. | was told that | could decide not
to be sterilized. If | decide not to be sterilized, my decision will not affect my right to future care or treatment. | will not lose any help or
benefits from programs receiving Federal funds, such as AFDC or Medicaid that | am currently receiving or for which | may become
eligible.
1| UNDERSTAND THAT THE STERILIZATION MUST BE CONSIDERED PERMANENT AND NOT REVERSIBLE. | HAVE DECIDED
THAT | DO NOT WANT TO BECOME PREGNANT, BEAR CHILDREN OR FATHER CHILDREM.
| was told about those temporary methods of birth control that are avaiiable and couid be provided to me thai wiil ailow me to bear or
father a child in the future. | have rejected these alternatives and chosen to be sterilized.
I understand that | will be sterilized by an opearation known as a The discomforts, risks

Narma of Procedure
and benefits associated with the operation have been explained to me. All my questions have been answered to my satisfaction.

| understand that the operation will not be done until at least 30 days after | sign this form. | understand that | can change my mind at any
time and that my decision at any time not to be sterilized will not result in the withhalding of any benefits or medical services provided by
Federally funded programs.

| am at least 21 years of age and was born on I i B hereby consent
Date of Bith ama of Fatiant

of my own free will to be sterilized by by a method called
Hame of Licaraed Prvsicien Sranization Procedure:

My consent expires 180 days from the date of my signature below. | also consent to the release of this form and other medical records
about the operation to: Representatives of the Department of Health and Human Services, or employees of programs or projects funded
by that Department but only for datermining if Federal laws were observed.

| have received a copy of this form.

Printed Mame of Pl Signature of Pt Drter
You are requested to supply the following information but it is not required: {check race and ethnicity designation)

{ ) Black (not of Hispanic origin) { ) Asian or Pacific Islander { ) White (not of Hispanic origin)

{ ) Hispanic { ) American Indian or Alaskan native

STATEMENT OF INTERPRETER
If an interpreter is provided to assist the individual to be sterilized: | have translated the information and advice presented orally to the
individual to be sterilized by the person obtaining this consent. | have also read him/her the consent form in
language and explained its contents to him/her. To the best of my knowledge and belief, hefshe understands this explanation.

Primad Mama of eoreber Sigratue of Interpreten Date
STATEMENT OF PERSON OBTAINING CONSENT
EBefore signed the consent form, | explained to himfher the nature of the .
Name of Patent Signiizaticn Procedure

the fact that it is intended to be a final and irreversible procedure and the discomforts, risks, and benefits associated with it.

| counseled the patient that alternative methods of birth control are available that are temporary. | explained that sterilization is different
because it is parmanent. :

| informed the patient that his/her consent can be withdrawn al any time and that hefshe will not lose any health services or any benefits
provided by Federal funds.

To the best of my knowledge and belief, the patient is at least 21 years old and appears mentally competent. He/she knowingly and
wvoluntarily requested to be sterilized and appears to understand the nalure and consequence of the procedure.

Printes Nams of Indvicusl Dbtsing Consant Signahae Date
Mamn of Facity Acdress FPhona Mumber
STATEMENT OF PHYSICIAN
Shortly before | performed a sterilization operation upon on
Nams of Petent Dimtw of Samrilization
| explained to him/mher the nature of the. . the fact that it is intended to be a final and irreversible procedure and
Starlzavcn Procadurs

the discomforts, risks and benefils associated with it.
| counseled the individual to be steriized that alternative methods of birth control are available that are temporary. | explained that
sterilization is different because it is permanent.

linformed the patient that hisfher consent can be withdrawn at any time and that hefshe will not lose any health services or any benefits
provided by Federal funds.

To the best of my knowledge and belief, the patient is at least 21 years old and appears mentally competent. He/She knowingly and
voluntarily requested to be sterilized and appears to understand the nature and consequence of the procedura.

SELECT ONLY ONE OPTION:
o A At least 30 days have passed between date the patient signed this consent form and date the sterilization was performed.
O B. This sterilization was performed less than 30 days but more than 72 hours after date of the patient’s signature on this consent
form because of the following circumstances (check applicable box and complete requested information).
{ ) Premature delivery. Patient's expected date of dalivery is:

() Emergency abdominal surgery. (describe circumstances).

IDHS 1148 (Rev. 04/89) wm:ﬁ:m—mﬂ Second Copy - Patient - Third Cogey - Hospital/Chnic
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INSTRUCTION FOR
FORM 1146

STERILIZATION REQUIRED CONSENT FORM 1146
A. Patient Information (completed by physician or his staff prior to surgery)
1.  Provide the identification numbers exactly as they appear on the ID card. If
the patient applied to DHS for Medicaid coverage but has not yet been
approved, a statement such as “Medicaid Pending” must be entered in place of

the Medicaid ID number.

2. Provide the patient’s last name, first name and middle initial; do not use
nicknames.

3. Indicate the patient’s sex.

4.  Indicate the patient’s date of birth. This is always required. The patient must
be at least 21 years of age.

B. Patient’s Consent to Sterilization (completed by physician, his staff or patient prior
to surgery). For ease of completion, the person obtaining the consent may complete

all information except the patient’s signature and date.

1. Indicate the full name of the physician or clinic from which the patient
requested sterilization information.

2. Identify the surgical procedure to be performed.

3. Enter the patient’s date of birth (month/day/year) as previously entered in #4
above.

4.  Enter the patient’s full name as previously entered in #2 above. If the patient
changed names, the current name may be entered; however, the former name
must also be provided to verify that the patient is the same.

5. Provide the full name of the surgeon.

6. Indicate the method of sterilization to be performed.

7.  Patient’s signature is required.

==
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8.  Date signed by patient is required and must be 30 calendar days or more prior
to the expected surgery date, but not more than 180 days. In cases of
emergency abdominal surgery, this date must be at least 72 hours before the
surgery date.

C. Interpreter’s Statement (completed prior to surgery if applicable)

1. Indicate the language or dialect used to communicate to the patient the
required information.

2. The interpreter must sign the form.

3. The date signed by the interpreter is required and must be at least 30 days but
not more than 180 days before the surgery.

D. Statement of the Person Obtaining Consent (completed by the physician or his staff
prior to surgery).

1.  Enter the patient’s full name.

2. Provide the method of sterilization as indicated in #6.

3. The person obtaining consent must sign the form.

4.  Provide the date signed by the person obtaining consent.

5. Name of the facility must be provided if the person obtaining consent is a
hospital or clinic employee.

6.  Provide the address of the facility.
The Patient must be given a copy of the completed and signed form.
E.  Physician’s Statement.
The physician must complete this section AFTER the surgery to certify that shortly

before performing the sterilization, the physician provided the individual with the
Federally required information regarding the sterilization.

1. Enter the patient’s full name.

2. Provide the sterilization date. This date must be 30 or more calendar days
after the patient signed the consent form, but not more than 180 days. In cases
of emergency abdominal surgery, this date must be at least 72 hours after the
patient signed.

==

[l] PROVIDER MANUAL: APPENDIX 3 Pages C1 to C32
CLAIMS FORMS
Sterilization Required Consent Form Pages C17 of C18

DHS 1146 Form Instructions



3. Provide the sterilization method. This should be the same as indicated in
previous portions of the form.

4.  If the 30-day waiting period was met, cross off paragraph #2. If the 30-day
waiting period was not met, cross off paragraph #1 and complete paragraph
#2.

5. Provide the original expected date of delivery if premature delivery resulted in
sterilization within 30 days but more than 72 hours of the patient’s consent.

6.  Provide the circumstances if emergency abdominal surgery resulted in
sterilization within 30 days but more than 72 hours of the patient’s consent.

7. The provider who rendered the sterilization procedure must sign the form after
the procedure was performed.

8.  Indicate the date signed by the provider.

When completed, the original copy should be attached to the surgeon’s claim, the
second copy given to the patient as required by Federal regulations, and the third
copy attached to the hospital claim for the hospital charges. The surgeon should
make copies of the completed Form 1146 available to anesthesiologists, assistant
surgeons and co-surgeons as all claims for sterilization services will be rejected
unless there is evidence of a valid, signed Form 1146.
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STATE OF HAWAII Med-QUEST Division
Department of Human Services

Please mail to:

Unit

Address:

Worker:

REQUEST FOR INDIVIDUALIZED TRANSPORTATION SERVICES

Last Name First Name M.L. Case Name Case No. Date of Birth  Sex (M/F)

Street Address City/State Zip Code Telephone No.

. CLIENT: THIS SECTION MUST BE THOROUGHLY COMPLETED OR IT WILL BE RETURNED TO YOU

A. Are you able to use public transportation or can someone regularly transport you to obtain medical services?
(If you answer yes, you will not be eligible for individualized transportation services.) (Yes / No)

B. Explain why you should receive individualized transportation:

C. List the names of your medical providers, frequency and the locations for which your need individualized transportation:

D. | certify that the above information is true and accurate to the best of my knowledge.

Signature of Recipient or Legal Guardian Printed Name of Recipient or Legal Guardian Date

Il. LICENSED PHYSICIAN: COMPLETE INDIVIDUALIZED TRANSPORTATION NEED ASSESSMENT
A. Diagnoses:

1) 2) 3)

B. Provide an explanation of all physical and/or mental impairments:

C. Provide an explanation whether your patient’s impairment(s) will be temporary or permanent:

D. List all assertive devices (i.e., wheelchair, walker, cane, etc.):

lll. LICENSED PHYSICIAN: COMPLETE CERTIFICATION OF INDIVIDUALIZED TRANSPORTATION REQUEST

A. | certify that it is medically necessary for , to be granted access to:
Recipient's Name

taxi curb-to-curb(van/Handi-van) door-through-door(handi-cab) services from to
Month/Year Month/Year

Signature of Licensed Physician Printed Name of Physician Address Phone No.

AFTER COMPLETING SECTIONS II AND lll, PLEASE MAIL FORM TO THE ADDRESS LISTED ON THE UPPER RIGHT CORNER

IV. WORKER: AUTHORIZATION IS TO BE COMPLETED AT EACH ELIGIBILITY REVIEW FOR A PERIOD NOT TO EXCEED ONE (1) YEAR

APPROVAL GRANTED FOR FROM TO
(is) (is not) ( taxi / curb-to-curb / door-through-door )  Month/Year Month/Year

Signature of Eligibility Worker Printed Name of Eligibility Worker Date
DHS 1160 (Rev. 05/97)
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INSTRUCTIONS
DHS 1160

REQUEST FOR INDIVIDUALIZED TRANSPORTATION SERVICES

PURPOSE:

The DHS 1160, Request for Individualized Transportation Services form shall be used to
substantiate and verify a recipient’s request for individualized transportation services to
obtain medical services. Individualized transportation is defined as any mode of
transportation to and from a medical facility.

All requests for individualized transportation services must be completed on the DHS
1160. A completed DHS 1160 must include:

L. the recipient’s request for transportation;

II. an individualized transportation need assessment completed by a licensed
physician;

III. a statement from a licensed physician certifying the need for transportation; and

IV.  aneligibility worker’s (EW) authorization for appropriate transportation.

EXCEPTIONS:

Request for emergency/”one-time” taxi services due to an illness, injury or other
emergency situation does not require the completion of this form. Also, door-
through-door type transportation may be provided for client’s transportation
between medical institutions without a DHS 1160.

GENERAL INSTRUCTIONS:

L Form shall be written legibly in ink or typewritten.
II. This form shall be used for:
A. the recipient to justify the need for individualized transportation;

B. the licensed physician to substantiate recipient’s need for individualized

transportation;
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the licensed physician to certify the medical circumstances and the need for
the appropriate mode of individualized transportation; and

the EW to determine eligibility for, mode of transportation and certify the

period of individualized transportation.

I1I. Distribution:
Original - file in case record.
Copy - mail to recipient.
Copy - malil to individualized transportation provider (for curb-to-curb providers
not on Oahu).

SPECIFIC INSTRUCTIONS:

L. The eligibility worker (EW) shall complete the upper right corner of this form

with the name of the unit, address, and EW’s name.

II. The EW shall also complete the heading section of the DHS 1160 with the

following information and forward to the recipient:
A.

B.

M

=

P

Recipient’s Name
Case Name

Case Number
Birthdate

Sex

Street Address
City/State
Zip Code

Telephone No.

Last, First, M.I.
Last, First

Self explanatory
MM/DD/YY

M = male
F = female

Self explanatory
Self explanatory
Self explanatory

Self explanatory
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I1I. The recipient/guardian shall complete the narrative portion of section I Client
which is self-explanatory. The recipient/guardian shall also complete the
following information and forward to their licensed physician:

A. Signature of Recipient/Legal Guardian Legal Signature
B. Printed Name of Recipient/Legal Guardian Self explanatory
C. Date Self explanatory

IV.  The licensed physician shall complete the narrative portion of section II License
Physician/Individualized Transportation Need Assessment to substantiate
recipient’s need for individualized transportation, which is self-explanatory.

V. The licensed physician shall also complete section III Licensed Physician:
Certification of Individualized Transportation Request to certify the medical
circumstances, the need for the appropriate mode of individualized transportation,
and the period transportation is needed. Upon completion of this section, the
licensed physician will forward this form to the EW listed at the address on the
upper right corner of this form:

A. Recipient’s name First, M.1., Last

B. Taxi, Curb-to-Curb, (Check appropriate mode of
transportation)

Door-Through-Door

C. (Period of certification) (FROM) = Month/Year
(TO) = Month/Year

D. Signature of Licensed Physician Self explanatory

E. Printed Name of Licensed Physician Self explanatory

F. Address Self explanatory

G. Phone No. Self explanatory

VI.  The EW shall complete section IV Worker with the following information
regarding the eligibility for, mode of transportation, and the period of certification
for individualized transportation services:

A. Approval (is or is not) Self explanatory
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B. (Mode of transportation) Taxi
Curb-to-Curb
Door-Through-Door

C. (Period of certification) (FROM) = Month/Year
(TO) = Month/Year

D. Signature of Eligibility Worker Self explanatory

E. Printed Name of Eligibility Worker Self explanatory

F. Date Self explanatory

MQD FMM 94-04 10/98
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BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY APPLICABLE PROGRAMS.

NOTICE: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information may be guilty of a
criminal act punishable under law and may be subject to civil penalties.

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND TRICARE PAYMENTS: A patient's signature requests that payment be made and authorizes release of any information necessary to process the claim and certifies that
the information provided in Blocks 1 through 12 is true, accurate and complete. In the case of a Medicare claim, the patient's signature authorizes any entity to release to Medicare medical
and nonmedical information and whether the person has employer group health insurance, liability, no-fault, worker's compensation or other insurance which is responsible to pay for the
services for which the Medicare claim is made. See 42 CFR 411.24(a). If item 2 is completed, the patient’s signature authorizes release of the information to the health plan or agency shown.
In Medicare assigned or TRICARE participation cases, the physician agrees to accept the charge determination of the Medicare carrier or TRICARE fiscal intermediary as the full charge and
the patient is responsible only for the deductible, coinsurance and non-covered services. Coinsurance and the deductible are based upon the charge determination of the Medicare carrier or
TRICARE fiscal intermediary if this is less than the charge submitted. TRICARE is not a health insurance program but makes payment for health benefits provided through certain affiliations
with the Uniformed Services. Information on the patient's sponsor should be provided in those items captioned in “Insured”; i.e., items 1a, 4,6, 7, 9, and 11.

BLACK LUNG AND FECA CLAIMS
The provider agrees to accept the amount paid by the Government as payment in full. See Black Lung and FECA instructions regarding required procedure and diagnosis coding systems.

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, TRICARE, FECA AND BLACK LUNG)

In submitting this claim for payment from federal funds, | certify that: 1) the information on this form is true, accurate and complete; 2) | have familiarized myself with all applicable laws,
regulations, and program instructions, which are available from the Medicare contractor; 3) | have provided or will provide sufficient information required to allow the government to make an
informed eligibility and payment decision; 4) this claim, whether submitted by me or on my behalf by my designated billing company, complies with all applicable Medicare and/or Medicaid
laws, regulations, and program instructions for payment including but not limited to the Federal anti-kickback statute and Physician Self-Referral law (commonly known as Stark law); 5) the
services on this form were medically necessary and personally furnished by me or were furnished incident to my professional service by my employee under my direct supervision, except as
otherwise expressly permitted by Medicare or TRICARE; 6) for each service rendered incident to my professional service, the identity (legal name and NP, license #, or SSN) of the primary
individual rendering each service is reported in the designated section.For services to be considered "incident to" a physician's professional services, 1) they must be rendered under the
physician's direct supervision by his/her employee, 2) they must be an integral, although incidental part of a covered physician service, 3) they must be of kinds commonly furnished in
physician's offices, and 4) the services of non-physicians must be included on the physician's bills.

For TRICARE claims, 1 further certify that I (or any employee) who rendered services am not an active duty member of the Uniformed Services or a civilian employee of the United States
Government or a contract employee of the United States Government, either civilian or military (refer to 5 USC 5536). For Black-Lung claims, | further certify that the services performed were
for a Black Lung-related disorder.

No Part B Medicare benefits may be paid unless this form is received as required by existing law and regulations (42 CFR 424.32).

NOTICE: Any one who misrepresents or falsifies essential information to receive payment from Federal funds requested by this form may upon conviction be subject to fine and imprisonment
under applicable Federal laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, TRICARE, FECA, AND BLACK LUNG INFORMATION (PRIVACY ACT STATEMENT)
We are authorized by CMS, TRICARE and OWCP to ask you for information needed in the administration of the Medicare, TRICARE, FECA, and Black Lung programs. Authority to collect
information is in section 205(a), 1862, 1872 and 1874 of the Social Security Act as amended, 42 CFR 411.24(a) and 424.5(a) (8), and 44 USC 3101;41 CFR 101 et seq and 10 USC 1079
and 1086; 5 USC 8101 et seq; and 30 USC 901 et seq; 38 USC 613; E.O. 9397.

The information we obtain to complete claims under these programs is used to identify you and to determine your eligibility. It is also used to decide if the services and supplies you received
are covered by these programs and to insure that proper payment is made.

The information may also be given to other providers of services, carriers, intermediaries, medical review boards, health plans, and other organizations or Federal agencies, for the effective
administration of Federal provisions that require other third parties payers to pay primary to Federal program, and as otherwise necessary to administer these programs. For example, it may
be necessary to disclose information about the benefits you have used to a hospital or doctor. Additional disclosures are made through routine uses for information contained in systems of
records.

FOR MEDICARE CLAIMS: See the notice modifying system No. 09-70-0501, titled, 'Carrier Medicare Claims Record,’ published in the Federal Register, Vol. 556 No. 177, page 37549,
Wed. Sept. 12, 1990, or as updated and republished.

FOR OWCP CLAIMS: Department of Labor, Privacy Act of 1974, “Republication of Notice of Systems of Records,” Federal Register Vol. 55 No. 40, Wed Feb. 28, 1990, See ESA-5, ESA-6,
ESA-12, ESA-13, ESA-30, or as updated and republished.

FOR TRICARE CLAIMS: PRINCIPLE PURPOSE(S): To evaluate eligibility for medical care provided by civilian sources and to issue payment upon establishment of eligibility and
determination that the services/supplies received are authorized by law.

BOUTINE USE(S): Information from claims and related documents may be given to the Dept. of Veterans Affairs, the Dept. of Health and Human Services and/or the Dept. of Transportation
consistent with their statutory administrative responsibilities under TRICARE/CHAMPVA; to the Dept. of Justice for representation of the Secretary of Defense in civil actions; to the Internal
Revenue Service, private collection agencies, and consumer reporting agencies in connection with recoupment claims; and to Congressional Offices in response to inquiries made at the
request of the person to whom a record pertains. Appropriate disclosures may be made to other federal, state, local, foreign government agencies, private business entities, and individual
providers of care, on matters relating to entitlement, claims adjudication, fraud, program abuse, utilization review, quality assurance, peer review, program integrity, third-party liability,
coordination of benefits, and civil and criminal litigation related to the operation of TRICARE.

DISCLOSURES: Voluntary; however, failure to provide information will result in delay in payment or may result in denial of clalm With the one exception discussed below, there are no
penalties under these programs for refusing to supply information. However, faillure to furnish i 1 regarding the medical services rendered or the amount charged would prevent
payment of claims under these programs. Failure to furnish any other information, such as name or claim number, would delay payment of the claim. Failure to provide medical information
under FECA could be deemed an obstruction.

It is mandatory that you tell us if you know that another party is responsible for paying for your treatment. Section 1128B of the Social Security Act and 31 USC 3801-3812 provide penalties
for withholding this information.

You should be aware that P.L. 100-503, the “Computer Matching and Privacy Protection Act of 1988", permits the government to verify information by way of computer matches.

MEDICAID PAYMENTS (PROVIDER CERTIFICATION)
| hereby agree to keep such records as are necessary to disclose fully the extent of services provided to individuals under the State's Title XIX plan and to furnish information regarding any
payments claimed for providing such services as the State Agency or Dept. of Health and Human Services may request.

| further agree to accept, as payment in full, the amount paid by the Medicaid program for those claims submitted for payment under that program, with the exception of authorized deductible,
coinsurance, co-payment or similar cost-sharing charge.

SIGNATURE OF PHYSICIAN (OR SUPPLIER): | certify that the services listed above were medically indicated and necessary to the health of this patient and were personally furnished by
me or my employee under my personal direction.

NOTICE: This is to certify that the foregoing information is true, accurate and complete. | understand that payment and satisfaction of this claim will be from Federal and State funds, and that
any false claims, statements, or documents, or concealment of a material fact, may be prosecuted under applicable Federal or State laws,

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number, The valid OMB control

ber for this inf tion collection is 0938-1197, The time required to complete this inf tion collection is estimated to average 10 minutes per response, including the time to review
instructions, search existing data resources, gather the data needed, and complete and review the information collection, If you have any comments concerning the accuracy of the time
estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland
21244-1850. This address is for comments and/or suggestions only. DO NOT MAIL COMPLETED CLAIM FORMS TO THIS ADDRESS.
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Identification Number '

Member's Name 2

Date of Birth °

ACS

HAWAII STATE MEDICAID FEE FOR SERVICE PROGRAM
365 NORTHRIDGE RD, SUITE 400 + ATLANTA, GA 30350
PRESCRIPTION DRUG CLAIM

Pharmacy NABP *

Pharmacy Name °

Physician’s Name ©

Physician’s DEA # / Provider Medicaid ID #’

Pharmacy Address ®

Date of Accident

Other Drug or Liability Coverage °  ves[_] no[_] Is the illness or injury:" Work Related ves|_] no[_]  Third Party?  ves[_] no[_] ICF-MR/ICF/SNF?  ves[_| no[_]
Name of Coverage Automobile  ves| | No[_]  Other Accident? ves ] no[ ]
Submitted Paid by TPL TOTAL 7
Charge * Amount *®
(Attach a copy of EOB)
RX Number " Metric Qty ™ Days Supply NDC ® Diag. Code "’
1 R A
Date Drug Name 2 DAW Code *" | Prior Authorization No. 22 Reason for Refill Too Soon Override »* v icmpa? [
CINew [Refill e
RX Number Metric Qty Days Supply NDC Diag. Code
2 Y S S
Date Drug Name DAW Code Prior Authorization No. Reason for Refill Too Soon Override v it Cmpd I:‘
OONew [IRefill
RX Number Metric Qty Days Supply NDC Diag. Code
3 I S S
Date Drug Name DAW Code Prior Authorization No. Reason for Refill Too Soon Override V' if Cmpd I:l
[CINew [Refill )
RX Number Metric Qty Days Supply NDC Diag. Code
4 R A
Date Drug Name DAW Code Prior Authorization No. Reason for Refill Too Soon Override V' it Gmpo, D
OONew [Refill
RX Number Metric Qty Days Supply NDC Diag. Code
5 I S
Drug Name DAW Code Prior Authorization No. Reason for Refill Too Soon Override Vv itcmpa. ]
Date CONew [Refill '
RX Number Metric Qty Days Supply NDC Diag. Code
6 I S S
Date Drug Name DAW Code Prior Authorization No. Reason for Refill Too Soon Override v it Cmpd I:l
CONew [CRefill '

This is to certify that the foregoing information is true, accurate and complete. | understand that payment and satisfaction of this claim will be from Federal and State funds, and that any false claims, statements or

documents, or concealment of a material fact, may be prosecuted under applicable Federal or State laws. | hereby agree to keep such records as are necessary to fully disclose the extent of service provided under the

State’s Title XIX plan and to furnish such information regarding any payments claimed above as the State agency may request.

Provider’s Signature

Form 204 (10/02)

Date

Use For ACS Only
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27.

Hawaii State Medicaid Fee For Service Program
204 Claim Form Instructions (10/02)

Identification Number: Enter the member’s identification number.

Member’s Name: Enter the member’s name: first and last name.

Date of Birth: Enter the member’s date of birth: mm/dd/yyyy.

Pharmacy NABP: Enter the pharmacy NABP.

Pharmacy Name: Enter the name of the pharmacy.

Physician’s Name: Enter the name of the physician.

Physician’s DEA #/ Provider Medicaid ID #: Enter either the physician’s DEA number or the Provider's
Medicaid ID number.

Pharmacy Address: Enter the address of the pharmacy, including city and zip code.

Other Drug or Liability Coverage: If the member does not have other drug or liability coverage, check No
otherwise, Yes and enter the name of the other coverage.

Date of Accident: Enter the date of the accident or injury.

Is the illness or injury: Check whether the injury was work related, third party, an automobile accident, or
another type of accident.

ICF-MR/ICF/SNF: Check whether or not ICF-MR/ICF/SNF.

RX Number: Enter the prescription number.

Metric Qty: Enter the metric quantity of the prescription; include the decimal amount where applicable.
Days Supply: Enter the number of days supplied for this prescription.

NDC: Enter the NDC number, #####-HiH#H-H##.

Diag. Code: Enter the diagnosis code for the claim, ###.#.

Date: Enter the date of service, MM/DD/YYYY.

New/Refill: Check whether this is a new prescription or a refill.

Drug Name: Enter the name of the drug prescribed.

DAW Code: Enter the dispense as written code, such as 0,1,5, or 7.

Prior Authorization No: Enter the prior authorization number, #HHHEHHEHERE.

Reason for Refill Too Soon Override: Enter the reason for overriding a refill too soon: Lost/Stolen,
Vacation, Additional Therapy Authorized, Change in Dose, Readmission to LTC facility

Compd: If this is a compound, check the box.

Submitted Charge: Enter the amount of the charge submitted.

Paid by TPL Amount: Enter the amount paid by a third party. Attach a copy of the Explanation of Benefits.
Total: Enter the total amount for this drug: Submitted Charge minus the amount paid by TPL if applicable.

Note: Please boldly label on the top of paper claim if any of the following apply:

Early Refill
Vacation

Home Infusion
TPL

Spend down

Elig problem
Coupon

Dx Code

MD Specialty
Mandatory Brand
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SHADED AREAS ARE TO BE COMPLETED
BY TRANSPORTATION PROVIDER ONLY

FOR NON-EMERGENCY SITUATIONS

REQUESTING PHYSICIAN

1.

10.

Complete the following patient eligibility information from the patient’s Medicaid
identification card:

Identification number, patient’s name, sex, birth date, ID card expiration date, and
case name. Coupon cases also require completion of the category code and
section number. For newborns, if the newborn does not have an identification
number, enter the eligible mother’s identification number and FM 99.

Check the applicable EPSDT Referral block. “YES” must be checked when the
patient is being referred for treatment or diagnosis of a condition discovered
during an EPSDT examination.

Indicate if the patient has other medical or liability coverage, name of the carrier,
date of accident if applicable, and if the illness or the injury was related to work,
automobile, third party or other. Enter the requesting physician provider number.

Complete the transportation request portion indicating cities, date of travel,
hospital, and physician or provider where patient is being sent.

Indicate “no” for emergency, whether attendant required or not, and whether
ticket should be one way or roundtrip. Refer the patient/attendant to the DHS
caseworker if lodging or food is required.

Provide the diagnosis and recommended treatment.
Print or type the physician name, sign, and date this form.

Forward all four copies to the Fiscal Agent at P.O. Box 2561, Honolulu, Hawaii
96804-2561.

If the travel is of a urgent nature (same day travel), the Form 208 must be faxed to
the Medicaid Fiscal Agent at (808) 952-5562 and the Med-QUEST Division will
contact the requesting provider by phone and/or fax.

If the request is approved, a copy will be returned to the physician. Either the
provider or the patient should contact the Med-QUEST division to make the
appropriate airlines reservations. Airlines should not be contacted directly.
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11. The Form 208 will serve only as the authorization for travel. Airline carriers will
no longer accept the Form 208 as an airline ticket. All travel must be ticketed
through the Med-QUEST Division.

DHS MEDICAL CONSULTANT

1. Review the information on the form and approve, disapprove or defer as
appropriate.
2. Return a copy to the requesting physician.

TRANSPORTATION SERVICES PROVIDER

1. This form only serves as an authorization for travel. Do not accept this form as an
airline ticket. Reservations must be coordinated with the Med-QUEST Division.

PROVIDER MANUAL: APPENDIX 3 Pages C1 to C31
CLAIMS FORMS
Air Transportation Request Pages C30 of C30

Form 208 Instructions



1 z Ta AT, TYPE
CNTL OF BILL
—-
Ey=—— T STAILVENT COVERSPEMICD |7
8 PATIENT NAME =] 9 PATIENT ADDRESS =]
. b EEE o]
10 BIRTHDATE e |p pe THER Mrvee issec|IBDHR[ITSTAT | g | =™ 1 CHPOMONEODES ® 7 m R
|
T DCCURRENCE OCGUARENGE GCCURRENCE OCCURRENCE SPAN = DCCURREMNCE SPAN 7l
CoDE DATE CooE DATE CoDE DATE EAOM THROUGH | coDE EROM THROUGH
] U
] =]
2 T Thew P o
a
b
d
42 REV. CD: 43 DESCRIPTION &4 HOPCE [ AATE 7 HIPPS CODE 45 BEAV. DATE 4E SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES =2
1 1
z 2
3 B
4 4
5 5
& &
T T
: E
¥ -l
10 @ 10
1 11
12 12
13 13
14| : 14
15 15
18] &
17 17
18] 18
19| 19
20| 20
i 21
2 22
= PAGE OF CREATION DATE DTA &
50 PAYER NAME 51 HEALTH PLAN ID Fi [ ¢ Priom PayMenTS 56 EST. AMOUNT DUE 56 NPI
Ll BT &
g OTHER 3
g PRV ID o
58 INSURELTS NAME 5ap FEL | 80 INSURETS UNIGUE 1D &1 GROUP NAME &2 INSURANCE GROUF NO.
Al &
B E
[= C
1 TREATMENT AUTHORIZATION CODES £4 DOCUMENT CONTROL NUMBER €6 EMPLOYER MAME
A &
| B
[+ C
£ 2
0K

& ADMIT TOPATIENT TS |m | | | |r_:
DX REASON DX i ooce | e

A PANCEAL PROCEDURE OTHER PROCEDURE B DIWERPROCEDURE 3 —— |N_1 |m| |
LAST FIRST

O - oo o]
LaST FIRST

0 FAEMARIKS . 78 OTHER | |N:‘1 |u:m|_| |
b LaST FIRST

- 8 OTHER | |N:‘1 |'3‘-|-"-|-| |
d LAST FIRST

U0 TS 10 RPFFCAETT CRE O, a5 — HE CERTIFICATION:S O THE FEVERSE APPLY T0 THES BILC AN AHE WADE A PRAT REREDR
NUB( et
PROVIDER MANUAL: APPENDIX 3 Page C1 to C32

CLAIM FORMS
UB04 CMS-1450

Page C31 of C32



UB- NOTICE: THE SUBMITTER OF THIS FORM UNDERSTANDS THAT MISAEPRESENTATION OR FALSIFICATION
OF ESSENTIAL INFORMATION AS REQUESTED BY THIS FORM, MAY SERVE AS THE BASIS FOR
CIVIL MONETARTY PENALTIES AND ASSESSMENTS AND MAY UPON CONVICTION INCLUDE
FINES ANDYOR IMPRISONMENT UNDER FEDERAL ANINFOR STATE LAW(S).

Submission of this claim constitutes certification that the billing
informmation as shown on the face hereof i= true, accurate and complata.
That the submitter did not knowingly or recklassly disregard or
misrapresant or conceal matarial facis. The following cartifications or
vorifications apply wheno pertinent to this Bilk

1. If third party banafit= are indicated, tha appropriate assignmanis by
tha insurad /banaficiary and signaiura of the patient or paront or a
legal guardian covering authoizalion o releaso information are on fila.
Detorminations as io the relessse of medical and financial informiation
should be guided by the patient or the patient's legal represantative.

2. If patient occupied a private room or required privata nursing for
medical necessity, any raquired cartifications ara on fila.

3. Physician’s corfifications and re-cerlifications, if requirod by contract
or Federal reguiations, are on filo.

4. For Raligious Non-Medical Bacilitias, verilications and if necossarny -
carilications of the patient’s noed for sarvices are on file.

5. Signature of patient or his ropresontative on cortifications,
authorization to release information, and payment request, as
required by Federal Law and Regulations (42 USC 1835f, 42 CFH
42438, 10 USC 1071 through 1088, 32 CFR 199) and any othar
applicable contract regulations, is on file.

8. The provider of care submittor acknowledges that the bill = in
comformance with the Civil Rights Act of 1964 as amended. Rocords
adequately describing services will be maintained and necessary
information will be fumished to such governmental agencies as
raquired by applicable law.

7. For Medicare Purposes: If the pationt has indicated that other haatth
insurance or a state medical assistance agency will pay part of
his/her medical expensas and he/she wanis information about
higmher claim released to them wupon roquost, necessary authorization
iz on file. The patient's signature on the provider's request to bill
Madicare medical and non-madical information, including
aemployment status, and whathar the parson has employar group
health insurance which is responsible to pay for the services for
which this Madicaro daim i made.

B. For Medicaid purposes: The submitter undersiands that because
paymant and safizfaction of this claim will ba from Fedaral and State
funds, any false statemants, documeants, or concealmeant of a
material fact are subjact to prosecution under applicable Fedaral or
Siats Laws.

8. For TRICARE Purposos:

{8} The information on the face of thiz claim is true, accurate and
complats to the bost of the submittars knowledge and baliof, and
sanicos worne medically necessary and appropriais for the heoakh
of the pationt;

(b} Tha paiiant has represanied that by a reporied residential address
outzide a military madical treaiment facility catchment area he or
she does not live within the catchment area of a U.S. military
madical treatment facility, or if the patient residas within a
catchmeont area of such a facility, a copy of Mon-Availability
Statement (DD Form 1251) ks on file, or the physidan has carified
to a medical emeargency in any instance where a copy of a Non-
Availahility Statemant is not on file;

{c) Tha pationt or the pationt’s parent or guardian has responded
diractly to the providers requast to identify all health insurance
coverage, and that all such coverage is identified on the face of

{d} The amount billed to TRICARE has baen billed after all such
coveraga have boan billed and paid axcluding Medicaid, and the
amount billed to TRICARE is that remaining claimed against

TRICARE bensfits;

{8} Tha benaficiary’s cost share has not boan waived by consent or

fallure to exercizn genarally accepted biling and collection offorts;
and,

{f} Any hospital-based physician undar coniract, the cost of whose
saivices am allocated in the charges induded in this bill, is not an
amployes orf member of the Uniformed Services. For purposes of
thiz cerlification, an amployes of the Uniformad Servicos is an
employee, appointed in civil service (refer to 5 USC 2105),
including part-time or intermittent employeas, but excluding
contract surgeons or olher personal sarvice contracts. Similarly,
member of the Uniformed Sarvices does not apply to reserve
meambars of the Uniformed Sarvices not on active duty.

{o) Based on 42 United States Code 1395cc{a)(1)({) all providars
paricipating in Medicare must also participate in TRICARE for
inpationt hospital services provided pursuant to admissions o
hospitals occuming on or afior January 1, 1987; and

{h) i THICARE benefiis are to be paid in a participating status, the
submitiar of this claim agrees to submit thiz claim io tha
appropriate TRICARE claims procassor. The provider of care
submitier alzo agrees to accept the TRICARE detorminad
reasonable charge as the total charge fior the modical services or
supplies listed on the claim form. The provider of care will accopt
the TRICARE-detamined reasonable charge even if it is less
than the billed amount, and also agrees to accept the amount
paid by TRICARE combinad with the cost-shara amount and
deductible amount, if any, paid by or on behalf of the pationt as
full payment for the listad madical sarvices or supplias. Tha
provider of care submitter will not attempt to collect from the
patiant (or hiz or her parent or guardian) amounts ovar tha
TRICARE dotermined reasonable charge. TRICARE will make
any benefits payable directly o the provider of care, if the
provider of care is a parficipating providar.

SEE bhitp:/fwww.nubc.org/ FOR MORE INFORMATION ON UB-04 DATA Bl EMENT AND PRINTING SPECIFICATIONS
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