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Provider
Provider Provider Last Mame Provider First Mame
| PROVIDER - TEST1 hed PROVIDER TEST

. | 100H$&H*"$0 )

Provider
Provider Provider Last Mame Provider First Marme
[PROVIDER - TESTL v Vendor ILL Admin

Select Service Address

m Yendor ID Service Address Pay To Address

O ILi0ooooo IL ADMIM VEMDOR, IL ADMIN VEMDOR
240 CORPORATE BLVD 240 CORPORATE BLVD
MORFOLE, WA 22502-4942 MORFOLE, WA  23302-4948
7 n S <
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Submit A Claim - Step 1 of 2

Fequired fields are denoted by an asterizk [ = ) adjacent to the label.

To subrnit 2 single claim, begin with step 1 below,

Provider Narne PROVYIDER TEST

Service Address 240 CORP,HORFOLK,¥A,23502

Pay To Address 240 CORP,NORFOLK,VA,23502

vendar I
MPI Murnber
Taxonomy Code

Licensure Level

*Mermber ID

Member Mame

Member Account #
Prograr/Fund/Sroup ID
*Member DOB

*First Date of Service

ATESTO1

9876543210

|Se|el:t...

~]

| (¥-diqits, ro spaces or dashes)

| (First Last)

| (M-Figits, no spaces or dashes)

| (MMODFY Y]

| (MOOYYYY - Enver Farliest Dave of Service for this claim)

) (. 8

>

$ (+234 (23
7
( 565

% 78+ 234 (23

** 0000
A6 7)
** 0000

(+234 (23

+234 (23

#2772 (&)-(?

n > <
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Submit A Claim - Step 2 of

Eirth Date
07,/09/1364

memnber Mame
Joe Patient

member 10
minn

MPI Murnber Service Address
027654221 240 CORP, NORFOLE, ‘A4, 23502

Required fields are denoted by an asterizk [ = ) adjacent to the label

Frequency Type
| Select... A |

Service Recpient Code
[ consumer v

Patient Account Mumber

<riginal Reference Number

Patient Relationzhip Details 1

Pay To Address
240 CORP, NORFOLE, W, 23502

Patient Relationzhip Details 2

Docurnent Control Hurmber

Staff Qualification Level 1 | celedt.. v| Staff Qualification Lavel 4 | caled.. v|

Staff Qualification Level 2 | Seledt., Y| Staff Qualification Level 5 | Selech., Y|

Staff Qualification Level 3 | Selact... v| Staff Qualification Level & | Selact.. v|
Purchased Service Provider Inforrnation

Frovider ID Frovider First Marme Frovider Last Name
Other Payer Information

Payer Responsibility | Select.. v|
Subscriber iz Patient O Patient Relationship |Select... w

Subscriber ID Group Mame

I
I
I
I

Mame Last, First | | | | Group Murnber

Date OFf Birth | | Payer Mame

Payer ID
Other Carvier Clairn Infarrnation

Feleaze of Information

OB Payer Paid I:I OB Allowed Armount I:I [ salect... ~|
COB Consumer Paid l:l Azszignrnent of Benefits |Select v|
COB Claim Adjudication Date I:I Patient Signature Source [sopc,, v
Claim Filing Indicator |Se|ect... v|
Insurance Type Code |Select... v|

Adjustrent Group | Selecdt.., ~

sipustmartroszon |

\'
()]
w
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Submit A Claim - Step 3of 3

Pay To Address
240 CORP, NORFOLK, A 23502

Service Address
240 CORP, NORFOLK, VA 23502

MPL Murnber
987654321

Mernber ID
AARRRRRRN!

Birth Diate
07/09/ 984

Mermber Mame

JOE PATIENT

Required fields are denoted by an asterisk ( = ) adjacent to the label,

To enter detail service lines for the claim, please fallow these steps:
1. Enter your first (ar only) service line entry,

2. Click "Add Service Line" buttan to add that infarrnation into the dairm,
3. Repeat steps 1-2 25 needed, up to a maximum of 10 service linas.

Service Line Entry

*EGervice From *Service Thraugh *Service Code Madifier Code Madifier Code 2 Maodifier Code 3 Modifier Code 4

| | | | ] \ | \ |

(MMDDYYYY) (MMDDYYYY) (ax: 86753) (w0 spaces or deshes) (w0 spaces or deshes) (0 spaces or deshas)  (no spaces or
dashes)

*#Charge Amount ($) *Placa of Service *Units *Diagnosis Code 1 Diagnosis Code 2 Diagnosis Code &

(ex: 123 45) (00 —93) (3-digits) fex: 765 £)

Line Control number

Patient Paid Amt

Group ID

Add Service Line

(2x: 123.45)

Hurnber of Clients in Group

Delivary Mathod

Service Begin Time (HH:MM]  Service Duration Time

[select...

~|

Hurnber of Staff in Group

1

FHMM (3533 i5 valid) M

staff 100

|

Thiz will add thiz service line infarmation ta the daim

" 2F3

n .5
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** 0000
2H3 2 8)$?7??
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Claim Detail: Ready to Submit

Check to Remawe Service Date Serwice Code Charge Amourt [$) Diagriosis Code 1 Place of Service Madifier Cade
Start Date End Drate
O 05 /0172007 050172007 0206 10000 211 11
O 05,02 2007 05 /2 f2007 0206 10000 2311 11
O 05,03 /2007 05 /3 /2007 0206 10000 211 11
O 05 02007 05 fdfzn07 0206 10000 2311 11

To remove a service line, check box For service line and select "Remove"

Rermove

This will rermowe all the service lines checked abowve

This will subrit the entire claim (including all service lines added)

A A =*)
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