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3. Enter the patient’s 8 digit date of birth
(MM/DD/YYYY), and mark the appropriate box
to indicate the patient’s sex/gender.
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10. Enter a Yes or No for each category/line (a, b, and c). Do not enter a Yes and No in the same category/line. When marked Yes, primary insurance information must then be shown in Item Number 11.
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21. List no more than 12 ICD-9-CM or ICD-10-CM diagnosis codes.  
Note: Claims missing or with invalid diagnosis codes will be rejected or denied for payment.
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22.  For re-submissions or adjustments, enter the resubmission code and the original claim number of the original claim.
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23. Enter the authorization or referral number. Refer to the Provider Manual for information on services requiring referral and/or prior authorization.
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25. Enter the provider or supplier 9-digit Federal Tax ID
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24E. Enter the diagnosis code reference letter (pointer) as shown in Item Number 21 to relate the date of service and the procedures performed to the primary diagnosis.
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33. Enter the full address of the billing provider.
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33b. Enter the Provider Taxonomy Code. Use ZZ qualifier
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33a. Billing NPI/Group NPI
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