EXHIBIT G



HCFA 1500 Required Fields
1a
Insured’s I.D. Number – (number can be found on the Authorization Letter)

2 Client’s Name – Client receiving services; last name first

3 Client’s Birth Date and Gender
5 Client’s address. Please provide the correct address, telephone number, and birth date from your records. 
11c
Insurance Plan Name or Program Name: ADAD MSO General Tx, ADI-DOL Right Track, EPC AFS Core, EPC Basic Core, EPC Direct Link SA Core, EPC Evidence Based Program (MST), EPC MH Core, EPC SA Core, PPMHC MCD, Savio SA Core, Teller Co MH Core, Teller Co SA Core, Youth Violence Prevention Grant, etc.
12 Client’s Signature – Can be signed “signature on file”. Provider must maintain original signature on file.

21 Diagnosis requested if available – Required by ADAD for Substance Abuse services.

23 Prior Authorization Number – Authorization number from the authorization letter. The HCFA 1500 form should only include the services that were authorized under this authorization.

24A
Dates of Services – Enter a date for each service. Date spans are allowed for Day Treatment only. For example, one week equals five days of day treatment services, enter a span of five days and enter “5” in the unit/day column.

24B
Place of Service: 11=Office, 12=Home, 18=Community, 55=Residential Substance Abuse Treatment Facility

24D
Procedures, Services, or Supplies – Use CPT code plus modifier; no spaces are necessary. Please use the CPT code(s) indicated on the authorization letter.

24F
Charges – Put the total amount (contract rate x the number of units).

24G
Days or Units – Put the total number of units performed that day. For example: for a CPT using a 30-minute unit and the session was a total of 90 minutes, the units equal 3.

Note: If a session is less than 30 minutes but not longer than 20 minutes, round up and us 1 unit. More than 50 minutes equals 2 units.

25 Federal Tax I.D. Number 

28 Total Charges – Total amount for that claim.

31 Signature of Physician – Person who provided the services.

32 Name and Address of Facility

33 Physician’s Supplier Billing – Name and address of agency/individual.

