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Filing Claims: Overview 
 

 

 

Claims 

Processing 

Questions 
 

 

Should you have a question about claims processing, as the first point of contact, 

contact your  electronic connectivity vendor, i.e. Availity, RealMed, eCare/NDAS or 

other connectivity vendor  or  

please contact BCBSTX Provider Customer Service by calling: 

 

Toll -free 1-800-451-0287 

 

 

Definition of a 

Clean Claim 

 

A clean claim is defined as a claim that contains the information reasonably 

necessary in order to process the claim. The Texas Department of Insurance has 

defined the specific data elements that will serve to indicate if a claim is clean. The 

clean claim should be legible, accurate, and in the correct format. 

 

 

Prompt Pay 

 

 

 

BCBSTX complies with the Prompt Pay Legislation. For additional information, 

please refer to the Texas Department of Insurance (TDI) Web site at 

www.tdi.state.tx.us or the BCBSTX Web site at www.bcbstx.com/provider. 

 

 

Prompt Pay 

Exclusions 

 

 

 

Certain groups, plans, and claim types are excluded from the Prompt Pay 

Legislation. For additional information, please refer to the TDI Web site at 

www.tdi.state.tx.us.  

 
 

Reminders 

 

 

 

 

 

 

 

Non Covered 

Services 

 

 All facilities are required to use their NPI when filing BlueChoice claims. 

 

 If the BlueChoice member gives a Facility the wrong insurance information, the 

Facility must submit the EOB (Explanation of Benefits) from the other insurance 

carrier. This information must reflect timely filing and the Facility must submit the 

claim to BCBSTX within 365 days from the date a response is received from the 

other carrier. 

 

In the event that BCBSTX determines in advance that a proposed service is not a 

covered service, the Provider must inform the Subscriber in writing in advance of the 

service rendered.  The Subscriber must acknowledge this disclosure in writing and 

agree to accept the stated service as a non-covered service billable directly to the 

Subscriber. 

 

To clarify what the above means ï if you contact BCBSTX and find out that a   

proposed service is not a covered service ï you have the responsibility to pass this 

along to your patient (our Subscriber). This disclosure protects both you and the 

Subscriber.  The Subscriber is responsible for payment to you of the non-covered 

service if the Subscriber elects to receive the service and has acknowledged the 

disclosure in writing. 

 

 
                                                                                                           Continued next page 

http://www.tdi.state.tx.us/
http://www.bcbstx.com/provider
http://www.tdi.state.tx.us/
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Please note that services denied by BCBSTX due to bundling or claim edits may not 

be billed to the Member/Subscriber even if the Member/Subscriber has agreed in 

writing to be responsible for such services.  Such services are Covered Services but 

are not payable services according to the BCBSTX claim edits. 

 

 
 

 

Changes 
 

 

Report changes immediately. If you have changes in your name, telephone number, 

address, tax ID, the facility specialty type or change of ownership, you need to either 

contact your local Facility Provider Network Representative for assistance or visit 

our Web site at: http://www.bcbstx.com/provider/network/index.html to complete 

the required document. 

 

Keeping BCBSTX informed of any changes you make allows for appropriate claims 

processing, as well as maintaining the BlueChoice Network Provider Directory with 

current and accurate information. 

 

 

 

 

 

Continued on next page 
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Filing Claims: Overview, Continued 

 

 

Ordering 

Claim Forms 

 

 

Electronic claims filing is preferred but if you must file a paper claim, you will 

need to use the standard UB-04 or CMS 1500 (08/05) claim form. Obtain claim 

forms by calling the American Medical Association at: 

 

Toll -free 1-800-621-8335 

 

Claim filing 

deadlines 

BCBSTX asks that Providers file all claims as soon as possible but no later than 

365 days from the date of service or date of discharge for in-patient stays. 

 

 

 

Addresses for 

Claims Filing  

and Customer 

Service 
 

 

The subscriberôs ID card provides claims filing and customer service 

information. If in doubt, as a first point of contact, contact your  

electronic connectivity vendor, i.e. Availity, RealMed, eCare/NDAS or 

other connectivity vendor  or 

please contact Provider Customer Service at the following number: 

 

Toll -free 1-800-451-0287 

 

The following table provides claims filing and Customer Service 

addresses: 

 

 
 

Plan/Group Claims Filing Address Customer Service 

Address 

BlueChoice 

Indemnity  

National Accounts-

BlueCard 

 

BCBSTX  

P.O. Box 660044 

Dallas, TX 75266-0044  

 

BCBSTX  

P.O. Box 660044 

Dallas, TX 75266-

0044  

 

HealthSelect  

(Group 

38000/38001)  

 

BCBSTX  

P.O. Box 660044  

Dallas, TX 75266-0044  

BCBSTX  

P.O. Box 660044 

Dallas, TX 75266-

0044  

 

Federal Employee 

Program  

(Group 27000)  

 

BCBSTX  

P.O. Box 660044 

Dallas, TX 75266-0044  

 

BCBSTX  

P.O. Box 660044 

Dallas, TX 75266-

0044  
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 Filing Claims: Overview, Continued 

 

Availity, L.L.C. 

- Patients.  Not 

Paperwork
®
 

Overview  
 

Availity optimizes the flow of information between health care professionals, health 

plans, and other health care stakeholders through a secure internet-based exchange.  

The Availity
®
 Health Information Network encompasses administrative and clinical 

services, supports both real-time and batch transactions via the Web and electronic 

date interchange (EDI), and is HIPAA compliant. 

In 2001, Availity, L.L.C. was formed as a joint venture between Blue Cross and Blue 

Shield of Florida (BCBSF) and Humana Inc.  In 2008, Health Care Services 

Corporation (HCSC), Blue Cross and Blue Shield of Texas, entered into the joint 

venture with BCBSF and Humana whereby HCSC contributed the assts of their 

wholly owned subsidiary The Health Information Network (THIN), with Availity to 

form one of the most advanced internet e-health exchanges in the country. 

Availity is the recipient of several national and regional awards, including Consumer 

Directed Health Care, A.S.A.P. Alliance Innovation, eHealthcare Leadership, 

Northeast Florida Excellence in IT Leadership, E-Fusion, Emerging Technologies 

and Healthcare Innovations Excellence (TERHIE), and AstraZeneca-NMHCC 

Partnership. 

For more information, including an online demonstration, visit www.availity.com or 

call 1-800-AVAILITY (282 -4548).  
 

Electronic 

Remittance 

Advice 

(ERA) 
 

BCBSTX can provide you with an Electronic Remittance Advice (ERA).  ERAs are 

produced once a week or daily and include all claims (whether submitted on paper or 

electronically).  This process allows you to automatically post payments to your 

patientsô accounts without receiving the information. 

If you are interested in this service, please contact your computer vendor to 

determine if they have the capability to process ERAs and if so, what format and 

version they support. 

BCBSTX offers the electronic remittance advice in the following format and version: 
  

Å  ANSI 835 version 4010A1 
 

To obtain the specifications for receiving ERAs, please contact Availity Client 

Services at 1-800-AVAILITY (282 -4548). 

 

What is 

Electronic 

Funds Transfer 

(EFT)? 

EFT is a form of direct deposit that allows the transfer of Blue Cross and Blue Shield 

of Texas payments directly to a Facilityôs or Ancillary Providerôs designated bank 

account.  EFT is identical to other direct deposit operations such as paycheck 

deposits and can speed the reimbursement process by three to five days.  

Reimbursement by EFT may be made once a week.  Daily EFT payments are also 

available.  
 

You will still receive a paper copy of your Provider Claim Summary (PCS); the only 

difference is that the check number will begin with an E, indicating electronic 

payments.  Electronic Remittance Advice is also available so you can automatically 

post payments to your patientôs accounts.   
 

Adding the EFT capability can help you streamline your administrative processes.  

Electronic Funds Transfer is the fastest way an insurance company can pay a 

claim. 

  

http://www.availity.com/
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Electronic 

Payment 

Summary 

(EPS) 

 

 

Electronic Payment Summary (EPS) is an electronic print image of the 

Provider Claim Summary (PCS). It provides the same payment information as a 

paper PCS. It is received in your office the same day your ERA is delivered.  

 

Electronic 

Claim 

Submission & 

Response 

Reports 

To ensure that electronic claims are received for processing, Providers should review 

their response reports after each transmission.  Response reports are usually available 

for review within 72 hours after transmission. 

To obtain the specifications on the response reports options available to you, please 

contact Availity Client Services at 1-800-AVAILITY (282 -4548) or review their 

EDI Guide by clicking on the below link:  

http://www.availity.com/documents/edi%20guide/edi_guide.pdf 
 

 

 

Payer Response 

Reports 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Blue Cross and Blue Shield of Texas supplies payer response reports to our EDI 

Partners from the BCBS claims processing systems to submitters of electronic Blue 

Cross and Blue Shield of Texas claims.  This report contains an individual 

Document Control Number (DCN) in the ñPayer ICNò field of the response for 

each claim accepted. The report is forwarded within 48 hours after transmission is 

received and can be used as proof of claim receipt within our claims processing 

system for Blue Cross, Blue Shield, FEP and BlueCard claims.  

 

The DCN is significant in that electronic claims can now be traced back to the actual 

claim received into our claims processing system.  An example of a DCN number is 

50745D26102X. The first four digits of the DCN indicate the date: 5 (year=2005), 

074 (Julian date=March 15).  

The final digit of the number ñXò indicates an electronic claim.  If the last digit is 

ñCò this is a paper submitted claim. 

 

You may see informational messages on these reports. These messages are generated 

by the claim application; therefore, no action is necessary at this time. The claim will 

either be processed to a final deposition or you will receive a letter notifying you the 

claim must be resubmitted. 

 

Each claim processing application will generate an acknowledgement of each claim 

received. 

To obtain the specifications on the Availity information available to you, please 

contact Availity Client Services at: 

 

1-800-AVAILITY (282 -4548) or review their EDI Guide by clicking on the below 

link:  

http://www.availity.com/documents/edi%20guide/edi_guide.pdf 

 

 

The Document Control Number information and the detailed Response Reports that 

now provide accepted and rejected claims give Physicians or other Professional 

Providers the tools they need to track their Blue Cross and Blue Shield of Texas 

electronic claims. 
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Paperless 

Claims 

Processing: 

An Overview 
 

 

Electronic Data Interchange (EDI) refers to the process of submitting claims data 

electronically. This is sometimes referred to as ñpaperlessò claims processing. 

 

Using an automated claims filing system gives you more control over claims filed 

and is the first step in making your office paper-free. 
 

 

What are the 

Benefits of 

EMC/EDI?  

 

 

 Turnaround time is faster for BCBSTX claims that are complete and accurate, 

and you are reimbursed more quickly, improving your cash flow. Claims filed 

with incomplete or incorrect information will either be rejected or suspended for 

further action. 
 

 Your mailing and administrative costs are significantly reduced. 
 

 Fewer claims are returned for information, saving your staff time and effort. 
 

 You have more control of claims filed electronically. The data you submit 

electronically is imported into our claims processing system ï there is no need 

for intermediate data entry.  A response report lets you know that the BCBSTX 

computer system has received the data and can be used as proof of timely filing. 
 

 Up-front claims editing helps eliminate returned claims. 
 

 

 Make sure all corrected claims are refiled electronically. 
 

 You can transmit claims to our EDI Partners 24 hours a day, seven days a week. 

 

 For support relating to electronic claims submission and/or other transactions 

available with Availity, please contact Availity Client Services at 1-800-

AVAILITY (282 -4548). 
 

 The patientôs account number appears on every Explanation of Payment you 

receive, which expedites posting of payment information. 
 

 

 

Payer 

Identification  

Code 

 

 

BlueChoice Providers submitting claims via the AVAILITY network must use payer 

identification code 84980.  Please confirm that the correct electronic payer identifier 

for BCBSTX is used with your electronic claim vendor. 

 
  

Continued on next page 
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Filing Claims, continued 

 

 

 
 

 
 

 

What Claims 

Can be Filed 

Electronically? 
 

 

All BCBSTX claims including:  
 

 Out-of-state  

 Federal Employee Program (FEP) 

 Employees of the State of Texas/HealthSelect 

 BlueChoice, HMO Blue® Texas (including Encounters) 

 BCBS secondary claims 

 All claim types may be filed electronically 

 

 

How Does 

Electronic 

Claim Filing  

Work? 

 

 

There are several ways to submit your claims data electronically: 
 

 You may submit ALL claims directly to AVAILITY . This network is designed to 

be easily integrated into the software system typically used in facilities. A list of 

approved software vendors can be obtained by contacting the Availity Client 

Services at 1-800-AVAILITY  (282-4548), or by visiting the AVAILITY  Web site 

at: www.Availity.com. 

 

 You can submit BCBSTX claims through most major electronic clearinghouses. 
 

 You may work through a software vendor who can provide the level of system 

management support you need for your facility, or you may choose to submit 

claims through a clearinghouse. 
 

 You may choose to have a billing agent/service submit your claims. 
 

Submit  

Secondary 

Claims 

Electronically 
 

 

BCBSTX secondary claims can be submitted electronically. To do so requires 

NO explanation of benefits.  

 

 

 Duplicate 

 Claims Filing 

 is Costly 
 

 

In many instances we find that the original claim was submitted electronically and 

receipt was confirmed as accepted. Providers who have an automatic follow-up 

procedure should not generate a paper or electronic ñtracerò prior to 30 days after 

the original claim was filed. It is important to realize that submitting a duplicate 

tracer claim on paper or electronically will not improve the processing time. This 

acts only to delay processing, as the follow-up claim will be rejected as ña 

duplicate of claim already in process.ò 

 

http://www.thinedi.com/
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Coordination of Benefits 
 

 

Guidelines 
 

 

BCBSTX follows the National Association of Insurance Commissioners (NAIC) 

guidelines. The TDI guidelines are the adopted version of the NAIC guidelines. 

Insurance companies can make adjustments to these guidelines. For example, they 

do not have to adopt every rule. 

 

The NAIC guidelines explain: 

- Payment Order (who would be primary/secondary). 

- What can be considered allowed for secondary benefits (not dollar amounts 

but charges that are allowed or not allowed). 

 

The guidelines do not get explicit as to what dollar amounts are to be used to pay 

secondary; that is up to each insurance company based on their provider and group 

contracts. 

 

 

Coordination of 

Benefits (COB) 

 

 Determines the maximum amount the provider can collect (from both the 

insurance company and the member), then reduces the liability by the Other 

Carrier (OC) involvement and any contract exclusions. This usually leaves little 

or no patient share. 

 COB Method: When the primary insurance pays more than what BCBSTX 

would have allowed (this includes our normal facility allowed, private room 

difference, noncovered services), then BCBSTX would not pay anything on this 

claim. 

 When the primary insurance pays less than the maximum allowed by BCBSTX, 

we will pay up to the maximum amount less contract exclusions. If the primary 

insurance determines a certain charge is noncovered and we also consider it to 

be noncovered, then this charge goes into the patient share. If we consider the 

charge as covered, then it is part of the allowable for BCBSTX. Some policies 

also exclude paying the private room difference. If the primary insurance 

company considers part of a charge, then we must coordinate on that charge. 

 

  

The COB questionnaire is mailed to our members once a year. It is also available on 

the Provider Web site at bcbstx.com/provider. The member has the option of either 

calling Member Customer Service or responding to the questionnaire in order for us 

to have the information needed to process claims. 

 

 

Continued on next page 
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                                          Coordination of Benefits, Continued 

 
 

Coordination 

of Benefits/ 

Subrogation 

 

 

BCBSTX attempts to coordinate benefits whenever possible, including follow-up on 

potential subrogation cases in order to help reduce overall medical costs. Other 

coverage information may be obtained from a variety of sources, including the 

provider. Quite often a Facility treating a member is the first to learn about the 

potential for other coverage. Information such as motor vehicle accidents, work-

related injuries, slips/falls, etc. should be communicated to BCBSTX for further 

investigation. In addition, each provider shall cooperate with BCBSTX for the 

proper coordination of benefits involving covered services and in the collection of 

third party payments including workersô compensation, third party liens, and other 

third party liability. BCBSTX contracted facilities agree to file claims and encounter 

information with BCBSTX even if the facility believes or knows there is a third 

party liability.  

 

To contact BCBSTX: 

 

 Coordination of benefits, call 1-888-588-4203. 

 Subrogation cases, call 1-800-837-9524. 
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CMS-1500 (08/05) Claim Form 
 

 
CMS-1500 

(08/05) 

Claim Form 

 

 
BCBSTX requires a CMS-1500 (08/05) claim form as the only acceptable document 

for participating physicians and other health care providers (except hospitals and 

related facilities) for filing paper claims. Detailed instructions and a sample of the 

CMS-1500 (08/05) claim form can be found on the following pages. Note that each 

field on the form is numbered. The numbers in the instructions correspond to the 

numbers on the form and represent the National Standard Specifications for 

electronic processing. 

 

 
Ordering 

Claim Forms 

 

 
Electronic claim filing is preferred, but if you must file a paper claim, you will need 

to use the Standard CMS-1500 (08/05) claim form. Obtain claim forms by calling 

the American Medical Association at: 

 

Toll -free 1-800-621-8335 

 

 
Required 

Elements for 

Clean Claims 

 

 
BCBSTX has historically required all Facilities and Physicians/Providers of health 

care services to file paper claims utilizing CMS-1500 (08-05) or UB-04 (CMS 1450) 

forms, and electronic claims using National Standard Format (NSF), American 

National Standards Institute (ANSI 837), or UB-04 format. ALL claims for health 

care services MUST be submitted on one of these forms/formats. Claims must 

contain accurate and complete information. 

 

If a claim is received that is not submitted on the appropriate form or does not 

contain the required data elements set forth in the Texas Department of Insurance 

Rules for Submission of Clean Claims (28 Texas Administrative Code 21.2801 ð 

21.2820) and such other required elements as set forth in this manual and/or Facility 

provider bulletins or newsletters, the claim will be returned to the provider/submitter 

with a notice of why the claim could not be processed for reimbursement. As a first 

point of contact, contact your electronic connectivity vendor, i.e. Availity, RealMed, 

eCare/NDAS or other connectivity vendor or please contact BCBSTX Provider 

Customer Service at 1-800-451-0287 for questions regarding paper or electronically 

submitted claims. 

 

 

Continued on next page 
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Filing Claims, continued 
 

 
 

Sample CMS - 1500 (08/05) Form  
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 Filing Claims, continued 
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Filing Claims, continued 

 

Procedure for 

Completing 

CMS-1500 

Fields & Clean 

Claim Elements 
 

Below are the descriptions and positions for all CMS items needed to complete the CMS-1500 

(08/05) claim form. 

The last column to the right contains The Clean Claim Elements.  The definitions for these 

elements is as follows: 

 R ï TDI Requirement 

 C ï TDI Conditional Element 

 B ï BCBSTX Requested Element 

NR ï Not Required/Not Used 
 

 

Field  Field name  Description  Key  

 

1 Type of Health Insurance 

 

Claim Editing IndicatorðFor services being billed to 

Blue Shield of Texas, place ñXò in the box marked 

(GROUP HEALTH PLAN).  If the member has HMO 

or Commercial Insurance, select (OTHER). 

B 

1a Insured ID Number  

 

Enter the Identification number found on the insuredôs 

BCBS ID card. 

R 

2 Patientôs Name 

 

Enter patientôs Last name, First name, Middle initial, 

patient generation, (i.e., Jr., Sr.,) if applicable.  

R 

3 Patientôs Birth Date/Sex  Enter patientôs date of birth using an eight-digit date 

format (MM/DD/CCYY). Enter ñXò in appropriate box 

to indicate patientôs sex. 

R 

4 Insuredôs Name  Enter insuredôs Last name, First name, Middle initial, 

patient generation, (i.e., Jr., Sr.,) if applicable.  

R 

5 Patientôs Address/Telephone 

Number 

Enter patientôs permanent mailing address and 

telephone number. Street, City, State, Zip Code 

R 

6 Patient Relationship to the 

Insured 

Place an ñXò in the appropriate box for patientôs 

relationship to the insured. 

R 

7 Insuredôs Address Enter insuredôs Street, City, State, Zip Code (complete 

if different than patientôs address) 

R 

8 Patient Status Place ñXò in the appropriate box for patientôs marital, 

student and employment status. 

B 

9 Other Insuredôs Name Enter other insuredôs Last name, First name, Middle 

initial, if applicable. When the patient has other 

insurance coverage complete 9 through 9d. This 

information is necessary to coordinate benefits with 

other insurance companies. 

C 

9a Other Insuredôs Policy or Group 

Number 

Enter group number, group name, Medigap Policy 

Number, Employee ID number of other insured. 

C 

9b Other Insuredôs Date of 

Birth/Sex 

Enter other insuredôs date of birth using an eight-digit 

date format (MM/DD/CCYY). Enter ñXò in 

appropriate box to indicate insuredôs sex. 

C 
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Filing Claims, continued 
 

Procedure for Completing CMS 1500 (08/05) Claim Form, continued 

Field Field name Description Key 

 

9c Employerôs Name or School 

Name 

Enter other insuredôs employer. C 

9d Insurance Plan Name or Program 

Name 

Enter other insuredôs group name. C 

10a-d Is Patientôs Condition Related to:   

10a Employment For Employment Related Indicator, place an ñXò in the 

appropriate box.  If yes, enter the state in which the 

accident occurred.  Use two-character abbreviation, i.e. 

TX. 

R 

10b Auto Accident For Auto Accident Related Indicator, place an ñXò in 

the appropriate box. 

R 

10c Other Accident For Other Accident Related Indicator, place an ñXò in 

the appropriate box. 

R 

10d Reserved for Local Use If claim is a duplicate claim, a ñDò is required. 

If claim is a corrected claim, a ñCò is required. 

C 

Note:  (11 thru 11d refer, to BCBS subscriber coverage) 

11 Insuredôs Policy Group or FECA 

Number 

Enter the Group number from the subscriberôs Blue 

Cross and Blue Shield Card. 

R 

11a Insuredôs Date of Birth, Sex Enter insuredôs date of birth using an eight-digit date 

format (MM/DD/CCYY). Enter ñXò in appropriate box 

to indicate patientôs sex. 

B 

11b Employerôs Name or School 

Name 

Enter insuredôs employer or school. B 

11c Insurance Plan Name or Program 

Name 

Enter name of insuredôs insurance plan, include name 

of state, i.e., Blue Shield of TX. 

R 

11d Is There Another Health 

Insurance Benefit Plan? 

Select whether there is another health insurance plan.  

Remember, if there is another health insurance plan, 

you will need to complete fields 9a thru 9d.  This 

information is necessary to coordinate benefits with 

other insurance companies. 

R 

12 Patient or Authorized Personôs 

Signature 

Patientôs or Authorized Personôs Signature required but 

may indicate ñSignature on Fileò. 

R 

13 Insuredôs or Authorized Personôs 

Signature 

Insuredôs or Authorized Personôs Signature required 

but may indicate ñSignature on Fileò. 

R 

14 Date of Current Illness, Injury, 

Pregnancy 

Enter date using an eight-digit date format 

(MM/DD/CCYY). 

C 

15 If Patient Has Had Same or 

Similar Illness Give First Date 

Enter date using an eight-digit date format 

(MM/DD/CCYY). 

B 

16 Dates Patient Unable to Work:  

From Date, To Date 

Enter date using an eight-digit date format 

(MM/DD/CCYY), if applicable. 

 

17 Name of Referring Physician or 

Other Source 

Enter name (First, MI, Last name) and credentials of 

referring, ordering or supervising provider.  Note:  If 

none, enter ñself-referralò or ñnoneò. 

R 

 

 



Rev: 10 2011 F - 16  

Filing Claims, continued 
 

Procedure for Completing CMS 1500 (08/05) Claim Form, continued 

Field Field name Description Key 

 

17a Other ID# Not required, reserved for taxonomy code (preceded by 

ñZZò qualifier). 

NR 

17b NPI # Enter the 10-digit NPI number of the referring, 

ordering or supervising provider 

C 

18 Hospitalization Dates Related to 

Current Service: From Date, To 

Date 

Enter inpatient hospital admission date and discharge 

date using an eight-digit date format (MM/DD/CCYY). 

B 

19 Reserved for Local Use Description for NOC or NDC required, if applicable C 

20 Outside Lab/Charges If laboratory work was performed outside the 

physicianôs office, place an ñXò in ñyes box and enter 

the total charges. 

B 

21 Diagnosis or Nature of Illness or 

Injury 

Enter the ICD-9-CM Codes. The primary diagnosis 

should be first, followed by other diagnoses. Enter up 

to 4 ICD-9-CM Codes. 

R 

22 Medicaid Resubmission Code Medicaid Resubmission Code   

23 Prior Authorization/ 

Precertification Number 

Required only if a Preauthorization/ 

Precertification or Verification is done 

C 

24 Shaded Area ï Supplemental 

Information 

The shaded area of 24a ï 24h was created to 

accommodate supplemental information, i.e., 

Anesthesia.  For more information, see the National 

Uniform Claim Committeeôs Web site at www.nucc.org.  

 

24a Date(s) of Service: From, To Enter the dates of service using an eight-digit date 

format (MM/DD/CCYY). 

R 

24b Place of Service Enter the appropriate 2 digit Place of Service code. R 

24c EMG Emergency Indicator ï Y for ñYesò, leave blank if 

ñNoò 

 

24d Procedures, Services, or Supplies Enter the CPT or HCPCS code for the procedures, 

service or suppliers and enter a modifier, if applicable. 

R 

24e Diagnosis Code Enter one ICD-9-CM diagnosis code for each 

procedure performed. Enter only one code per line of 

service. 

R 

24f Charges Enter charge for each line of service. This should be 

original charge not the balance due or patient liability. 

Do not include discounts. 

R 

24g Days or Units Enter number of days or units. R 

24h EPSTD Family Plan For Early & Periodic Screening, Diagnosis and 

Treatment. Shaded area qualifiers: S2 ï Under 

Treatment,  STïNew Service Requested 

 

24i ID Qualifier ï Shaded Field Not required, reserved for taxonomy code qualifier 

ñZZò. 

NR 

24j Rendering Provider ID# - 

Shaded Field 

Not required, reserved for taxonomy code. NR 

 Rendering Provider ID# - 

Non-Shaded Field 

Enter performing provider 10-digit NPI number. C 

    Continued on next page  

http://www.nucc.org/
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 Filing Claims, continued 
 

Procedure for Completing CMS 1500 (08/05) Claim Form, continued 

Field Field name Description Key 

 

25 Federal Tax ID Number Enter the provider of serviceôs Federal Tax ID number. 

Place an ñXò in the appropriate box or SSN or EIN. 

R 

26 Patient Account Number Enter account number assigned to the patient, if 

applicable. 

B 

27 Accept Assignment Enter ñYesò if the provider should be paid or enter 

ñNoò if the patient should be paid. 

 

C 

28 Total Charge Enter total charges (total of all charges in 24f). R 

29 Amount Paid Enter any amount paid by the patient. C 

30 Balance Due Enter the difference, if any, between the total charge 

and amount paid. 

B 

31 Signature of Physician or 

Supplier 

The claim must be signed by the physician/supplier or 

an authorized representative. The form must also be 

dated using an eight-digit date format 

(MM/DD/CCYY) .  

R 

32 Service Facility Location  Enter location where services were rendered. 

According to Texas state law, this field is required if 

the services were performed somewhere other than the 

patientôs home. 

C 

32a NPI# Enter the 10-digit NPI number of the service facility 

location. 

C 

32b Provider ID# 

 

Not required, reserved for taxonomy code (preceded by 

ñZZò qualifier). 

NR 

33 Billing Provider Info & Phone# Enter providerôs or supplierôs information that is 

requesting to be paid for services rendered. 

R 

33a NPI# Enter the 10-digit NPI number of the billing provider. R 

33b Provider ID# 

 

Not required, reserved for taxonomy code (preceded by 

ñZZò qualifier). 

NR 

    Continued on next page 
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 Filing CMS-1500 (08/05) Claims for Ancillary Facilities 

 
 

Diabetic Education 

Center 

 

 

The following table provides the applicable codes and descriptions used in coding 

Diabetic Education claims: 

 Use CMS-1500 (08/05) claim form. 

 Use POS ñ99ò for the place of service. 

 Use diabetes as the Primary ICD 9 diagnosis. 

 File with your NPI number. 

 

 

HCPCS 
CODE DESCRIPTIONS 

 S9140 
DIABETIC MANAGEMENT PROGRAM FOLLOW-UP VISIT TO NON-
MD PROVIDER 

 S9145 
INSULIN PUMP INITIATION, INSTRUCTION IN INITIAL USE OF 
PUMP (PUMP NOT INCLUDED) 

 S9455 DIABETIC MANAGEMENT PROGRAM   GROUP SESSION 

 S9460 DIABETIC MANAGEMENT PROGRAM   NURSE VISIT 

 S9465 DIABETIC MANAGEMENT PROGRAM   DIETITIAN VISIT 

 S9445 
PATIENT EDUCATION, NOT ELSEWHERE CLASSIFIED, NON-
PHYSICIAN PROVIDER, INDIVIDUAL, PER SESSION 

 

 

Durable Medical 

Equipment 

____________________________________________________________________ 

 

BCBSTX describes Durable Medical Equipment as being items which can withstand 

repeated use; are primarily used to serve a medical purpose; are generally not useful 

to a person in the absence of illness, injury, or disease; and are appropriate for use in 

the patientôs home. 

 

All requirements of the description must be satisfied before an item can be 

considered to be Durable Medical Equipment. 

 

 

Continued on next page 
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Filing CMS-1500 (8/05) Claims for Ancillary 
Facilities, Continued 

 
 

DME Benefits 

 

 

Benefits should be provided for the Durable Medical Equipment when the 

equipment is prescribed by a physician within the scope of his license and does not 

serve as a comfort or convenience item. 

 

Benefits should be provided for the following: 

 

1. Rental Charge (but not to exceed the total cost of purchase) or at the option of 

the Plan, the purchase of Durable Medical Equipment. 

 

2. Repair, adjustment, or replacement of components and accessories necessary for 

effective functioning of covered equipment. 

 

3. Supplies and accessories necessary for the effective functioning of covered 

Durable Medical Equipment. 

 

** Benefits are subject to the memberôs individual or group contract provisions. 

 

 

Customization 

 

 

When billing for ñcustomizedò Durable Medical Equipment (DME) or 

Prosthetic/Orthotic (P&O) devices, an item must be specially constructed to meet a 

patientôs specific need. The following items do not meet these requirements: 

 

 An adjustable brace with Velcro closures 

 A pull-on elastic brace 

 A lightweight, high-strength wheelchair with padding added 

 

A prescription is needed to justify the customized equipment and should indicate the 

reason the patient required a customized item. Physical therapy records or physician 

records can be submitted as documentation. An invoice should be included for any 

item that has been provided to construct a customized piece of DME or any P&O 

device for which a procedure code does not exist. 

 

 

Repair of DME 

 

 

Repairs of DME equipment are covered if: 

 

 Equipment is being purchased or already owned by the patient, 

 Is Medically Necessary, and 

 The repair is necessary to make the equipment serviceable. 

 

 

Replacement 

Parts 

 

Replacement parts such as hoses, tubing, batteries, etc., are covered when necessary 

for effective operation of a purchased item. 

 

 

Continued on next page 
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Filing CMS-1500 (08/05) Claims for Ancillary 
Facilities, Continued 

 
 

DME Rental or 

Purchase 

 

 

The rental versus purchase decision is between the patient and supplier. However, 

the rental of any equipment should not extend more than 10 months duration. If the 

prescription indicates ñlifetimeò need, the supplier should attempt to sell the 

equipment as opposed to renting. 

 

 

DME 

Precertification 

 

Precertification determines whether medical services are: 

 

 Medically Necessary 

 Provided in the appropriate setting or at the appropriate level of care 

 Of a quality and frequency generally accepted by the medical community 

 

The only DME equipment under the PPO/POS plan that requires precertification is 

Continuous Passive Motion (CPM) device. Precertification must be done prior to the 

delivery of the equipment or service. 

 

 

 

 

Note: Failure to precertify may result in nonpayment and providers cannot collect 

these fees from subscribers. Precertification merely confirms the Medical Necessity 

of the service or admission, but does not guarantee payment. Payment will be 

determined after the claim is filed and is subject to the following: 

 

 Eligibility  

 Other contractual provisions and limitations, including, but not limited to: 

 

o Pre-existing conditions 

o Cosmetic procedures 

o Failure to call on a timely basis (Prior delivery of CPM) 

o Limitations contained in riders, if any 

 

 Payment of premium for the date on which services are rendered (Federal 

Employee Participants are not subject to the payment of premium limitation) 

 

Precertification may be obtained by calling 1-800-441-9188. 

 

 

Continued on next page 
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Filing CMS-1500 (08/05) Claims for Ancillary 
Facilities, Continued 

 
 

Prescription or 

Certificate of 

Medical Necessity 

 

A prescription or Certificate of Medical Necessity (CMN) is required to accompany 

all claims for DME rentals or purchases. The prescription or CMN also must be 

signed by the memberôs attending physician. 

 

When a physician completes and signs the CMN, he or she is attesting that the 

information indicated on the form is correct and that the requested services are 

Medically Necessary. The CMN must specify the following: 

 

 Memberôs name 

 Diagnosis 

 Type of equipment 

 Medical Necessity for requesting the equipment 

 Date and duration of expected use 

 

The Certificate of Medical Necessity is not required in the following circumstances: 

 The claim is for an eligible prosthetic or orthotic device that does not 

require prior medical review; 

 The place of treatment billed for durable medical equipment or supplies 

is inpatient, outpatient or office; 

 The individual line item for durable medical equipment or supplies 

billed is less than $500 and the place of treatment is in the home or 

other; 

 The claim is for durable medical equipment rental and is billed with the 

RR modifier; or 

 The claim is for CPAP or Bi-Pap and there is a sleep study claim on file 

with Blue Cross and Blue Shield of Texas that has been processed and 

paid. Sleep study CPT codes would be 95806-95811. 

 

These guidelines apply to fully insured members as well as self funded employer 

groups who have opted to follow these guidelines.  However, this may not apply to 

members with Federal Employee Plan benefits or those from other Blue Cross and 

Blue Shield plans. To determine if a Certificate of Medical Necessity is required, 

please call the phone number listed on the back of your patientôs Blue Cross and 

Blue Shield member ID card.  

 

 

 

 

 

 

 

 

 

 

 

 

Continued on next page 
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Life-Sustaining 

DME 

 

Life-Sustaining DME is paid as a perpetual rental during the entire period of medical 

need.  

 

 The VENDOR owns the DME. The vendor is responsible for monitoring the 

functional state of the DME and initiating maintenance or repair as needed. The 

vendor is likewise responsible for conducting the technical maintenance, repair, 

and replacement of the DME. The rental payments to the vendor from BCBSTX 

cover these services. 

 When the period of medical need is over, possession of the DME returns to the 

vendor. 

 Attachments, replacement parts, and all supplies and equipment ancillary to 

Life-Sustaining DME are considered included in the monthly rental payment. 

This includes refills of both gaseous and liquid oxygen. 

 BCBSTX does not recognize or support member-owned DME previously 

obtained from another source. 

 

 
Life-Sustaining 

DME List  

 

HCPCS 

Code 

 

Description 

BCBSTX Life Sustaining DME 

 E0424 Stationary compressed gaseous oxygen system, rental; includes 

container, contents, regulator, flowmeter, humidifier, nebulizer, 

cannula or mask, and tubing 

 E0425 Stationary compressed gas system 

 E0430 Portable gaseous oxygen system 

 E0431 Portable gaseous oxygen system, rental; includes portable container, 

regulator, flowmeter, humidifier, cannula or mask, and tubing 

 E0434 Portable liquid oxygen system 

 E0439 Stationary liquid oxygen system, rental; includes container, contents, 

regulator, flowmeter, humidifier, nebulizer, cannula or mask, and 

tubing 

 E0440 Stationary liquid oxygen system 

 E0450 Volume ventilator, stationary or portable, w/backup rate feature, used 

w/invasive interface 

 E0457 Chest shell (cuirass) 

 E0471 Respiratory assist device, bi-level pressure capability, w/backup rate 

feature, used w/noninvasive interface. 

 E0472 Respiratory assist device, bi-level pressure capability, w/backup rate 

feature, used w/invasive interface. 

 E0460 Negative pressure ventilator, portable or stationary 

 E0618 Apnea monitor 

 E1353 Oxygen equipment, regulator 

 E1390 Oxygen concentrator, capable of delivering 85 percent or greater 

oxygen 

 E1391 Oxygen concentrator dual delivery port capable of delivering 85% or 

greater.  

 E1392 Portable oxygen concentrator, rental. 

 

Continued on next page 
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Filing CMS-1500 (08/05) Claims for Ancillary Facilities, Continued 

 
 

Home Infusion 

Therapy (HIT)  

 

 

 Please make sure all claims are filed with your NPI number on a CMS-1500 

(08/05) claim form or electronically. 

 

 Use Place of Service 12 (Home) when filing your claim. 

 

 A service found on the HIT schedule, as well as the drugs used, will require 

precertification. 

 

ALL SERVICES/DRUG S THAT WILL BE ADMINISTERED MUST BE 

LISTED IN THE AUTHORIZATION OR THEY WILL BE DENIED . 

 

 Effective January 15, 2008, Hemophilia Health Services, a division of Accredo 

Health Group Inc. will be the Preferred BlueChoice PPO/POS provider for all 

Factor Products. PPO subscribers should be directed to Accredo as the preferred 

provider effective January 15
th
, however subscribers can continue to receive factor 

products from contracted PPO Providers based on the terms of the providerôs PPO 

agreement. 

             

      The below list of ñFactor Productsò is also identified in the Home Infusion     

      Therapy Drug Schedule posted on the BCBSTX Provider web site and is subject 

      to change in accordance with the terms of the agreement.   

        

      Factor Products:  J7187, J7189, J7190, J7192, J7193, J7194, J7195, J7198 

 

      The contact number for Accredo is 1-800-800-6606 ï ask to speak to a           

      pharmacist. 

 

 For nursing visits, precertify 99601 or 99602. For extended visits precertify 99602. 

 Continued on next page 
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Home Infusion 

Therapy (HIT)  

 

 

 You should always bill using a valid J-code for a drug and identify  

      the appropriate number of units administered in Field 24g of the  

      CMS 1500 (08/05) form.  For example, if the J-code defines the drug as 1  

      gram and you administered 20 grams, the CMS 1500 (08/05)  

      form should reflect 20 units.  Please note that J3490 should only  

      be used if there is not a valid J-code for the administered drug, in  

      which case you would then bill using J3490 and the respective  

      NDC number. 

 

 If billing for two or more concurrent therapies, use the appropriate modifier:   

 

× SH ï Second concurrently administered infusion therapy 

× SJ ï Third or more concurrently administered infusion therapy 

 

 

 Per diems not otherwise classified should only be precertified if the HIT services 

are not defined in an established per diem code. 

 

 The per diem for aerosolized drug therapy (S9061) does not include the cost of the 

nebulizer. The nebulizer must be purchased or rented through a BCBSTX 

contracting Durable Medical Equipment supplier. (For PPO/POS the nebulizer 

does not require precertification. The per diem does require precertification.) 

 

 The HIT per diems include supplies and equipment. For example, IV poles, 

infusion pumps, tubing, etc. See below for a list of HCPCS codes that will be 

considered incidental to the per diem code. 

 

Services 

Incidental to 

Home 

Infusion and 

Injection 

Therapy Per 

Diems 

 

 

Miscellaneous Supplies and Services Enteral Nutrition Medical Supplies 

A4206-A4210  B4034-B4086 

A4212-A4247 

A4454-A4455 Parenteral Nutrition Solutions 

G0001 and Supplies 

M0300  B4164-B5200 

Q0081-Q0085  

S9430  Enteral and Parenteral Pumps 

   B9000-B9999 

Vascular Catheters 
A4300-A4306 Infusion Supplies 

  E0776-E0830 

  K0455 

  S1015 
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Home Infusion Therapy Schedule 
 

HCPCS DESCRIPTION 

  Nursing Services 

99601 Home infusion / specialty drug administration, nursing services; per visit.  Up to 2 hours.  

99602 

Home infusion / specialty drug administration, nursing services; each hour.  (List separately in 
addition to code 99601.)  

  Antibiotic Therapy 

S9497 

Home infusion therapy, antibiotic, antiviral, or antifungal therapy; once every 3 hours, administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment (drugs and nursing visits coded separately), per diem 

S9500 

Home infusion therapy, antibiotic, antiviral, or antifungal therapy; once every 24 hours, administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment (drugs and nursing visits coded separately), per diem 

S9501 

Home infusion therapy, antibiotic, antiviral, or antifungal therapy; once every 12 hours, administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment (drugs and nursing visits coded separately), per diem 

S9502 

Home infusion therapy, antibiotic, antiviral, or antifungal therapy; once every 8 hours, administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment (drugs and nursing visits coded separately), per diem 

S9503 

Home infusion therapy, antibiotic, antiviral, or antifungal therapy; once every 6 hours, administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment (drugs and nursing visits coded separately), per diem 

  Antibiotic Therapy Continued 

S9504 

Home infusion therapy, antibiotic, antiviral, or antifungal therapy; once every 4 hours, administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment (drugs and nursing visits coded separately), per diem 

  Blood Transfusion 

S9538 

Home transfusion of blood product(s); administrative services,  professional pharmacy services, care 
coordination, and all necessary supplies and equipment (blood products, drugs, and nursing visits 
coded separately), per diem 

  Chemotherapy Infusion 

S9329 

Home infusion therapy, chemotherapy infusion; administrative services, professional pharmacy 
services, care coordination, and all necessary supplies and equipment (drugs and nursing visits 
coded separately), per diem (Do not use this code with S9330 or S9331.) 

S9330 

Home infusion therapy, continuous (twenty-four hours or more) chemotherapy infusion; administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment (drugs and nursing visits coded separately), per diem  

S9331 

Home infusion therapy, intermittent (less than twenty-four hours) chemotherapy infusion; 
administrative services, professional pharmacy services, care coordination, and all necessary 
supplies and equipment (drugs and nursing visits coded separately), per diem 

                                                     Continued next page
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Home Infusion Therapy Schedule, continued 
 

  Enteral Nutrition 

S9340 

Home therapy, enteral nutrition; administrative services, professional pharmacy services, care 
coordination, and all necessary supplies and equipment (enteral formula and nursing visits coded 
separately), per diem 

S9341  

Home therapy, enteral nutrition via gravity; administrative services, professional pharmacy services, 
care coordination, and all necessary supplies and equipment (enteral formula and nursing visits 
coded separately), per diem 

  Enteral Nutrition Continued 

S9342 

Home therapy, enteral nutrition via pump; administrative services, professional pharmacy services, 
care coordination, and all necessary supplies and equipment (enteral formula and nursing visits 
coded separately), per diem 

S9343 

Home therapy, enteral nutrition via bolus; administrative services, professional pharmacy services, 
care coordination, and all necessary supplies and equipment (enteral formula and nursing visits 
coded separately), per diem 

  Hydration Therapy 

S9373 

Home infusion therapy, hydration therapy; administrative services, professional pharmacy services, 
care coordination, and all necessary supplies and equipment (drugs and nursing visits coded 
separately), per diem (Do not use with hydration therapy codes S9374-S9377 using daily volume 
scales) 

S9374 

Home infusion therapy, hydration therapy; one liter per day, administrative services, professional 
pharmacy services, care coordination, and all necessary supplies and equipment (drugs and nursing 
visits coded separately), per diem 

S9375 

Home infusion therapy, hydration therapy; more than one liter but no more than two liters per day, 
administrative services, professional pharmacy services, care coordination, and all necessary 
supplies and equipment (drugs and nursing visits coded separately), per diem 

S9376 

Home infusion therapy, hydration therapy; more than two liters but no more than three liters per day, 
administrative services, professional pharmacy services, care coordination, and all necessary 
supplies and equipment (drugs and nursing visits separately), per diem 

S9377 

Home infusion therapy, hydration therapy; more than three liters per day, administrative services, 
professional pharmacy services, care coordination, and all necessary supplies and equipment (drugs 
and nursing visits coded separately), per diem 

  Pain Management 

S9325 

Home infusion therapy, pain management infusion; administrative services, professional pharmacy 
services, care coordination, and all necessary supplies and equipment, (drugs and nursing visits 
coded separately), per diem (Do not use this code with S9326, S9327, or S9328) 

S9326 

Home infusion therapy, continuous (twenty-four hours or more) pain management infusion; 
administrative services, professional pharmacy services, care coordination and all necessary supplies 
and equipment (drugs and nursing visits coded separately), per diem  

S9327 

Home infusion therapy, intermittent (less than twenty-four hours) pain management infusion; 
administrative services, professional pharmacy services, care coordination, and all necessary 
supplies and equipment (drugs and nursing visits coded separately), per diem  

S9328 

Home infusion therapy, implanted pump pain management infusion; administrative services, 
professional pharmacy services, care coordination, and all necessary supplies and equipment (drugs 
and nursing visits coded separately), per diem 

                                                              Continued next page
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Home Infusion Therapy Schedule, continued 
 

  Parenteral Nutrition 

S9364 

Home infusion therapy, total parenteral nutrition (TPN); administrative services, professional 
pharmacy services, care coordination, and all necessary supplies and equipment, including standard 
TPN formula (lipids, specialty amino acid formulas, drugs other than in standard formula and nursing 
visits coded separately) per diem (Do not use with home infusion codes S9365-S9368 using daily 
volume scales)  

S9365 

Home infusion therapy, total parenteral nutrition (TPN); one liter per day, administrative services, 
professional pharmacy services, care coordination, and all necessary supplies and equipment, 
including standard TPN formula (lipids, specialty amino acid formulas, drugs other than in standard 
formula and nursing visits coded separately), per diem  

S9366 

Home infusion therapy, total parenteral nutrition (TPN); more than one liter but no more than two liters 
per day, administrative services, professional pharmacy services, care coordination, and all 
necessary supplies and equipment, including standard TPN formula (lipids, specialty amino acid 
formulas, drugs other than in standard formula and nursing visits coded separately), per diem  

S9367 

Home infusion therapy, total parenteral nutrition (TPN); more than two liters but no more than three 
liters per day, administrative services, professional pharmacy services, care coordination, and all 
necessary supplies and equipment, including standard TPN formula (lipids, specialty amino acid 
formulas, drugs other than in standard formula and nursing visits coded separately), per diem  

S9368 

Home infusion therapy, total parenteral nutrition (TPN); more than three liters per day, administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment, including standard TPN formula (lipids, specialty amino acid formulas, drugs other than in 
standard formula and nursing visits coded separately), per diem  

  Miscellaneous Infusion Therapy 

S9061 

Home administration of aerosolized drug therapy (e.g., pentamidine); administrative services, 
professional pharmacy services, care coordination, all necessary supplies and equipment (drugs and 
nursing visits coded separately), per diem  

S9336 

Home infusion therapy, continuous anticoagulant infusion therapy (e.g., heparin); administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment (drugs and nursing visits coded separately), per diem 

S9338 

Home infusion therapy, immunotherapy; administrative services, professional pharmacy services, 
care coordination, and all necessary supplies and equipment (drugs and nursing visits coded 
separately), per diem 

S9345 

Home infusion therapy, anti-hemophilic agent infusion therapy (e.g. Factor VIII); administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment (drugs and nursing visits coded separately), per diem 

S9346 

Home infusion therapy, alpha-1-proteinase inhibitor (e.g. Prolastin); administrative services, 
professional pharmacy services, care coordination, and all necessary supplies and equipment (drugs 
and nursing visits coded separately), per diem  

S9347 

Home infusion therapy, uninterrupted, long-term, controlled rate intravenous infusion therapy (e.g. 
epoprostenol); administrative services, professional pharmacy services, care coordination, and all 
necessary supplies and equipment (drugs and nursing visits coded separately), per diem  

S9348 

Home infusion therapy, sympathomimetic/inotropic agent infusion therapy (e.g. dobutamine); 
administrative services, professional pharmacy services, care coordination, and all necessary 
supplies and equipment (drugs and nursing visits coded separately), per diem 

                                                            Continued next page
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Home Infusion Therapy Schedule, continued 
 

  Miscellaneous Infusion Therapy (continued) 

S9349 

Home infusion therapy, tocolytic infusion therapy; administrative services, professional pharmacy 
services, care coordination and all necessary supplies and equipment (drugs and nursing visits coded 
separately), per diem 

S9351 

Home infusion therapy, continuous anti-emetic infusion therapy; administrative services, professional 
pharmacy services, care coordination, and all necessary supplies and equipment (drugs and visits 
coded separately), per diem 

S9353 

Home infusion therapy, continuous insulin infusion therapy; administrative services, professional 
pharmacy services, care coordination, and all necessary supplies and equipment (drugs and nursing 
visits coded separately), per diem 

S9355 

Home infusion therapy, chelation therapy; administrative services, professional pharmacy services, 
care coordination, and all necessary supplies and equipment (drugs and nursing visits coded 
separately), per diem 

S9357 

Home infusion therapy, enzyme replacement intravenous therapy, (e.g. imiglucerase); administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment (drugs and nursing visits coded separately), per diem 

S9359 

Home infusion therapy, anti-tumor necrosis factor intravenous therapy, (e.g. infliximab); administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment (drugs and nursing visits coded separately), per diem 

S9361 

Home infusion therapy, diuretic intravenous therapy; administrative services, professional pharmacy 
services, care coordination, and all necessary supplies and equipment (drugs and nursing visits 
coded separately), per diem 

S9363 

Home infusion therapy, anti-spasmotic intravenous therapy; administrative services, professional 
pharmacy services, care coordination, and all necessary supplies and equipment (drugs and nursing 
visits coded separately), per diem 

S9370 

Home therapy, intermittent anti-emetic injection therapy; administrative services, professional 
pharmacy services, care coordination, and all necessary supplies and equipment (drugs and nursing 
visits coded separately), per diem 

S9372 

Home therapy, intermittent anticoagulant injection therapy (e.g., heparin); administrative services, 
professional pharmacy services, care coordination, and all necessary supplies and equipment (drugs 
and nursing visits coded separately), per diem (do not use this code for flushing of infusion devices 
with heparin to maintain patency) 

S9490 

Home infusion therapy, corticosteriod infusion; administrative services, professional pharmacy 
services, care coordination, and all necessary supplies and equipment (drugs and nursing visits 
coded separately), per diem. 

                                              Continued next page
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Home Infusion Therapy Schedule, continued 
 

  Not otherwise Classified Infusion Therapy 

S9537 

Home therapy, hematopoietic hormone injection therapy (e.g. erythropoietin, G-CSF, GM-CSF); 
administrative services, professional pharmacy services, care coordination and all necessary supplies 
and equipment (drugs and nursing visits coded separately); per diem  

S9559 

Home injectable therapy; interferon, including administrative services, professional pharmacy 
services, care coordination, and all necessary supplies and equipment (drugs and nursing visits 
coded separately), per diem  

S9379 

Home infusion therapy, infusion therapy not otherwise classified; administrative services, professional 
pharmacy services, care coordination, and all necessary supplies and equipment (drugs and nursing 
visits coded separately); per diem  

S9542 

Home injectable therapy; not otherwise classified, including administrative services, professional 
pharmacy services, care coordination, and all necessary supplies and equipment (drugs and nursing 
visits coded separately), per diem  

S9810 

Home therapy, professional pharmacy services for provision of infusion, specialty drug administration, 
and/or disease state management, not otherwise classified, per hour (Do not use this code with any 
per diem code) 

  Injection Therapy 

S9558 

Home injectable therapy; growth hormone, including administrative services, professional pharmacy 
services, care coordination, and all necessary supplies and equipment (drugs and nursing visits 
coded separately), per diem 

S9560 

Home injectable therapy, hormonal therapy (e.g., leuprolide, goserelin), including administrative 
services, professional pharmacy services, coordination of care, and all necessary supplies and 
equipment (drugs and nursing visits coded separately), per diem 

  Miscellaneous Services 

S5035 Home infusion therapy, routine service of infusion device (e.g. pump maintenance) 

S5036 Home infusion therapy, repair of infusion device (e.g. pump repair) 

S5497 

Home infusion therapy, catheter care/maintenance, not otherwise classified; includes administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment (drugs and nursing visits coded separately), per diem 

S5498 

Home infusion therapy, catheter care/maintenance, simple (single lumen), includes administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment, (drugs and nursing visits coded separately), per diem 

S5501 

Home infusion therapy, catheter care/maintenance, complex (more than one lumen), includes 
administrative services, professional pharmacy services, care coordination, and all necessary 
supplies and equipment, (drugs and nursing visits coded separately), per diem  

S5502 

Home infusion therapy, catheter care/maintenance, implanted access device, includes administrative 
services, professional pharmacy services, care coordination, and all necessary supplies and 
equipment, (drugs and nursing visits coded separately), per diem (use this code for interim 
maintenance of vascular access not currently in use) 

S5517 Home infusion therapy, all supplies necessary for restoration of catheter patency or declotting 

S5518 Home infusion therapy, all supplies necessary for catheter repair 

S5520 

Home infusion therapy, all supplies (including catheter) necessary for a peripherally inserted central 
venous catheter (PICC) line insertion 

                                                            Continued next page
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Home Infusion Therapy Schedule, continued 
 

  Miscellaneous Services Continued 

S5521 Home infusion therapy, all supplies (including catheter) necessary for a midline catheter insertion 

S5522 

Home infusion therapy, insertion of peripherally inserted central venous catheter (PICC) line, nursing 
services only (no catheter or supplies included) 

S5523 

Home infusion therapy, insertion of midline central venous catheter, nursing services only (no 
catheter or supplies included)  

  Concurrent Therapy Modifiers 

SH - 
Modifier 

Second concurrently administered infusion therapy 

SJ - 
Modifier 

Third or more concurrently administered infusion therapy 

  Enteral Parenteral Therapy 

B4185 PARENTERAL NUTRITION SOLUTION, PER 10 GRAMS LIPIDS 

B5000 Parenteral nutrition solution compounded 

B5100 Parenteral nutrition solution compounded 

B5200 Parenteral nutrition solution compounded 

*No variation in pricing for above Managed Care. 

  Blood Products 

P9051 
WHOLE BLOOD OR RED BLOOD CELLS, LEUKOCYTES REDUCED, CMV-NEGATIVE, EACH 
UNIT 

P9052 PLATELETS, HLA-MATCHED LEUKOCYTES REDUCED, APHERESIS/PHERESIS, EACH UNIT 

P9053 PLATELETS, PHERESIS, LEUKOCYTES REDUCED, CMV-NEGATIVE, IRRADIATED, EACH UNIT 

P9054 

WHOLE BLOOD OR RED BLOOD CELLS, LEUKOCYTES REDUCED, FROZEN, DEGLYCEROL, 
WASHED,EACH UNIT 

P9055 PLATELETS, LEUKOCYTES REDUCED, CMV-NEGATIVE, APHERESIS/PHERESIS, EACH UNIT 

P9056 WHOLE BLOOD, LEUKOCYTES REDUCED, IRRADIATED, EACH UNIT 

P9057 

RED BLOOD CELLS, FROZEN/DEGLYCEROLIZED/WASHED, LEUKOCYTES REDUCED, 
IRRADIATED,EACH UNIT 

P9058 RED BLOOD CELLS, LEUKOCYTES REDUCED, CMV-NEGATIVE, IRRADIATED, EACH UNIT 

P9059 FRESH FROZEN PLASMA BETWEEN 8-24 HOURS OF COLLECTION, EACH UNIT 

P9060 FRESH FROZEN PLASMA, DONOR RETESTED, EACH UNIT 
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Imaging Centers 
 

 

 Use CMS-1500 (08/05) claim form or the electronic equivalent. 

 

 Must use CPT-4 coding structure. 

 

 Use POS "99" for place of service for paper or electronic claims. 

 

 Use the correct Type of Service appropriate to the service you are billing  

   (i.e., total component, technical only, etc.). 

 

 All not otherwise classified procedure codes (NOCs) should be submitted with as 

much descriptive information as possible. 

 

 Must itemize all services and bill standard retail rates. 

 

 Must file with your NPI number. 

 

 Be sure to include NDC number for any oral or injectable radiopharmaceutical or 

contrast material used. 

 

 

Continued on next page 
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High Tech 

Procedures 

 

 

BCBSTX has implemented the following changes to the management of outpatient 

diagnostic imaging services for BlueChoice PPO/POS subscribers. Effective for 

dates of service on or after October 1, 2004, compliance with the Radiology 

Quality Initiative (RQI) is required for the outpatient diagnostic imaging services 

listed below when performed in a physicianôs office, the outpatient department of a 

hospital, or freestanding imaging center. Imaging studies performed in 

conjunction with emergency room services, inpatient hospitalization, outpatient 

surgery (hospitals and freestanding surgery centers), or 23-hour observation 

are excluded from this requirement. 

 

Ordering physicians for BlueChoice PPO/POS subscribers must contact AIM to 

obtain an RQI number for the following outpatient, diagnostic, nonemergency 

services: 

 CT scans 

 MRI scans 

 MRA scans 

 Nuclear Cardiology studies  

 PET scans 

 

Ordering physicians must write the RQI number on the requisition for the imaging 

study. The ordering physician is required to contact AIM, whether the ordering 

physician is the PCP or the specialist. The PCP will not be expected to obtain the 

RQI number if a specialist orders the test. Hospitals and freestanding imaging 

centers that perform the imaging services listed cannot obtain an RQI number. 

However, the RQI number must be on the performing providerôs claim form  

UB-04 or CMS-1500s. 

 

Performing providers (hospitals and freestanding imaging centers) may confirm that 

an RQI number was issued as well as clinical guidelines and other educational 

resources by accessing AIMôs interactive Web site at www.americanimaging.net. 

AIM is a medical resource management company with national experience in 

Utilization Review and Quality Improvement in the field of diagnostic imaging.  

 

When contacted, AIM will either issue a RQI number or forward the case to a 

registered nurse or physician for review. AIMôs physician reviewer may contact the 

ordering physician to discuss the case in greater detail within two business days of 

receipt of the request. Ordering physicians must write the RQI number on the 

requisition for the imaging study. Issuance of an RQI number is not a guarantee of 

payment. When submitted, the claim will be processed in accordance with the terms 

of a subscriberôs health benefit plan. 

 

 

Continued on next page 

http://www.americanimaging.net/
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High Tech 

Procedures, 

Continued 

 

 

The RQI process is based upon guidelines from medical organizations and medical 

literature. The guidelines are consistent with the clinical appropriateness criteria 

developed by the American College of Radiology (ACR). The RQI process 

promotes: 
 
 Ordering the most appropriate outpatient diagnostic imaging for the diagnosis in 

question while minimizing unnecessary radiation exposure, 

 Performing studies in the proper sequence, and 

 Maximizing service to subscribers through the efficient use of their benefit plan. 
 
CPT codes affected by this program, as well as additional information regarding this 

program, can be found under the UM/QI/Medical Management section of the 

BCBSTX Web site (www.bcbstx.com/provider ). 

 

 

Imaging Centers 

- Tests Not 

Typically 

Covered 

 

 

 70371 Complex dynamic pharyngeal and speech evaluation by cine or video 

recording. 
 
 76000 Fluoroscopy (separate procedure), up to one hour physician time, other 

than 71023 or 71034. 
 
 76140 Consultation on X-ray examination made elsewhere written report. 

 
 76511 Ophthalmic ultrasound, echography, diagnostic; A-scan only, with 

amplitude quantification. 
 
 76512 Contact B-scan (with or without simultaneous A-scan). 

 
 76513 Immersion (water both) B-scan. 

 
 76516 Ophthalmic biometry by ultrasound echography, A-scan. 

 
 76519 Ophthalmic biometry by ultrasound echography, A-Scan; with intraocular 

lens power calculation. 

 

 76529 Ophthalmic ultrasonic foreign body localization. 

 

 76949 Ultrasonic guidance for aspiration of ova, radiological supervision, and 

interpretation. 

 

 78469 Myocardial imaging, infarct avid, planar, qualitative or quantitative 

tomographic SPECT with or without quantitation. 

 

 PET 

 

 77058 ï 77059 MRI of the breast 

Continued on next page

http://www.bcbstx.com/provider


Rev. June 09, 2009 Page F ð 34  

Filing CMS-1500 (08/05) Claims for Ancillary Facilities, Continued 

 
 

Independent 

Laboratory  

Claims Filing 
 

 

 Must use CMS-1500 claim form or electronic equivalent. 

 

 Should use CPT-4 coding structure. 

 

 Use place of service ñ81ò. 

 

 Must file with your NPI number. 

 

 Must itemize all services and bill standard retail rates. 

 

 

Independent 

Laboratory 

Preferred 

Provider 

Effective June 1, 2010, Quest Diagnostics, Inc. will become the preferred statewide 

outpatient clinical reference laboratory provider for Blue Cross and Blue Shield of 

Texas (BCBSTX) - BlueChoice (PPO/POS) subscribers.  This arrangement excludes 

lab services provided during emergency room visits, inpatient admissions and 

outpatient day surgeries (hospital and free standing ambulatory surgery centers). 

Quest Diagnostics Offers: 

 On-line scheduling for Quest Diagnosticsô Patient Service Center (PSC) 

locations.  To schedule a PSC appointment, log onto 

www.QuestDiagnostics.com/patient or call 888-277-8772. 

 Convenient patient access to over 220 patient service locations. 

 24/7 access to electronic lab orders, results, and other office solutions 

through Care360
®
 Labs and Meds. 

 

For more information about Quest Diagnostics lab testing solutions or to setup an 

account, contact your Quest Diagnosticsô Physician Representative or call 866-MY -

QUEST.  

 

To locate other participating labs in the BlueChoice network, visit the Online 

Provider Directory through the BCBSTX Web site: 

 

www.bcbstx.com 

 

Note:  Quest Diagnostics, Inc is the exclusive outpatient clinical Lab for the HMO 

Blue Texas members.   

 

Continued on next page 

http://www.questdiagnostics.com/patient%20or%20call%20888-277-8772
http://www.bcbstx.com/
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Independent 

Laboratory 

Policy 

 

 All not otherwise classified procedure codes (NOCs) should be submitted with as 

much descriptive information as possible. 

 

 "STAT" charges are not reimbursable as a separate line item. 

 

 The following diagnostic tests are not routinely covered without sufficient medical 

justification: 

Autogenous vaccine 

Amylase, blood, isoenzyme, electrophoretic 

Chromium, blood 

Zinc sulphate, turbidity, blood 

Skin test-lymphopathia venereum 

Circulation time, one test 

Cephalin flocculation Congo red, blood 

Hormones, adrenocorticotropin, quantitative, animal test 

Hormones, adrenocorticotropin, quantitative, bioassay 

Thymol turbidity, blood 

Skin test, brucellosis 

Skin test, leptospirosis 

Skin test, psittacosis 

Skin test, trichinosis 

Calcium, feces, screening 

Chemotropism, duodenal contents 

Gastric analysis, pepsin 

Gastric analysis, tubeless 

Calcium saturation clotting time 

Capillary fragility test (Rumpel-Leede) 

Colloidal gold 

 

 The following tests are the component of our Obstetrical (OB) Profile: 

 

CBC 

Serologic tests for syphilis 

ABO type 

RH type 

Antibody screens for red cell antigens 

Rubella titer 

Sickle cell prep (when appropriate) 

 

 

Continued on next page 
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Independent 

Laboratory ï  

Noncovered  

Tests 

 

 

 Lipoprotein cholesterol fractionation calculation by formula (83720) 

 Appolipoprotein immunoassay testing (82172) 

 Cytomegalovirus screening in pregnancy patients. 

 Group B strep screening in pregnancy 

 Cystic disease protein test 

 Automated hemogram (85029,85030) 

 Glycated albumin test 

 EDTA formalin assay 

 Captopril challenge test (00079) 

 Candida enzyme immunoassay (CEIA) (00079) 

 Cervigram (cervicography) (01055) 

 Human tumor stem cell drug sensitivity assay 

 Neopterin RI acid test 

 Sperm penetration assay 

 Glucose blood, stick test 

 Travel allowance for specimen pickup  

 RIA urinary albumin 

 Provocative and neutralization testing for phenol and ethanol formaldehyde 

 Sublingual provocative testing 

 Urinary albumin excretion rate 

 Transfer factor test (86630) 

 Nonprotein nitrogen (NPN) blood 

 Radioimmunoassay (RIA) not elsewhere specified 

 

 

Prosthetics/ 

Orthotics 

 

 

 Must use CMS-1500 claim form or electronic equivalent. 

 

 Must use HCPCS coding structure. 

 

 Must use place of service B. 

 

 Should submit complete documentation when using an NOC procedure code. 

 

 Must itemize all services and bill standard retail rates. 

 

 Must file with your NPI number. 

 

 

Continued on next page 
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Prosthetics/ 

Orthotics ï  

Noncovered 

 

 HCPCS  

   Code    

 

N/A Foot orthotics, unilateral 

N/A Foot orthotics, bilateral 

N/A Foot impressions, unilateral 

N/A Foot impressions, bilateral 

N/A Orthopedic supports, cervical collar, immobilizers and slings 

L0960 Torso support, post surgical support, pads for post-surgical support 

L0982 Stocking supporter grips, set of four 

L3000 Foot, insert, removable, molded to patient model, "UCB" type 

L3001 Foot, insert, removable, molded to patient model, spenco, each 

L3002 Foot, insert, removable, molded to patient model, plastazote or 

equal, each 

L3003 Foot, insert, removable, molded to patient model, silicone gel, each 

L3010 Foot, insert, removable, molded to patient model, longitudinal arch 

support, each 

L3030 Foot, insert, removable, formed to patient foot, each 

L3040 Foot, arch support, removable, pre-molded, longitudinal, each 

L3050 Foot, arch support, removable, pre-molded, metatarsal, each 

L3060 Foot, arch support, removable, pre-molded, longitudinal/metatarsal, 

each 

L3070 Foot, arch support, nonremovable attached to shoe, longitudinal, 

each 

L3080 Foot, arch support, nonremovable attached to shoe 

L3090 Foot, arch support, nonremovable attached to shoe, 

longitudinal/meta-tarsal, each 

L3100 Hallus-Valgus Night Dynamic splint 

L3170 Foot, plastic heel stabilizer 

L3201 Orthopedic shoe, oxford with Supinator or Pronator, infant 

L3202 Orthopedic shoe, oxford with Supinator or Pronator, child 

L3203 Orthopedic shoe, oxford with Supinator or Pronator, junior 

L3204 Orthopedic shoe, high top with Supinator or Pronator, infant 

L3206 Orthopedic shoe, high top with Supinator or Pronator, child 

L3207 Orthopedic shoe, high top with Supinator or Pronator, junior 

 

 

Continued on next page 
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Prosthetics/ 

Orthotics ï  

Noncovered, 

Continued 

 HCPCS  

   Code 

 

L3215 Orthopedic footwear, ladies shoes, oxford 

L3216 Orthopedic footwear, ladies shoes, depth inlay 

L3217 Orthopedic footwear, ladies shoes, high top, depth inlay 

L3219 Orthopedic footwear, menôs shoes, oxford 

L3221 Orthopedic footwear, menôs shoes, depth inlay 

L3222 Orthopedic footwear, menôs shoes, high top, depth inlay 

L3223 Orthopedic footwear, menôs surgical boot, each 

L3250 Orthopedic footwear, custom molded shoe, removable inner mold, 

prosthetic shoe, each 

L3251 Foot, shoe molded to patient model, silicone shoe, each 

L3252 Foot, shoe molded to patient model, plastazote (or similar), custom 

fabricated, each 

L3253 Foot, molded shoe plastazote (or similar) custom fitted, each 

L3254 Nonstandard size or width 

L3255 Nonstandard size or length 

L3260 Ambulatory surgical boot, each 

L3265 Plastazote sandal, each 

L3300 Lift, elevation, heel, tapered to metatarsals, per inch 

L3310 Lift, elevation, heel and sole, neoprene, per inch 

L3320 Lift, elevation, heel and sole, cork, per inch 

L3330 Lift, elevation, metal extension (slate) L3332Lift, elevation, inside 

shoe, tapered, up to one-half inch 

L3334 Lift, elevation, heel, per inch 

L3340 Heel, wedge, sock 

L3350 Heel wedge 

L3360 Sole wedge, outside sole 

L3370 Sole wedge, between sole 

L3380 Clubfoot wedge 

L3390 Outflare wedge 

L3430 Heel, counter, plastic reinforced 

L3440 Heel, counter, leather reinforced 

L3450 Heel, sock cushion type 

L3455 Heel, new leather, standard 

L3460 Heel, new rubber, standard 

L3465 Heel, Thomas with wedge 

L3470 Heel, Thomas extended to ball 

L3480 Heel, pad and depression for spur 

L3485 Heel, pad, removable for spur 

 

 

Continued on next page 
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Prosthetics/ 

Orthotics ï  

Noncovered, 

Continued 

 HCPCS  

   Code  

 

L3500 Miscellaneous shoe addition, insole, leather 

L3510 Miscellaneous shoe addition, insole, rubber 

L3520 Miscellaneous shoe addition, insole, felt covered with leather 

L3530 Miscellaneous shoe addition, sole, half 

L3540 Miscellaneous shoe addition, sole, full 

L3550 Miscellaneous shoe addition, toe tap, standard 

L3560 Miscellaneous shoe addition, toe tap, horseshoe 

L3649 Unlisted procedures for foot orthopedic shoes, shoe modifications and 

transfers 

A6530 Gradient compression stocking, below knee, 18-30 MMHG, each 

A6531 Gradient compression stocking, below knee, 30-40 MMHG, each 

A6532 Gradient compression stocking, below knee, 40-50 MMHG, each 

A6533 Gradient compression stocking, thigh length, 18-30 MMHG, each 

A6534 Gradient compression stocking, thigh length, 30-40 MMHG, each 

A6535 Gradient compression stocking, thigh length, 40-50 MMHG, each 

A6536 Gradient compression stocking, full length/chap style, 18-30 MMHG, 

each 

A6537 Gradient compression stocking, full length/chap style, 30-40 MMHG, 

each 

A6538 Gradient compression stocking, full length/chap style, 40-50 MMHG, 

each 

A6539 Gradient compression stocking, waist length, 18-30 MMHG, each 

A6540 Gradient compression stocking, waist length, 30-40 MMHG, each 

A6541 Gradient compression stocking, waist length, 40-50 MMHG, each 

A6542 Gradient compression stocking, custom made 

A6543 Gradient compression stocking, lymphedema  

A6544     Gradient compression stocking, garter belt 

S9999 Sales tax, orthotic/prosthetic/other 

 

 

Radiation 

Therapy Center 

Claims Filing 

 

 

 Must use appropriate CMS claim form or electronic equivalent (UB-04 or 

electronic equivalent, if facility; or CMS-1500 (08/05) if free-standing facility. 

 

 Must bill negotiated rates according to fees stated in contract. 

 

 May use CPT-4 code as part of description, but must have correct revenue codes if 

still using UB-04. 

 

 When the subscriber's coverage requires a PCP referral, form locator 63 must be 

completed with a referral authorization number obtained from BCBSTX. 

 

 Must file with your NPI number. 
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How to 

Complete 

the UB-04 

Claim Form 
 

 
Most facilities will use the UB-04 claim form when filing claims. These claims can 

be submitted to BCBSTX electronically or by manually completing the UB-04. All 

claims must include all information necessary for adjudication of claims according 

to contract benefits. Paper claims should be mailed to: 

 

BCBSTX 

P.O. Box 660044 

Dallas, Texas 75266-0044 

 

The following pages contain a reproduction of the UB-04 claim form and 

instructions for completion. Included in this section are the electronic UB-04 records 

and fields for each form locator. 

 

NOTE: Each field or block on the UB-04 claim form is referred to as a Form 

Locator.  
 

 
What Forms Are 

Accepted 
 

 
UB-04 claim form or the electronic ANSI X12N 837I ï Institutional   
 

 
 

 

Continued on next page 
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