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# FIELD NAME FIELD INSTRUCTIONS 

1 Health Insurance 
Coverage Check the type coverage applicable to this claim.  

1a Insured’s ID Number Print insured’s Medicaid ID number. 

2 Patient’s Name, 
Address, City, State, Zip Print insured’s name and address. 

3 Patient’s Date of Birth  Print insured’s date of birth. 

6 Patient’s Status Check the appropriate box for patient’s marital status. 

9 Other Insured’s Name Enter the name of the insured. 
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# FIELD NAME FIELD INSTRUCTIONS 

9a Other Insured’s Policy  
or Group Number Enter the policy number.  

9c Employer’s Name or 
School Name 

Enter the amount paid by other insurance. If the insurance has denied, enter 
“0.00”.  

9d Insurance Plan Name or 
Program Name Enter the three-digit carrier code of the other insurance. 

Check “Yes” or “No”.  

10a Employment? 

10b Auto Accident? 
10 Is Patient’s Condition 

Related to: 

10c Other Accident? 
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# FIELD NAME FIELD INSTRUCTIONS 

10d Reserved for Local Use Enter the appropriate TPL indicator. 

11 Insured’s Policy Group or 
FECA Number Enter the policy number. 

11b Employer’s Name or 
School Name 

Enter the amount paid by other insurance. If the insurance has denied, enter 
“0.00”. 

11c Insurance Plan Name or 
Program Name Enter the three-digit carrier code of the other insurance. 

11d Is There Another Health 
Insurance? Check “Yes” or “No”. 

12 Patient’s or Authorized 
Person’s Signature Enter “Signature on File” or patient’s signature. 

11b 

11c 

12 

11 
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# FIELD NAME FIELD INSTRUCTIONS 

Enter the name of the referring physician. 

17a Not applicable. 17 
Name of Referring 
Provider or Other 
Source 

17b Not applicable. 

19 Reserved for Local Use Enter the referral number for beneficiaries in special programs, if applicable. 

21 Diagnosis or Nature of 
Illness or Injury Enter the diagnosis code. 

23 Prior Authorization Enter the prior authorization number for this claim, if applicable. 

17 17b
17a

21 23 

19 



CMS-1500 Completion Guide 

Last updated May 24, 2008 5  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

# FIELD NAME FIELD INSTRUCTIONS 

Shaded Enter the 11-digit NDC with no hyphens. 
24a Date(s) of Service 

Unshaded Enter the date of service for each procedure, service, or supply. 

24b Place of Service Unshaded Enter the two-character place of service code. 

24c EMG Unshaded Enter “Y”, if services were rendered on an emergency basis. 

24d Procedures, Services, 
or Supplies Unshaded Enter procedure code and, if applicable, two-digit modifier.              

24e  Diagnosis Pointer Unshaded Not applicable. 

24f Charges Unshaded Enter the charge amount for the service. 

24c 

24d 
24f

24a 24b 
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# FIELD NAME FIELD INSTRUCTIONS 

24g  Days or Units  Unshaded Enter the days or units provided for the procedure. 

24h EPSDT Family Plan Unshaded Enter “Y”, if claim is for ESPDT services or a referral from an 
ESPDT Screening. 

24i ID Qualifier Shaded Enter the ID Qualifier.                                                                    
*ID Qualifiers: Use 1D with Medicaid Provider ID or ZZ with taxonomy code.  

Shaded Enter the Medicaid Provider ID or the taxonomy code.  
24j Rendering ID #  

Unshaded Typical Providers, enter the NPI. 

25 Federal Tax ID Number Enter the provider’s federal tax ID number. 

25 

24h 24i 

24j

24g 

*Typical Providers: Enter ID Qualifier ZZ with taxonomy code.  
*Atypical Providers:  Enter ID Qualifier 1D with Medicaid Provider ID.  
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# FIELD NAME FIELD INSTRUCTIONS 

26 Patient Account No. Enter the patient’s account number. 

27 Accept Assignment Check “Yes” or “No” to accept assignment. 

28 Total Charge Enter the total charge for the services listed. 

29 Amount Paid Enter the total amount paid from all insurance sources. 

30 Balance Due Enter the balance due from Medicaid.  

31 Signature of Physician 
or Supplier Not applicable. 

28 29 30

31 

26 

27
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# FIELD NAME FIELD INSTRUCTIONS 

Enter the address where services were rendered. Include zip code + 4.              
*Use this field if different from the “pay to” address in Field 33.  

  32a Typical Providers, enter the NPI. 32 Service Facility Location 
Information 

  32b Enter the ID Qualifier and the Medicaid Provider ID or taxonomy code. 
 *ID Qualifiers: Use 1D with Medicaid Provider ID or ZZ with taxonomy code (no spaces).

Enter the billing provider’s name, address, and phone number. Include zip 
code + 4.    

33a Typical Providers, enter the NPI. 33 Billing Provider INFO & 
Phone # 

33b Enter the ID Qualifier and the Medicaid ID number or taxonomy code.      
*ID Qualifiers: Use 1D with Medicaid Provider ID or ZZ with taxonomy code (no spaces). 

33 

33a 33b

32

32b32a 

*Typical Providers: Enter ID Qualifier ZZ with taxonomy code.  
*Atypical Providers:  Enter ID Qualifier 1D with Medicaid Provider ID.  


