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THIS MANUAL CONTAINS A REQUIRED DISCLOSURE CONCERNING  

HMO BLUE ®  TEXAS CLAIMS PROCESSING PROCEDURES  
 

 Filing Claims  
 

In this  
Section  

The following top ics are covered in this section.  
 

 Topic  Page  

 Claims Submission ï Timely Filing Procedures  F ð 4 

 Claims Processing Questions  F ð 4 

 Prompt Pay  Legislation  F ð 4 

 Prompt Pay Exclusions  F ð 4 

 Definition of a Clean Claim  F ð 5 

 Changes Affec ting Your Provider Record  ID -  NPI 

Number, Name  Change , Change in Your Address, Etc  

F ð 5 

 Coordination of Benef its and Patientôs Share F ð 5 

 Coordination of Benefits/Subrogation  F ð 6 

 Correct Coding  F ð 6 

 Splitting Charges on Claims  F ð 7 

 Fraudulent Billing  F ð 7 

 Services Rendered by Physician or other Professional 

Provider  

F ð 7 

 Billing for Non -Covered  Services  F ð 8 

 Surgical Procedures Performed in the Physicianôs and 

other Professional Providerôs Office 

F ð 8 

 Contracted Physicians and other Professional 

Providers Must File Claims  

F ð 8 

 CPT Modifier 50 Bilateral Procedures ï Professional 

Claims O nly  

F ð 9 

 Untimed Billing Procedure CPT Codes  F ð 9 

 Proper Speech Therapy Billing  F ð 10  

 Submission of CPT 99000 With Modifier 59  F ð 10  

 Are You a Provider Billing for Compound Drugs?  F ð 11 

 Urgent Care Center Services Billed Using CPT Code 
S9088  

F ð 11 

 Are You a Provider Billing Unlisted J -codes?  F ð 12 

 Pass Through Billing  F ð 13 

 Filing Claims Reminders  F ð 13 

 The Availity Health Information Network (Availity, 
L.L.C.)  

F ð 14 

 Electronic Remittance Advice (ERA )  F ð 14 

 Electronic Funds Transfer (EFT)  F ð 15 

 What is EFT?  F ð 15 

 Electronic Claim Submission & Response Reports  F ð 16 

                                                                                                   Continued on next page  
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 Filing Claims , continued  
 

In t his  

Section ,  

continued  

The following topics are covered in this section:  

 

 Topic  Page  

 System Implications  F ð 16  

 Payer Response Reports  F ð 17  

 Paperless Claim Processing Overview  F ð 18  

 What are the Benefits of EMC/EDI?  F ð 18  

 Payer Identificati on Code  F ð 18 

 What BCBSTX Claims Can Be Filed Electronically?  F ð 19 

 iEXCHANGE Confirmation Number  F ð 19 

 How Does Electronic Claims Filing Work?  F ð 19 

 Submit Secondary Claims Electronically  F ð 20  

 Duplicate Claims Filing is Costly  F ð 20  

 Add resses for Claims Filing & Customer Service Phone 

Numbers  

F ð 21 

 IPA/Medical Group Listing ï Phone Numbers & Claims 
Filing Addresses  

F ð 22 

 CMS-1500 (08/05) Claim Form Introduction  F ð 23 

 Ordering Paper Claim Forms  F ð 23 

 Required Elements of Clean  Claims  F ð 23 

 Return of Paper Claims with Missing NPI Number  F ð 23 

 Sample CMS -1500 (08/05) Claim Form  F ð 24 

 Procedure for Completing CMS -1500 (08/05) Claim 

Form  

F ð 26 

 UB-04 Form Introduction  F ð 30  

 Sample UB -04 Form  F ð 31 

 Procedure for Co mpleting UB -04 Form  F ð 32 

 Submit Encounter Data Electronically   F ð 37 

 Claim Review Process  F ð 39 

 Proof of Timely Filing  F ð 39 

 Types of Disputes & Timeframe for Request  F ð 40  

 Claim Review Form  F ð 41   

  Recoupment Process  F ð 42  

 Sample PC S Recoupment  F ð 43 

 Refund Policy  F ð 44 

 Sample Voluntary Refund Form  F ð 46 

 Electronic Refund Management (eRM)  F ð 47  

 How to Gain Access to eRM Availity Users  F ð 48  

                                                                                                  Continued on next page  
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 Filing Claims , continued  
 

Note:  For information about behavioral health claims filing, refer to the 
ñBehavioral Healthò Section in this Provider Manual. 

                         

 

Important  

Note:  

Physicians a nd other Professional Providers who are 
contracted/affiliated with a capitated IPA/Medical Group 

must contact the IPA/Medical Group for instructions 
regarding referral and precertification process, contracting 

and claims related questions.  Additionally, P hysicians or 
other Professional Providers who are not part of a capitated 
IPA/Medical Group but who provide services to a member 

whose PCP is contracted/affiliated with a capitated 
IPA/Medical Group must also contact the applicable 

IPA/Medical Group for in structions.  Physicians or other 
Professional Providers who are contracted/ affiliated with a 
capitated IPA/Medical Group are subject to that entityôs 

procedures and requirements for Physician or other 
Professional Provider complaint resolution.  

                                                                                          Continued on next page
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 Fili ng Claims , continued  
 

Claims 

Submission 
-  Timely 
Claims Filing  

Procedures   

HMO Blue Texas claims must be submitted within 180  days of  the 

date  of service.  Physicians and other Professional Providers must 
submit a complete claim for any s ervices provided to a member .  
Claims that are not submitted within 180  days from the date of 

service are not eligible for reimbursement.  Claims submitted afte r 
the designated cut -off date will be denied on a Provider Claim 

Summary (PCS). The member cannot be billed for these denied 
services .  HMO Blue Texas network Physicians and other 
Professional Providers may not seek payment from the subscriber 

for claims s ubmitted after the 180  day filing deadline.   Please 
ensure that statements are not sent to HMO Blue Texas members, 

in accordance with the provisions of your HMO Blue Texas 
contract.  

If a Physician or other Professional Provider  feels that a claim has 
been denied in error for unti mely submission, the Physician or 

other Professional Provider may submit a claim review request   
The Claim Review form and instruction s are located on page F -40 . 
 

If a cla im is returned to the Physician or other Professional 
Provide r of service for additional information,  it should be 

resubmitted to HMO Blue Texas within 180  days. The 180  days 
begin with the date HMO Blue Texas mails the request. If claims 
are filed electronically, then Physicians or other Professional 

Providers must  make the necessary corrections and refile the claim 
electronically in order for the claim to be processed.  

Claims  
Processing  

Questions  
 

Should you have a question about claims processing, please 
contact HMO Blue Texas Provider Customer Service by calling :  

                            877 - 299 - 2377  

Prompt Pay  
Legislation  

 
 

HMO Blue Texas complies with the Prompt Pay Legislation.  For 
additional information, please refer to the Texas Department of 

Insurance (TDI ) web site at tdi.state.tx.us  or the BCBSTX web site 
at bcbstx.com/provider . 

Prompt Pay 
Exclusions  

Certain groups, plans, claim types and physicians are excluded 
from the Prompt Pay Legislation.  For additional i nformation, 

please refer to the TDI  web site at tdi.state.tx.us .  

       Continued on next page  

http://www.tdi.state.tx.us/
http://www.bcbstx.com/provider
http://www.tdi.state.tx.us/
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 Filing Claims , continued  
 

Definition of 
a Clean Claim  

A clean claim is defined as a claim that contains the info rmation 
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.  

Changes  
Affecting  

Your 
Provider 

Record ID -    
NPI Number 
Change,  

Name 
Change,  

Change in 
Address, etc  
 

Report changes immediately ï to y our name, telephone 
number, address, NPI number(s), specialty type or group 

practice, etc  -  

1)  To submit changes directly t o BCBSTX by email, go to 

bcbstx.com/provider  and click on the Network Participation 
tab, then scroll down to ï Update Your Information ï and 
complete/submit the Provider Data Update Form , or  

2)  by calling Provider Administration at 972 - 996 - 9610, 
press 3 , or  

3)  by contacting your local Professional Provider Network 
office .  For more detailed information, refer to Section 
B, page 3 7 .  

Keeping BCBSTX informed of any changes you make allows for 
appropriate claims processing, as well as maintaining the HMO 

Blue Texas Provider Directory with current and accurate 
information.  

Coordination 
of Benefits 

and Patientôs 
Share  

Members occasionally have two or more benefit policies. When 
they do, the insurance carriers take this into consideration and 
this is known as Coordinat ion of Benefits.  

This article is meant to assist physicians and other professional 
providers, and facilities in understanding the coordination of 
benefits clause from the contracting perspective.  

The information contained in this article applies to member' s 
health benefit policies issued by Blue Cross and Blue Shield of 

Texas (BCBSTX). Please note, some Administrative Services Only 
(self - funded) groups may elect not to follow the general 
Coordination of Benefit rules of BCBSTX.  

When the member's health bene fit policy is issued by another 
Blues plan, also known as the HOME plan, the Coordination of 

Benefit provision is administered by that HOME plan, not BCBSTX. 
Therefore, the member's HOME plan health benefit policy will 
control how Coordination of Benefits is applied for that member.  

       Continued on next page   
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Filing Claims , continued  

Coordination 
of Benefits 
and Patient 

Share , conôd 

What does this mean for you?  
Once the claim has been processed by BCBSTX as the secondary 
carrier, the only patient shar e amount that may be collected from 

the member is the amount showing on the BCBSTX Provider 
Claim Summary.  

The primary carrier does not take into account the member's 

secondary coverage. This means that once the claim is processed 
as secondary by BCBSTX, a ny patient share amount shown to be 

owed on the primary carrier's explanation of benefits is no longer 
collectible.  

If you have questions regarding a specific claim, please contac t 
Provider Customer Service at 800 - 451 - 0287  to speak with a 
Customer Advocate . 

Coordination  
of Benefits/  

Subrogation  
 

HMO Blue Texas 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 Physician or other Professional Pr ovider. Quite often 

a Physician or other Professional Provider treating a member is 
the first person to learn about the potential for other coverage. 

Information such as motor vehicle acci dents, work - related 
injuries, slips/falls, etc. should be communicated to HMO Blue 
Texas for further investigation. In addition, each Physician  or 

other Professional Provider shall cooperate with HMO Blue Texas 
for the proper coordination of benefits invol ving covered services 

and in the collection of third party payments including workersô 
compensation, third party liens and other third party liability.  
HMO B lue Texas contracted Physicians or other Professional 

Providers agreed to file claims and encounte r information with 
HMO B lue Texas even if the Physician or other Professional 

Provider believes or knows there is a third party liability.  

To contact HMO Blue Texas regarding:  
 Coordination of benefits, call 888 - 588 - 4203  

 Subrogation cases, call 800 - 837 - 9524  

Correct  
Coding  

Use the appropriate CPT and ICD codes on all claims.  

       Continued on next page  
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 Filing Claims , continued  
 

Splitting  

Charges on 
Claims  

When billing for services provided, codes should be selected that 

best represent the services fur nished.  In general, all services 
provided on the same day should be billed under one electronic 

submission or when required to bill on paper, utilize one CMS -
1500 (08/05) claim form when possible.  When more than six 
services are provided, multiple CMS -15 00 (08/05) claim forms 

may be necessary.  

Fraudulent 
Billing  

BCBSTX considers fraudulent billing to include, but not be limited 
to, the following:  

1.  deliberate misrepresentation of the service provided in 

order to receive payment;  

2.  deliberately billing in a m anner which results in 

reimbursement greater than what would have been 
received if the claim were filed in accordance with BCBSTX 
billing policies and guidelines; and/or  

3.  billing for services which were not rendered.  

Services 
Rendered 
Directly  

By Physician  
or other  

Professional  
Provider  
 

If service s are rendered directly by the Physician or other 
Professional P rovider, the  services may be billed by the Physician 
or other Professional P rovider.   However, if the Physician or 

other Professional P rovider does not directly perform the service 
and the service is rendered by another provider, only the 

rendering provider can bill for those services.  
Notes :   

1)  This does not apply to services provided by an employee of 

a BlueChoice/BlueChoice Solutions Physician or ot her 
Professional Provider, e.g. Physician Assistant, Surgical 

Assistant, Advanced Practice Nurse, Clinical Nurse 
Specialist, Certified Nurse Midwife and Registered Nurse 
First Assistant, who is under the direct supervision of the 

billing Physician or other  Professional Provider.  
2)  The following modifiers should be used by the supervising 

physician when he/she is billing for services rendered by a 
Physician Assistant (PA), Advanced Practice Nurse (APN) or 
Certified Registered Nurse First Assistant (CRNFA):  

AS Modifier: A physician should use this modifier when  
billing on behalf of a PA, APN or CRNFA for services  

provided when the aforementioned providers are acting as  
an assistant during surgery. (Modifier AS to be used ONLY  
if they assist at surgery)  

SA Modifi er: A supervising physician should use this  
modifier when billing on behalf of a PA, APN, of CRNFA for  

  non -surgical services. (Modifier SA is used when the PA,  
       APN, or CRNFA is assisting with any other procedure the  
       DOES NOT  include surgery .)  

       Continued on next page  
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Billing for 

Non -Covered 
Services  

In the event that HMO Blue Texas determines in advance that a 

proposed service is not a covered service, a Physician or other 
Professional Provider m ust  inform the Member in writing in 

advance of the service rendered.  The Member must acknowledge 
this disclosure in writing and agree to accept the stated service 

as a non -covered service billable directly to the Member . 

To clarify what the above means -  if you contact HMO Blue Texas 

and find  out that a proposed service is not a covered service -  
you have the responsibility to pass this along to your patient (our 

Member).  This disclosure protects both you and the Member.  
The Member is responsible for payment to you of the non -
covered service  if the Member elects to receive the service and 

has acknowledged the disclosure in writing.  

Please note that services denied by HMO Blue Texas  due to 
bundling or other claim edits may not be billed to Member even if 
the Member has agreed in writing to be responsible for such 

services.  Such services are Covered Services but are not 
payable services  according to HMO Blue Texas  claim edits.  

Surgical 

Procedures 
Performed in 

the 
Physicanôs 

and other 
Professional 
Providerôs 

office  

When performing surgical proc edures in a non - facility setting, the 

physicianôs and other professional providerôs reimbursement is 
all - inclusive.  Our payment covers all of the services, supplies, 

and equipment needed to perform the surgical procedure when a 
subscriber receives these s ervices in the physician's and other 

professional providerôs office. Please note the physician and other 
professional provider reimbursement includes surgical equipment 
which may be owned or supplied by an outside surgical 

equipment or Durable Medical Equi pment (DME) vendor. Claims 
from the surgical equipment or Durable Medical Equipment (DME) 

vendor will be denied based on the fact that the global physician 
and other professional provider reimbursement includes staff, 
supplies and equipment.  

Contracted 
Ph ysicians 

and other 
Professional 

Providers 
Must File 
Claims  

As a reminder, physicians and other professional providers must file 
claims for any covered services rendered to a patient enrolled in a 

BCBSTX health plan. You may collect the full amounts of any 
deductible, coinsurance or copayment due and then file the claim 
with BCBSTX. Arrangements to offer cash discounts to an enrollee in 

lieu of filing claims with BCBSTX violate the requirements of your 
physician and other professional provider contract with BCBSTX.  

Notwithstanding the foregoing, a provision of the American Recovery 

and Reinvestment Act changed HIPAA to add a requirement that if a 
patient self pays for a service in full and directs a physician or other 
professional provider to not file a clai m with the patient's insurer, 

the physician or other professional provider must comply with that 
directive and may not file the claim in question. In such an event, 
you must comply with HIPAA and not file the claim to BCBSTX.  

    Contin ued on next page  
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 Filing Claims , continued  
 

CPT Modifier 
50 Bilateral 

Procedures ï 
Professional 
Claims Only  

Modifier 50 is used to report bilateral procedures that are 
performed during the same operative session by the same 

physician in either separate operative areas (e. g. hands, feet, 
legs, arms, ears), or one (same) operative area (e.g. nose, eyes, 
breasts).  

The current coding manual states that the intent of this modifier 
is to be appended to the appropriate unilateral procedure code as 

a one - line entry on the claim fo rm indicating the procedure was 
performed bilaterally (two times).  

An example of the appropriate use of Modifier 50:  

Procedure Code  
64470 -50  

Billed Amount  
$####.##  

Units/Days  
1 

When using Modifier 50 to indicate a procedure was performed 
bilaterally, the modifiers LT (Left) and RT (Right) should not be 

billed on the same service line.  Modifiers LT or RT should be used 
to identify which one of the paired organs were operated on.  

Billing procedures as two lines of service using the left (LT) and 
right (RT)  modifiers is not the same as identifying the procedure 
with Modifier 50.  Modifier 50 is the coding practice of choice 

when reporting bilateral procedures.  When determining 
reimbursement, the Blue Cross and Blue Shield of Texas/HMO 

Blue Texas Professiona l Multiple Surgery Pricing Guidelines apply.  
These guidelin es are located on our provider w ebsite at 
bcbstx.com/provider/pdf/multiplesurgerylogic.pdf .  

Untimed 
Billing 

Procedure 
CPT Codes  

Only one unit should be reported per date of service for the CPT ®  
codes listed in the link below.  Blue Cross and Blue Shield of 

Texas (BCBSTX) adheres to CPT guidelines for the proper usage 
of these codes.  Unless there are extenuating circumsta nces 

documented in your office notes ï for example, multiple visits on 
the same day ï we will only allow one unit per date of service for 
these codes.  As of February 10, 2010 our claims system was  

enhanced to include logic to adjudicate these CPT codes to  allow 
only one unit per day.  

The list is located on our provider website at 
bcbstx.com/provider/claims/untimed_billing.html .   

Current Procedural Terminology (CPT®), copyright 200 8 by the American Medical Association 
(AMA). CPT is a registered trademark of the AMA.  

                                                                        Continued on next page  

http://www.bcbstx.com/provider/pdf/multiplesurgerylogic.pdf
http://www.bcbstx.com/provider/claims/untimed_billing.html
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Filing Claims , continued  
 

Proper 
Speech 

Therapy 
Billing  

CPT®  codes 9250 6, 92507 and 92508 are defined as ñtreatment 
of speech, language, voice, communication and/or auditory 

processing disorder; individualò in the CPT manual. Codes 92506, 
92507 and 92508 are not considered time -based codes and 
should be reported only one time  per session; in other words, the 

codes are reported without regard to the length of time spent 
with the patient performing the service.  
 

Because the code descriptor does not indicate time as a 
component for determining the use of the codes, you need not 
report increments of time (e.g., each 15 minutes). Only one unit 

should be reported for code 92506, 92507 and 92508 per date of 
service. Blue Cross and Blue Shield of Texas (BCBSTX) adheres to 

CPT guidelines for the proper usage of these CPT codes.  
 

Note:  Unless there are extenuating circumstances documented in 
your office notes ð for example, multiple visits on the same day 

ð we will only allow one unit per date of service for these codes. 
Because of system limitations, our claims system previously could 

no t identify multiple units on same day for these codes; however, 
these limitations have now been corrected and, as of Oct. 1, 

2009, the claims system is able to adjudicate these codes to allow 
for only one unit per day.  

Current Procedural Terminology (CPT
®
), copyright 2008 by the American Medical Association (AMA). 

CPT is a registered trademark of the AMA. 

Submission 
of CPT 99000 

with Modifier 
59  

Blue Cross and Blue Shield of Texas (BCBSTX) regularly evaluates 
the coding practices of physicians and other p roviders who submit 

claims for services. This includes issues such as bundling and use 
of CPT ®  modifiers.   

BCBSTX recently studied use of Modifier 59 (Distinct procedural 
service) with submission of CPT 99000 (Handling and/or 
conveyance of specimen for tra nsfer from the physicianôs office to 

a laboratory).   Because CPT 99000 is purely an administrative 
service and not a procedure, BCBSTX considers use of Modifier 59 

for this code to be inappropriate.   This inappropriate use of 
Modifier 59 results in overrid e of a claim system edit that 
considers CPT 99000 incidental to any other service performed on 

that date of service, including CPT 36415 for routine collection of 
venous blood, and results in an overpayment.   Please do not 

submit claims for CPT 99000 with Modifier 59.  

Current Procedural Terminology (CPT
®
), copyright 2008 by the American Medical Association (AMA). 

CPT is a registered trademark of the AMA. 

       Continued on next page  
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Filing Claims , continued  
 

Are You a 
Provider 
Billing for 

Compound 
Dru gs?  

Drug compounding is the process of mixing, combining, or 
alternating ingredients to create a customized medication. This is 
considered experimental, investigational and unproven in most 

cases according to the Blue Cross and Blue Shield of Texas 
(BCBSTX ) Medical Policy on Compounded Drugs.  
 

The properties of certain drugs may be altered and combined by a 

compounding pharmacy to create a customized medication for the 
use in a pain pump or for progesterone therapy as a technique to 

reduce preterm delivery  in high - risk pregnancies. Please review 
the following Blue Cross and Blue Shield of Texas Medical Policies 
related to Progesterone Therapy (RX501.062) and Implantable 

Infusion Pumps (SUR707.008) by going to bcbstx.com/provider 
and clicking on the Standard s & Requirements tab .  
 

Compound drugs should be filed under the appropriate ñNot 

Otherwise Classifiedò procedure code with the Modifier KD.  
 

Effective August 15, 2009, in an effort to more effectively and 
consistently price those drugs approved under the se medical 

policies for Progesterone Therapy and Implantable Infusion 
Pumps, BCBSTX has adopted  the same methodology as the 

Centers for Medicare and Medicaid Services (CMS).  
  

Under the Standards & Requirements tab, please visit our General 
Reimbursement I nformation area on our provider website at 

bcbstx.com/provider .  You will be directed to enter the password 
and agree to our Policies Disclaimer notice. Click on Compound 
Drug Schedules located under Reimbursement Schedules & 

Related Information section.  

If you have any questions, please contact Provider Customer 

Service at 800 -  451 - 0287  to speak with a Customer Advocate.  

Urgent Care 

Center 
Services 

Billed Using 
CPT Code 
S9088  

Effective March 1, 2009 , BCBSTX consider s CPT®  Code S9088 

as a non -covered proc edure; therefore no reimbursement will be 
allowed.  

Current Procedural Terminology (CPT
®
), copyright 2008 by the American Medical Association (AMA). 

CPT is a registered trademark of the AMA. 

                Continued on next page  
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Are You a 
Provider 
Billing 

Unlisted J -
Codes?  

Did you know more than 50% of National Drug Code (NDC) numbers 

have either an assigned Current Procedural Terminology (CPT) code or 

an assigned Healthcare Common Procedure Coding System (HCPCS) 

code?  

CPT codes are referred to as Level I codes and are maintained by the 

American Medical Association (AMA). Level I codes are comprised of five 

(5) characters in length and are numerical (e.g. 99211, 30520, etc.).  

HCPCS codes are referred to as Level II codes and are g overned by the 

American Hospital Association (AHA) and the Center for Medicare and 

Medicaid Services (CMS). Level II codes are five (5) characters in length 

and are comprised of one (1) letter and four (4) numbers (e.g. J1950, 

J9217, etc.).  

In most instanc es, NDC numbers are assigned a CPT or HCPCS code. 

Most injectable medications begin with a ñJò, but this is not always the 

case. It is important that claims be submitted with the most accurate 

information when billing for injectable medications that are ad ministered 

in the office during a patientôs visit. 

In an effort to ensure providers are billing appropriately and are being 

reimbursed properly, beginning February 1, 2009, Blue Cross and Blue 

Shield of Texas (BCBSTX) will begin checking the NDC numbers bi lled 

with an unlisted J -Code to ensure these codes are being billed correctly.  

What does this mean for our providers?  

 If a claim is submitted using an unlisted J -Code (e.g. J3490) and 

a valid CPT/HCPCS code exists for the drug being administered, 

BCBSTX wi ll deny the service line and request the provider to 

resubmit using the correct CPT/HCPCS code.  

 If a claim is submitted with an unlisted J -Code (e.g. J3490) and 

there is no other CPT/HCPCS code for the drug being 

administered, the provider will need to pr ovide the necessary 

information on the claim for BCBSTX to properly adjudicate the 

service line. If the claim is received without the necessary 

information, the service line may be denied and sent back to the 

provider with a request to resubmit the service  along with the 

necessary information.  

o Necessary information needed to process valid unlisted J -

Codes:  

Á NDC Number  

Á Drug Name  

Á Dosage administered (e.g. 5 mg, 10 mg, etc.)  

Á Include how the number of units being billed on 

the claim is being administered (e .g. 5 mg = 1 

unit, 10 mg = 5 units, etc.)  

Á Strength of drug administered (e.g. 25 mg/ml, 10 

mg/10 ml, etc.)  

Á Single dose vial or Multi -dose vial  

Please Note : An NDC number will be reimbursed for a maximum of two 

(2) years after it becomes obsolete.  

If you  have any questions, you may contact our Provider Customer 

Service Department at 800 - 451 - 0287  to speak with a Customer 

Advocate for assistance.  

                                                                                                                  Continued on next page  
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Filing Claims , continued  
 

Pass -
Through 

Billing  

Pass- through billing is not permitted by BCBSTX.  Pass - through 
billing occurs when the ordering provider requests and bills for a 

service, but the service is not performed by the or dering provider.  
The performing provider should bill for these services unless 

otherwise approved by BCBSTX.  
 
BCBSTX does not consider the following scenarios to be pass -  

through billing:  

1)  The service of the performing provider is performed at the 

plac e of service of the ordering provider and is billed by the 
ordering provider, or  
2)  The service is provided by an employee of a Physician or other 

Professional Provider. e.g. Physician Assistant, Surgical Assistant, 
Advanced Practice Nurse, Clinical Nurse  Specialist, Certified Nurse 

Midwife and Registered First Assistant, who is under the direct 
supervision of the ordering provider and the service is billed by 
the ordering provider.  

Filing Claims 

Reminders  

 BCBSTX will not accept any screen prints sent by Physicians or 

other Professional Providers that have been generated on the 
Physicianôs or other Professional Providerôs system. 

 All HMO Blue Texas Solutions Physicians or other Professional 

Provider are required to use their applicable NPI number when 
fili ng HMO Blue Texas  claims.  

 If the HMO Blue Texas  subscriber gives a HMO Blue Texas  
Physician or other Professional Provider the wrong insurance 
information, the HMO Blue Texas  Physician or other Professional 

Provider must submit the EOB (Explanation of Bene fits) from 
the other insurance carrier.  This information must reflect timely 

filing and the HMO Blue Texas  Physician or other Professional 
Provider must submit the claim to BCBSTX within 365  days 
from the date a response is received from the other insuran ce 

carrier.  

                                                                                                                        Continued on next page
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Filing Claims , continued  

 

Availity, 
L.L.C.  -  

Patients.  
Not 

Paperwork ®  
Overview   

Availity optimi zes 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 b oth 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 C are 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 
availity.com  or cal l 800 - AVAILITY (282 - 4548) .  

Electronic  
Remittance 
Advice  

(ERA )  
 

BCBSTX can provide you with an Electronic  Remittance Advice 
(ERA).  ERA s 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 ha ve the capability to process ERA s 
and if so, what for mat and version they support.  

BCBSTX offers the electronic remittance advice  in the following 
formats and versions:  
 

Å  ANSI 835 version 4010A1 
 

To obtain the specifications for  receiving ERA s, please contact 

Availity Client Services at 800 - AVAILITY (282 - 4 548) .  

               Continued on next page  

http://www.availity.com/
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 Filing Claims , continued  
 

Electronic Funds 
Transfer (EFT)  

Faster reimbursements are being offered to Physicians or 
other Professional Providers who submit claims electronically 
to Blue Cross and Blue Shield of Texas.  There are no 

restrictions or requirements for Physicians or other 
Professional Providers wanting to enroll with EFT.  Any 

provider that is on the provider file can sign -up for EFT.  The 
benefits realized by submitting claims and receiving 
paymen ts electronically are terrific.  Electronic claims 

submission speeds the claims process and EFT will further 
expedite payment.  

Reimbursement by EFT will be made weekly, just as they are 
now with paper checks sent through the mail.  However, 
once payments a re made using EFT, delivery of payment into 

an account takes seconds instead of days.   

If you need further information or have additional questions 
regarding EFT, contact Availity Client Services at 800 -
AVAILITY (282 - 4548) .  

What is EFT?  EFT is a form of direct deposit that allows the transfer of Blue 

Cross and Blue Shield of Texas pay ments directly to a 
Physicianôs or other Professional Providerôs designated bank 
account.  EFT is identical to other direct deposit operations 

such as paycheck deposits and c an 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 che ck 
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 proc esses.  Electronic Funds Transfer is 

the fastest way an insurance company can pay a claim.  

       Continued on next page  
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 Filing Claims , continued  
 

Electronic Claim 

Submission & 
Response Reports  

To ensure that electronic claims are receiv ed for processi ng, 

Physicians and other Professional Provider s should review 
their Availity R esponse R eports after each transmission.  
Response Reports are usually available for review at Availity 

within 72 hours after transmission.  

To obtain the specifications on the Av aility R esponse Reports 

options available to you, please contact Availity Client 
Services at 800 - AVAILITY (282 - 4548)  or review their EDI 
Guide  by clicking on the below link:   

availity.com/documents/edi%20guide/edi_guide_toc.pdf  

System  

Implications  
 

We exp ect that, initially, additional editing will result in larger 

Response Reports.  If your system sends the Response Report 
to a file, you will need to allocate sufficient space to ensure 

you receive the entire report. To assist you in a smooth 
implementatio n, we encourage you to add corresponding edits 
to those shown in the attachment to your software. This will 

reduce the claim rejection rate that you experience.  
 

If a claim should be rejected, you will need to correct the 

error(s) and resubmit the claim el ectronically for processing. 
To ensure faster turnaround time and efficiency, we 
recommend that your software have the capability to 

electronically retransmit individually rejected claims.  

       Continued on next page  
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Filing Claims , continued  
 

Payer R esponse 

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 

Docu ment 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 i ndicate 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 ar e 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  
800 - AVAILITY (282 - 4548)  or review their EDI Guide by 

clicking on the below link:  

availity.com/documents/edi%20guide/edi_guide_toc.pdf   

The Document Control Number information and the detailed 
Response Reports that now provide accepted and rejected 

claims give Physicia ns and other Professional Providers the 
tools they need to track their  Blue Cross and Blue Shield of 
Texas electronic claims.  

        Continued on next page  
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 Filing Claims , continued  
 

Paperless  
Claims  

Processing:  
An Overview  
 

Electronic Data Interchange (EDI) refers to the process of 
submitting claims data electronicall y. 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 HMO Blue Texas 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.  

 

 Up- front claims editing eliminates returned claims.  
 

 You have more control of claims filed electronically. The data 

you sub mit electronically is imported into our claims processing 
system ð 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.  
 

 Make sure al l corrected claims are refiled electronically  with 
BCBSTX.  

 

 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 conta ct Availity 

Client Services at 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  

HMO Blue Texas  Physicians  and other Profe ssional  Providers 

submitting claims via the Availity Health Information 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 BCBSTX 
Claims  
Can be Filed  

Electronically?  
 

All Blue Cross and Blue Shield of Texas claims including:  

 Out -of -state  

 Federal Employee Progr am (FEP)  

 Employees of the State of Texas/HealthSelect  

 BlueChoice, BlueChoice Solutions, HMO Blue Texas (including 

Encounters)  

 Blue Cross and Blue Shield secondary claims  

 All claim types may be filed electronically  

iEXCHANGE  

Confirmation  
Number  
 

If the H MO Blue Texas member is referred to a  Specialty Care 

Physician or other Professional Provider via the iEXCHANGE 
system or by the Utilization Management Department, the 
iEXCHANGE confirmation number or the Utilization 

Management Departmentôs authorization number must be 
entered on an electronic or paper claim.   

Electronic submission ð To obtain the specifications from Availity, 
please contact Availity Client Services at 800 - AVAILITY  
(282 - 4548)  or review their EDI Guide by clicking on the below  

link:  availity.com/documents/edi%20guide/edi_guide_toc.pdf   

Paper submission  ï enter the authorization number in  

     Block 23 on the CMS -1500 (08/05) claim form.  

How Does  

Electronic  
Cla im 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 syst em 
typically used in Physicians or other Professional Providers 
offices. A list of approved software vendors can be obtained 

by contacting the Availity Client Services 800 - AVAILITY 
(282 - 4548)  or by visit ing the Availty web site at 

availity.com . 

 You can submit BCBSTX cla ims 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 

practice, or you may choose to submit claims through a 
clearinghouse.  

 You may choose to have a  billing agent or service submit 
claims on your behalf.  

       Continued on next page  

http://www.availity.com/documents/edi%20guide/edi_guide_toc.pdf
http://www.availity.com/
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 Filing Claims , continued  
 

Submit  

Secondary  
Claims  
Electronically  

HMO Blue Texas secondary claims can be submitted 

electronically. To do so requires NO explanation of benefits;  
however, all HMO Blue Texas rules for referral notification and 
prec ertification requirements must be followed .  

Duplicate  
Claims Filing  

is Costly  
 

In many instances we find that the original claim was submitted 
electronically and receipt was co nfirmed as accepted. Physicians 

or other  Professional 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 d uplicate 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 processò. 

 Continued on next page
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 Filing Claims , con tinued  
 

Addresses  

for Claims 
Filing & 
Customer 

Service  
Phone 

Numbers  
 

The member ôs ID card provides claims filing and customer service 

information.   If in doubt, please call HMO Blue Texas Customer 
Service at the numbers listed  below. Although the submissi on of 
claims electronically is the preferred method,  when a paper claim 

is submitted, use the appropriate address indicated below.  

  
Plan/Group  

 

 
Claims Filing Address  

 

  

HMO Blue Texas  
877 - 299 - 2377  
 

 

P.O. Box 660044  
Dallas, TX 75266 -0044  
 

  

BCBSTX Empl oyees and 
Dependents  

888 - 662 - 2395  
 

 

P.O. Box 660044  
Dallas, TX 75266 -0044  

 
 Note : If a member ôs Primary Care Physician is affiliated with a 

capitated  Independent Practice Association (IPA) or Medical Group, 

claims for certain  types of services must be sub mitted to the IPA 
or Medical Group, rather than  to the normal address used for HMO 
Blue Texas claims. If a claim should  have been sent to an IPA or 

Medical Group, but was submitted  to HMO Blue Texas, the claim 
will be rejected and you will receive notice t o re - file it with the 

appropriate IPA or Medical Group.  
 

Types of services that should be submitted to the IPA or Medical 
Group include  the following:  
 

 Physician Services  
 

 Outpatient diagnostic testing services  
 

To determine the appropriate IPA or Medical Group for claims 
submission,  refer to the member ôs HMO Blue Texas ID card to 

obtain the Physician  Organization (POrg) code and th en refer to 
the table on page F -22 for the  claims filing  address. This table 
provides claims filing information for the capitat ed IPAs and 

Medical Groups in the Greater Houston area.  

                                                                                                                               Continued on next page  
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 Filing Claims , continued  
 

IPA / Medical Group  Listing  

Phone Numbers & Claims Addresses  

Physician 
Organization  

Code   (POrg)  
 

Capitated 
IPA/  

Medical 
Group Name  

IPA/Medical Group  
Claims Filing 

Address  

I PA/Medical Group 
Claims Inquiry and UM 

Phone Number s 

 
KELS  

 

 
Kelsey -

Seybold Clinic  
 

 
Kelsey -Seybold Clinic  

Claims 
Administration  
P.O. Box 300368  

Houston, TX 77230  
 

 
713 -442 -5440     Claims  

 
713 -442 -53 39    UM 

 
RNPO  

 

 
Renaissance 

Physician 
Organization  

 

 
Renaissance 

Physician  
Organization  

P. O. Box 922001  
Houston, TX 7729 2-
2001  

 

 
832 -553 -3333    Claims  

 
832 -553 -3300   UM 

 

             Continued on next page  
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 Filing Claims , continued  
 

CMS - 1500  
(08/05)  

Claim Form  
Introduction  
 

HMO Blue Texas requires a CMS-1500  (08/05) Claim form as the 
only acceptable  document for participating Physicians  and ot her 

Professional P roviders (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 
numb ers in the instructions  correspond to the numbers on the 

form and represent the National Standard  Specifications for 
electronic processing.  

Ordering 
Paper 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:  
                             800 - 621 - 8335  

Required  

Elements for  
Clean Claims  
 

HMO Blue Texas has historically required all Physici ans or o ther  

Professional Providers of health care services to file paper claims 
utilizing CMS-1500  (08/05 ) or UB -04  forms, and electronic claims 
using National Standard Format (NSF), American National 

Standards Institute (ANSI 837) or UB -04  format.  ALL paper 
cla ims for health care services MUST be submitted on one of 

these forms/formats. All c laims 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 se t forth in 
Texas Department of Insurance Rules for Submission of Clean 

Claims and such other required elements as set forth in this 
Provider Manual and/or HMO Blue Texas provider bulletins or 
newsletters, the claim will be returned to the Physician or othe r 

Professional Provider/submitter with a notice of why the claim 
could not be processed for re imbursement. Please contact HMO 

Blue Texas Provider Customer Service at 877 - 299 - 2377  for 
que stions regarding paper or electronically  submitted claims.  

Return of 
Paper Claims 

with Missing 
Billing 
Provider 

Identifier  
(Texas only)  

Paper claims that do not have the billing provider identifier  listed 
correctly in the appropriate block on the claim form will be 

returned to the provider.  To avoid delays, please list you r billing 
provider identifier in block 33 on the standard CMS-1500 (08/05) 
claim form.  

 

                                                                                                   Continued on next page  
 

 

 



 

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association 

Rev 11-14-2011                                                                                         Page F ð 24                                                                                    

 

 

 
Sample CMS - 1500 (08/05) Form  



 

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association 

                                                                                                      Page F ð 25                                                                 Rev 11-14-2011 

 
 

  



 

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association 

Rev 11-14-2011                                                                                         Page F ð 26                                                                                    

 Filing Claims , continued  
 

Pro cedure 
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 fo r 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 Indicator ðFor services being 

billed t o 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 p atientôs 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  Othe r 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 

                              Continued on next page  
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Proc edure 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 Patien tôs 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 Rel ated 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 cl aim, 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 Physic ian 

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 

              Continued on next page  
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 Filing Claims , continued  
 

Procedure for Comple ting 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 provi der  

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 don e 

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 

Nationa l Uniform Claim Committeeôs website at 

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 applicable ICD -9-CM diagnosis code (s)  for 

each procedure performed.  

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 Screen ing, Diagnosis and 

Treatment. Shaded area qualifiers: S2 ï Under 

Treatment,  ST ïNew 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, res erved for taxonomy code.  NR 

 Rendering Provider ID# -  

Non -Shaded Field  

Enter performing provider 10 -digit NPI n umber.  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 n ame  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 di fference, 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/CCY Y).  

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 n umber 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 n umber 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 Claims , continued  
 

How to  
Complete  

the UB - 04  
Claim  Form  
 

The Uniform Bill (UB -04) is the standardized billing form for 
institutional services. HMO Blue Texas offers this guide to help you 

complete the UB -04 form for your patients with HMO Blue Texas 
(facility) coverage.  See sample form and instructions o n the 

following pages . 
 
For information on the UB -04 billing form, or to obtain an Official 

UB-04 Data Specifications Manual, visit the National Unifo rm Billing 
Committee (NUBC) web site at nubc.org . 

 
All claims must inc lude all information necessary for adjudication 
of  claims according to contract benefits.  For submission of pa per 

claims , mail to the following address:  
 

HMO Blue Texas  
P.O. Box 660044  

Dallas, Texas 75266 - 0044  

 Continued on next page  

http://www.nubc.org/
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Sample UB - 04  Form  
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Procedur e for Completing UB - 04  Form  

 
KEY 

  R = TDI REQUIREMENT 
  C = TDI CONDITIONAL ELEMENT 
  B = BCBSTX (HMO BLUE

®
 TEXAS) REQUESTED ELEMENT 

NR = NOT REQUIRED/NOT USED 
 

 

1. BILLING PROVIDER NAME, ADDRESS & TELEPHONE NUMBER - R 
Enter the billing name, street address, city, state, zip code and telephone number of the billing provider 
submitting the claim. Note: this should be the facility address.  
 
2. PAY TO NAME AND ADDRESS - B 
Enter the name, street address, city, state, and zip code where the provider submitting the claims intends 
payment to be sent. Note: This is required when information is different from the billing providerôs information in 
form locator 1.  
 
3a. PATIENT CONTROL NUMBER - R 
Enter the patientôs unique alphanumeric control number assigned to the patient by the provider.  
 
3b. MEDICAL RECORD NUMBER - C 
Enter the number assigned to the patientôs medical health record by the provider.  
 
4. TYPE OF BILL - R 
Enter the appropriate code that indicates the specific type of bill such as inpatient, outpatient, late charges, etc. 
For more information on Type of Bill, refer to the National Uniform Billing Committeeôs Official UB-04 Data 
Specifications Manual.  
 
5. FEDERAL TAX NUMBER - R 
Enter the providerôs Federal Tax Identification number.  
 
6. STATEMENT COVERS PERIOD (From/Through) - R 
Enter the beginning and ending service dates of the period included on the bill using a six-digit date format 
(MMDDYY). For example: 010107. 
 
7. Reserved for assignment by the NUBC. Providers do not use this field. NR 
 
8a. PATIENT NAME/IDENTIFIER - R 
Enter the patientôs identifier. Note: The patient identifier is situational/conditional, if different than what is in field 
locator 60 (Insuredôs Subscriber/Insuredôs Identifier). 
 
8b. PATIENT NAME - B 
Enter the patientôs last name, first name and middle initial. 
 
9. PATIENT ADDRESS - R 
Enter the patientôs complete mailing address (fields 9a ï 9e), including street address (9a), city (9b), state (9c), 
zip code (9d) and country code (9e), if applicable to the claim. 
 
10. PATIENT BIRTH DATE - R 
Enter the patientôs date of birth using an eight-digit date format (MMDDYYYY). For example: 01281970. 
 
11. PATIENT SEX - R 
Enter the patientôs gender using an ñFò for female, ñMò for male or ñUò for unknown. 

 
 

Continued on next page  
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Procedure for Completing UB - 04  Form , continued  
 
12. ADMISSION/START OF CARE DATE (MMDDYY) - C 
Enter the start date for this episode of care using a six-digit format (MMDDYY). For inpatient services, this is 
the date of admission. For other (Home Health) services, it is the date the episode of care began. 
Note: This is required on all inpatient claims. 
 
13. ADMISSION HOUR - C 
Enter the appropriate two-digit admission code referring to the hour during which the patient was admitted. 
Required for all inpatient claims, observations and emergency room care. For more information on 
Admission Hour, refer to the National Uniform Billing Committeeôs Official UB-04 Data Specifications Manual. 
 
14. PRIORITY (TYPE) OF VISIT - C 
Enter the appropriate code indicating the priority of this admission/visit. For more information on Priority 
(TYPE) of Visit, refer to the National Uniform Billing Committee's Official UB-04 Data Specifications Manual. 
 
15. POINT OF ORIGIN FOR ADMISSION OR VISIT - R 
Enter the appropriate code indicating the point of patient origin for this admission or visit. For more information 
on Point of Origin for Admission or Visit, refer to the National Uniform Billing Committee's Official UB-04 Data 
Specifications Manual. 
 
16. DISCHARGE HOUR - C 
Enter the appropriate two-digit discharge code referring to the hour during which the patient was discharged. 
Note: Required on all final inpatient claims. 
 
17. PATIENT DISCHARGE STATUS - C 
Enter the appropriate two-digit code indicating the patientôs discharge status. 
Note: Required on all inpatient, observation, or emergency room care claims. 
 
18-28. CONDITION CODES - C 
Enter the appropriate two-digit condition code or codes if applicable to the patient's condition. 
 
29. ACCIDENT STATE - B 
Enter the appropriate two-digit state abbreviation where the auto accident occurred, if applicable to the claim. 
 
30. Reserved for assignment by the NUBC. Providers do not use this field. NR 
 
31-34. OCCURRENCE CODES/DATES (MMDDYY) - C 
Enter the appropriate two-digit occurrence codes and associated dates using a six-digit format (MMDDYY), if 
there is an occurrence code appropriate to the patient's condition. 
 
35-36. OCCURRENCE SPAN CODES/DATES (From/Through) (MMDDYY) - C 
Enter the appropriate two-digit occurrence span codes and related from/through dates using a six-digit format 
(MMDDYY) that identifies an event that relates to the payment of the claim. These codes identify occurrences 
that happened over a span of time. 
 
37. Reserved for assignment by the NUBC. Providers do not use this field. NR 
 
38. Enter the name, address, city, state and zip code of the party responsible for the bill. B 
 
39-41. VALUE CODES AND AMOUNT - C 
Enter the appropriate two-digit value code and value if there is a value code and value appropriate for this 
claim. 
 
42. REVENUE CODE - R 
Enter the applicable Revenue Code for the services rendered. For more information on Revenue Codes, refer 
to the National Uniform Billing Committeeôs Official UB-04 Data Specifications Manual. 

           Continued on next page  
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Procedure f or Completing UB - 04  Form , continued  
 
43. REVENUE DESCRIPTION - R 
Enter the standard abbreviated description of the related revenue code categories included on this bill. (See 
Form Locator 42 for description of each revenue code category.) Note: The standard abbreviated 
description should correspond with the Revenue Codes as defined by the NUBC.  For more information 
on Revenue Description, refer to the National Uniform Billing Committee's Official UB-04 Data Specifications 
Manual. 
 
44. HCPCS/RATES/HIPPS CODE - C 
Enter the applicable HCPCS (CPT)/HIPPS rate code for the service line item if the claim was for ancillary 
outpatient services and accommodation rates.  Also report HCPCS modifiers when a modifier clarifies or 
improves the reporting accuracy. 
 
45. SERVICE DATE (MMDDYY) - C 
Enter the applicable six-digit format (MMDDYY) for the service line item if the claim was for outpatient services, 
SNF\PPS assessment date, or needed to report the creation date for line 23. Note: Line 23 - Creation Date is 
Required.  For more information on Service Dates, refer to the National Uniform Billing Committeeôs Official 
UB-04 Data Specifications Manual. 
 
46. SERVICE UNITS - R 
Enter the number of units provided for the service line item. 
 
47. TOTAL CHARGES - R 
Enter the total charges using Revenue Code 0001. Total charges include both covered and non-covered 
services.  For more information on Total Charges, refer to the National Uniform Billing Committeeôs Official UB-
04 Data Specifications Manual.  
 
48. NON-COVERED CHARGES - B 
Enter any non-covered charges as it pertains to related Revenue Code. For more information on Non-Covered 
Charges, refer to the National Uniform Billing Committeeôs Official UB-04 Data Specifications Manual. 
 
49. Reserved for assignment by the NUBC. Providers do not use this field. NR 
 
50. PAYER NAME - R 
Enter the health plan that the provider might expect some payment from for the claim. 
 
51. HEALTH PLAN IDENTIFICATION NUMBER - B 
Enter the number used by the primary (51a) health plan to identify itself. Enter a secondary (51b) or tertiary 
(51c) health plan, if applicable. 
 
52. RELEASE OF INFORMATION - B 
Enter a "Y" or "I" to indicate if the provider has a signed statement on file from the patient or patient's legal 
representative allowing the provider to release information to the carrier. 
 
53. ASSIGNMENT OF BENEFITS - B 
Enter a "Y", "N" or ñWò to indicate if the provider has a signed statement on file from the patient or patient's 
legal representative assigning payment to the provider for the primary payer (53a). Enter a secondary (53b) or 
tertiary (53c) payer, if applicable. 
 
54. PRIOR PAYMENTS - C 
Enter the amount of payment the provider has received (to date) from the payer toward payment of the claim. 
 
55. ESTIMATED AMOUNT DUE - B 
Enter the amount estimated by the provider to be due from the payer. 

 

Continued on next page  
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Procedure for Completing UB - 04  Form , continued  
 
56. NATIONAL PROVIDER IDENTIFIER (NPI) - R 
Enter the billing provider's 10-digit NPI number. 
 
57. OTHER PROVIDER IDENTIFIER - R 
Required on or after the mandatory NPI implementation date when the 10-digit NPI number is not used FL 56. 
 
58. INSUREDôS NAME - C 
Enter the name of the individual (primary ï 58a) under whose name the insurance is carried. Enter the other 
insured's name when other payers are known to be involved (58b and 58c). 
 
59. PATIENTôS RELATIONSHIP TO INSURED - R 
Enter the appropriate two-digit code (59a) to describe the patient's relationship to the insured. If applicable, 
enter the appropriate two-digit code to describe the patient's relationship to the insured when other payers are 
involved (59b and 59c). 
 
60. INSUREDôS UNIQUE IDENTIFIER - C 
Enter the insured's identification number (60a). If applicable, enter the other insured's identification number 
when other payers are known to be involved (60b and 60c). 
  
61. INSUREDôS GROUP NAME - B 
Enter insured's employer group name (61a). If applicable, enter other insured's employer group names when 
other payers are known to be involved (61b and 61c). 
 
62. INSUREDôS GROUP NUMBER - C 
Enter insured's employer group number (62a). If applicable, enter other insured's employer group numbers 
when other payers are known to be involved (62b and 62c). Note: BCBSTX requires the group number on 
local claims. 
 
63. TREATMENT AUTHORIZATION CODES - C 
Enter the pre-authorization for treatment code assigned by the primary payer (63a). If applicable, enter the pre-
authorization for treatment code assigned by the secondary and tertiary payer (63b and 63c). 
 
64. DOCUMENT CONTROL NUMBER (DCN) - B 
Enter if this is a void or replacement bill to a previously adjudicated claim (64a ï 64c). 
 
65. EMPLOYER NAME - B 
Enter when the employer of the insured is known to potentially be involved in paying claims.  For more 
information on Employer Name, refer to the National Uniform Billing Committeeôs Official UB-04 Data 
Specifications Manual. 
 
66. DIAGNOSIS AND PROCEDURE CODE QUALIFIER - C 
Enter the required value of ñ9ò. Note: ñ0ò is allowed if ICD-10 is named as an allowable code set under HIPAA. 
For more information, refer to the National Uniform Billing Committeeôs Official UB-04 Data Specifications 
Manual. 
 
67. PRINCIPAL DIAGNOSIS CODE AND PRESENT ON ADMISSION (POA) INDICATOR - R 
Enter the principal diagnosis code for the patientôs condition. For more information on POAs, refer to the 
National Uniform Billing Committeeôs Official UB-04 Data Specifications Manual. 
 
67a-67q. OTHER DIAGNOSIS CODES - C 
Enter additional diagnosis codes if more than one diagnosis code applies to claim.  
 
68. Reserved for assignment by the NUBC. Providers do not use this field. NR 
 

Continued on next page  




