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Cyan indicates a Required field that must be completed. Otherwise, claim processing may be delayed
or the claim may be returned to the provider.

-indicates a Conditionally Required field that must be completed when a particular condition is
present. Otherwise, claim processing may be delayed or the claim may be returned to the provider.
Yellow indicates an Optional field; information is helpful, but not necessary.

-indicates an N/A field that is Not Applicable to HMSA claims processing.

HEALTH INSURANCE CLAIM FORM
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* Asterisk indicates a field for which input error is relatively frequent. Take extra care when
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1. Health care program 

Required

Click a box to select the appropriate program. Make sure the "Group Health Plan" box is also selected.


PL96705
Oval
1a. Insured's ID number*

Required

Enter the HMSA Subscriber ID number here. For HMSA Subscriber ID numbers, exclude the first three alpha characters (e.g., XLA or XLB). For out-of-state Blue Cross and Blue Shield plan or Federal Employee Program (FEP) plan members, include the alpha characters. Don’t include the coverage code number.

Remind patients to show their membership card each time they visit. Use this information to validate your records and for continued membership verification. You may also want to validate membership on the Hawaii Health Information Network (HHIN) at https://hhin.hmsa.com or by calling Membership Connection at 948-6244 on Oahu or 1 (800) 552-8507 toll-free on the Neighbor Islands.

Leaving this field blank or entering a wrong number will delay claims processing.

Note: For BlueCard claims, be sure the member’s card has the suitcase logo or a three-character prefix. If it doesn’t, their plan is exempt from the BlueCard program; you should submit the claim to the member’s home plan directly.


PL96705
Oval
2. Patient's name

Required

Enter the patient's full name – last name, first name, middle initial – exactly as it appears on the HMSA membership card. For patients who are spouses or dependents, be sure to enter their name and not the plan subscriber’s name, which appears at the top of dependents’ cards. Please don’t use nicknames, abbreviations or titles.


PL96705
Oval
3. Patient's birth date/sex

Required

Enter the patient's birth date in MMDDYYYY format (09181995 is preferred; 09-18-1995 or 09 18 1995 are also acceptable; 09/18/1995 isn’t acceptable). Click the appropriate box for gender.
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4. Insured's name

Required

Enter the subscriber's full name – last name, first name, middle initial – exactly as it appears on the HMSA membership card. Don’t use nicknames, abbreviations, or titles.
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5. Patient's address

Required

State and ZIP code are required only for durable medical equipment (DME) ancillary providers (Required for BlueCard, Medicare Advantage [MA], and Medicare Coordination of Benefits claims billing Medicare non-covered services).

This field will be used as backup information for verifying the previous data if there’s a discrepancy.
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6. Patient relationship to insured*

Required

Click the appropriate box. (Spouse can be the husband or the wife of the plan subscriber. For example, if the plan subscriber is the wife and the patient is the husband, click the "spouse" box.) Skipping this step will delay claims processing.
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10a. Employment?

Required

Mark "YES" if Workers' Compensation may be involved. The claim should be filed to Workers’ Compensation. HMSA won’t pay benefits for any services when the patient is entitled to receive benefits from Workers' Compensation.
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14. Date of current illness, injury, or pregnancy (LMP)

Required

Enter the date the first symptoms appeared. If the exact date is unknown, you may enter an approximate date in MMDDYY format (091804 is preferred; 09-18-04 or 09 18 04 are also acceptable; 09/18/04 isn’t acceptable).

For maternity-related services, give the date of the last menstrual period (LMP). 

Enter the applicable qualifier to identify the date reported. 

431 	Onset of Current Symptoms or Illness 
484 	Last Menstrual Period 

Enter the qualifier to the right of the vertical, dotted line.


PL96705
Oval
10. Is patient's condition related to:*

Required

Click the "YES" or "NO" box for each of the three circumstances listed. If "YES" is marked in any box, you must include qualifier 439 together with an accident date in field 15, and enter an E diagnosis code as the last diagnosis in field 21. If "NO" is marked and HMSA determines that the condition is related to employment or to an accident, we’ll delay the claim to conduct research.

Note: For BlueCard claims, if you enter “YES” in any of the boxes, you must indicate the cause of the accident or injury in field 19. You must also enter an E diagnosis code as the last diagnosis in field 21.
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24a. Date(s) of service

Required

Under the “from” portion of the line, enter the date of service for each procedure or service provided. 

Enter each service on a separate line. 

	For global surgical services, enter the date of surgery. 

	For global maternity services, enter the date of delivery. 

Enter dates in the MMDDYY format (091804 is preferred; 09-18-04 and 09 18 04 are also acceptable; 09/18/04 isn’t acceptable).

Don’t bill for services not yet performed (e.g., future dates).
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21. Diagnosis or nature of illness or injury*

Required

Enter the applicable ICD indicator to identify which version of ICD codes you’re reporting. If the ICD indicator isn’t entered, we’ll reject the claim. 

9 ICD-9-CM 
0 ICD-10-CM

Examples: 99859___   7906____   496_____   V180____  E8788____
 
Illness: Enter the appropriate ICD-9-CM (or ICD-10-CM for claims received after October 1, 2015) diagnosis code(s) to describe the illness.

Always list the primary diagnosis first. If the diagnosis is unknown, list the primary symptom or chief complaint. 

Don’t list “rule out” diagnoses.

List only those diagnoses that substantially relate to the treatment performed. Don’t list historical diagnoses. 

Be sure the diagnosis is appropriate to the patient’s gender and age.

Injury: Enter the appropriate ICD-9-CM diagnosis code(s) (no more than three) to describe the injury and where it occurred. You may enter more information in field 19 to explain the circumstances of the injury. Use ICD-10-CM codes for claims received after October 1, 2015.
Injuries where a third party may be responsible for payment: If the injury is the result of an accident that a third party may be financially responsible for, enter one of the E codes listed below to indicate the location where the injury occurred. The E code should be the last code entered in field 21.

ICD-9 examples:
E849.0 - Home 
E849.1 - Farm 
E849.2 - Mine/quarry 
E849.3 - Industrial place and premises 
E849.4 - Place for recreation and sport 
E849.5 - Street and highway 
E849.6 - Public building 
E849.7 - Residential institution 
E849.8 - Other specified places (please specify in field 19) 
E849.9 - Unspecified place 

You don’t need to include any other information about the accident on the claim form; HMSA will ask the member directly for details about the accident.

Injuries where a third party isn’t responsible for payment: If a third party isn’t financially responsible for the accident, list an E code that describes the circumstances of the injury (refer to your ICD-9-CM manual). For example, if a child was stung by a bee and began to have difficulty breathing, thus requiring medical care, the appropriate E code to use is E905.3. An E code should always be the last diagnosis code listed in field 21.
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10c. Other accident?

Required

Mark "YES" for accidents for which neither 10a nor 10b applies. HMSA will determine if there’s any potential third-party liability. HMSA won’t pay benefits for any services when the patient is entitled to receive benefits from a third party responsible for the patient's injuries.
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11d. Is there another health benefit plan?*

Required

Click either the "YES" or "NO" box. If "YES," complete the information in fields 9, 9a, and 9d. If "NO" and HMSA discovers coverage by another carrier, the claim will be delayed for other carrier payment research.
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10b. Auto accident?

Required

Mark "YES" if motor vehicle insurance may be liable for payment. The claim should be filed to the motor vehicle insurance carrier. HMSA will pay only if motor vehicle insurance benefits are denied or exhausted. HMSA won’t pay benefits for any services when the patient is entitled to receive benefits from his or her motor vehicle insurance carrier. Also enter the two-letter abbreviation for the state where the accident occurred (e.g., HI for Hawaii).
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24b. Place of service (POS)*

Required

Enter the appropriate code for each procedure or service provided. Use the two-digit POS codes specified by CMS. See the Place of Service (POS) Codes page in the Provider Resource Center for more information. 

Be sure the POS code matches the service provided. For example, an office visit should be billed with POS 11 and a hospital visit should be billed with POS 21.

Note: Medical pharmacies should use the following POS codes when dispensing injectable drugs and vaccines. 
·	POS 11 (office) if the drug or vaccine is administered at the pharmacy or if the patient will be taking the drug or vaccine to the physician’s office for administration. 
·	POS 12 (home) if the patient will be self-administering the drug at home. For DME items to be used in the patient’s home, use POS 12 (home).
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24d. Procedures, services or supplies*

Required

Enter the CPT or HCPCS procedure code for each service. Please use current codes.

Enter only one procedure code per service line.

When applicable, enter one or more two-digit CPT or HCPCS modifiers in the spaces to the right of the procedure code. If you need more than one modifier to describe the particular service, enter modifier 99 (multiple modifiers) in the first space followed by up to three additional modifiers.

	S9999 Enter this code to indicate tax (optional). Tax should be billed based on the provider's actual charge. If the provider charges more than HMSA's eligible charge, the tax amount will be adjusted and the adjustment will be shown on the Report to Provider.

	Z9014 Enter this code to indicate “Less paid by other carrier.” Use this code only on hard-copy claims. Don’t use the code on EDI claims. 

Drugs

When billing for injectable drugs, please select the HCPCS code. When a specific HCPCS J code is used, the NDC number isn’t required. If a specific J code doesn’t exist, use an unclassified code (e.g., J3490) and indicate the NDC number in the shaded area above the code. NDC codes must be indicated with “N4” followed by the 11-digit NDC code. You may also indicate a valid unit of measurement and the number of units after the NDC code. Claims requiring an NDC code for processing that don’t follow this format will be rejected.

The shaded area above the codes may also be used to provide other supplementary information as needed to explain the use of the code.
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24g. Days or units*

Required

Enter the number of services, visits, days, or units applicable to each service line. If left blank, the number is assumed to be 1.

For anesthesia services, enter the appropriate duration in total minutes. For example, for 4 hours and 15 minutes, enter 255. 

For injectable drugs with J codes, enter the number of units based on the HCPCS description of the J code used. For example, if the HCPCS description is per 100 ml, and you administer 200 ml, the number of units is 2.

For injectable drugs that don’t have a J code, the number of units will vary depending on the product and how it’s dispensed. (See the Billing for Drugs page in the Provider Resource Center.) For example, if the product is to be billed by milliliters, and you have dispensed 200 ml, the number of units in the unit column is 200. 
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24f. $ Charges

Required

Enter a charge for each procedure or service.

Amounts of $0.00 can only be accepted for Medicare coordination of benefit claims with PQRI codes. 

Enter amounts for tax (code S9999) and less paid by other carrier (code Z9014), if applicable. 

Enter dollars to the left of the vertical dotted line and cents to the right of the vertical dotted line.
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24e. Diagnosis pointer*

Required

Enter the supporting indicator reference letter (A, B, C, etc.) from field 21 for each procedure or service. Enter the single letter that best supports the service in order of relevance (up to four are allowed on each service line). If left blank, the letter is assumed to be A.
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33. Billing provider info & phone*

Required

Name and address

Enter the provider's name and the address/location where the services were rendered (e.g., street address and suite number). The phone number is optional, but may be helpful.
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33b. 

Required

Enter the provider’s HMSA number. The HMSA provider number must consist of 10 digits, often including an alphabetic character. If an alphabetic character is part of the provider number, it should be listed in the third position. To make shorter provider ID numbers conform to the 10-digit standard, enter zeroes before the alphabetic character and between the alphabetic character and the remaining digits. Don’t separate the check digit from the remaining numbers with a space or hyphen. For example, enter number A1234-5 as as 00A0012345. Claims that don’t have an entire, valid 10-digit provider number will be rejected.
 
Important: Don’t enter a two-digit ID qualifier as indicated in the NUCC instructions. The addition of a two-digit qualifier will cause delays in claims processing.
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28. Total charge*

Required

Enter the total of all charges on the claim from Column 24F. This sum includes the charges for each procedure or service and tax (HCPCS code S9999). If you use local code Z9014 to indicate the amount paid by another carrier, do not include this amount in the total charges. Please double-check arithmetic to avoid errors. The claim will be rejected if the sum doesn’t equal the line item charges. 

When preparing a multi-page claim, you may enter the word "continued" in field 28 on the first page and the total charge for both pages in field 28 on the second page. See the Multi-page Claims page in the Provider Resource Center for more information.
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7. Insured's address

Conditional

The insured's address is required for FEP and BlueCard. If there’s a discrepancy, this field will be used as backup information for verifying the previous entry. Put "same" if this address is the same as the patient's. 
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10d. Claim codes (designated by NUCC)

Conditional 

When a payer requires you to provide the sub-set of condition codes approved by the NUCC, enter the condition code in this field. The condition codes approved for the 1500 Claim Form are available at www.nucc.org under Code Sets. Please refer to the most current instructions from the public or private payer to see if you need to report claim codes. 

When reporting more than one code, enter three blank spaces and then the next code. 
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9d. Insurance plan name or program name

Conditional

Enter the name of the insurance plan for the other insured.
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11. Insured's policy group or FECA number

Conditional

This field isn’t required for HMSA private business plan claims.

Note: For BlueCard, enter the insured’s group number that’s found on the membership card.
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9a. Other insured's policy or group number

Conditional

Enter the policy number of the other insured.
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9. Other insured's name

Conditional

If "YES" is indicated in field 11d, complete fields 9, 9a, and 9d; otherwise leave them blank. This is important for determining the order of coordinated benefit payment when the patient is covered by more than one health plan (e.g., Medicare and/or private insurance).

Enter the other insured's name (name of the policyholder) – last name, first name, and middle initial.
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11a. Insured's date of birth/sex

Conditional	

This field isn’t required by HMSA.

Note: For BlueCard, enter the insured’s gender and date of birth in MMDDYYYY format. This is particularly important if the patient isn’t the plan subscriber.


PL96705
Oval
11c. Insurance plan name or program name

Conditional

This field isn’t applicable to HMSA.

Note: For BlueCard, enter the name of the out-of-area Blue Cross and Blue Shield plan.
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17b. NPI number of referring (or ordering) physician

Conditional
 
The provider's name and NPI are required for DME, ICL, and special pharmacy ancillary providers (BlueCard and MA claims only).

Enter the NPI number for the name given in field 17, if known. If the number isn’t known, leave this field blank; don’t enter a legacy provider number in this space.

Note: MA claims must have a valid physician NPI for services that require you to indicate a referring or ordering physician. This includes claims for laboratory, radiology, and Part A home health services, as well as claims for durable medical equipment, prosthetics, orthotics, and supplies. We’ll reject MA claims for these services if they don’t have a valid NPI for the ordering or referring physician (see field 17 notes or MedLearn Matters Article SE1305).
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17. Name of referring provider or other source*

Conditional
This field is required whenever a patient is referred to you for service. Don’t list the provider who previously treated the patient if there’s no referral from that provider. 
BlueCard Claims - The provider's name and NPI are required for DME, independent clinical lab (ICL), and special pharmacy ancillary providers. 

Private Business Claims - The name of the referring (or ordering) provider is always required for laboratory or X-ray services, physical therapy, speech therapy, home IV therapy/infusion, and consultations. It’s also required when a pharmacy is dispensing injectable drugs or when a DME supplier is dispensing DME equipment.

In addition, for patients covered by an HMO plan, referrals are often required for services performed outside the patient's health center. See the HMO Referrals policy in the Provider Resource Center for more information.

Akamai Advantage Claims – The name of the referring (or ordering) provider is required for Part B clinical laboratory and imaging, DME, and Part A home health agency claims. Refer to Medlearn Matters Article SE1305 (online at www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/SE1305.pdf).

Enter the provider's first name, middle name, and last name. If there’s no referring provider, leave this field blank.

If multiple providers are involved, enter one provider using the following priority order: 

1. Referring Provider 
2. Ordering Provider 
3. Supervising Provider 

Don’t use periods or commas. A hyphen can be used for hyphenated names. Please remember that an ordering provider is a provider who orders non-physician items such as DMEPOS, imaging and clinical laboratory services.  A referring provider is a provider who refers a patient to another provider. 


Enter the applicable qualifier to identify the provider reported. 

DN 	Referring Provider 
DK 	Ordering Provider 
DQ 	Supervising Provider 

Enter the qualifier to the left of the vertical, dotted line. If the qualifier is missing or inappropriate for the service performed, we’ll reject the claim.
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18. Hospitalization dates related to current services

Conditional

The patient's admission date is required for inpatient services (e.g., hospital visits). Enter the date in the following format: MMDDYY (091804 is preferred; 09-18-04 and 09 18 04 are also acceptable; 09/18/04 isn’t acceptable).
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19. Additional claim information (Designated by NUCC)

Conditional

When resubmitting a claim, HMSA requires you to complete field 19 to indicate the reason for the resubmission.
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22. Resubmission code and/or original reference number

Conditionally required

Required for replacement, resubmission, and void claims. Enter 7 for replacement or 8 for void claims. The original reference number must be the original HMSA claim ID, which you can find on your Report to Provider (RTP) below the member ID or on HHIN.


PL96705
Oval
23. Prior authorization number

Conditional

Enter the precertification number issued by HMSA or its designated agent in this field when precertification has been given for services that require precertification.

For home IV therapy/infusion, therapy that exceeds the standard duration or nursing care visits during the extended therapy period must be precertified.

Note: This field isn’t applicable for BlueCard.
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25. Federal tax ID number

Conditional

This field isn’t applicable to HMSA Private Business or Senior Plans. For BlueCard, please enter the provider’s Federal Tax ID number.
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32. Service facility location information

Conditional

State and ZIP are required for DME ancillary providers (BlueCard and MA programs claims only). 

If the service is rendered in a hospital, skilled nursing facility, or an intermediate care facility, enter the name and address of the facility. 
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32a. Optional for hard-copy claims.
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32b. Optional for hard-copy claims. The HMSA provider number must consist of 10 digits, often including an alphabetic character. If an alphabetic character is part of the provider number, it should be listed in the third position. To make shorter provider ID numbers conform to the 10-digit standard, enter zeroes before the alphabetic character and between the alphabetic character and the remaining digits. Don’t separate the check digit from the remaining numbers with a space or hyphen. For example, enter number A1234-5 as 00A0012345.

Important: Don’t  enter a two-digit ID qualifier as indicated in the NUCC instructions. The addition of a two-digit qualifier will cause delays in claims processing.
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20. Outside lab?

Optional

Click the appropriate box. 

Note: In most cases, this field isn’t applicable to HMSA. When an HMSA member is referred to a lab for services, the lab will bill HMSA directly. It isn’t necessary to indicate this on the claim. 
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17a. ID number of referring (or ordering) physician 

Optional

Enter the HMSA provider number (legacy number) for the name given in field 17 with qualifier G2, if known. If the number isn’t known, leave this field blank; don’t enter a non-HMSA provider number. If entered, the HMSA provider number must consist of 10 digits, generally including an alphabetic character. If an alphabetic character is part of the provider number, it should be listed in the third position. To make shorter provider ID numbers conform to the 10-digit standard, enter zeroes before the alphabetic character and between the alphabetic character and the remaining digits. Don’t separate the check digit from the remaining numbers with a space or hyphen. For example, enter number A1234-5 as 00A0012345.
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24j. Rendering provider number

Optional

HMSA doesn’t require you to enter individual provider numbers by line. Each claim submitted should represent the services provided by a single provider only. The rendering provider for the claim may be listed here with the provider’s NPI if a separate billing/pay to provider number is entered in field 33.
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26. Patient's account number

Optional

If a provider includes a patient account number, this information will be reflected on the participating provider's RTP. This information can be helpful in posting patient accounts. In order to protect confidential member information, this is the only information that will be returned to providers to help identify a rejected claim.
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31. Signature of physician or supplier*

Optional

The provider or an authorized agent may sign here.
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33a. Optional for hard-copy claims.
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8. Reserved for National Uniform Claim Committee (NUCC) use

N/A

This field is reserved for NUCC use. The NUCC will provide instructions for any use of this field. 
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9b. Reserved for NUCC use

N/A

This field is reserved for NUCC use. The NUCC will provide instructions for this field.
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9c. Reserved for NUCC use

N/A

This field is reserved for NUCC use. The NUCC will provide instructions for any use of this field.
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12. Patient's or authorized person's signature

N/A

This field isn’t applicable to HMSA. HMSA doesn’t accept assignment of benefits. HMSA makes payment only to members and participating providers.
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13. Insured's or authorized person's signature

N/A

This field isn’t applicable to HMSA. HMSA doesn’t accept assignment of benefits. HMSA makes payment only to members and participating providers.
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24c. EMG (emergency indicator)

N/A

Not required by HMSA.
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16. Dates patient unable to work in current occupation

N/A

This field isn’t applicable to HMSA.
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24h. ESPDT/Family Planning

Conditional

If billing for an EPSDT examination (e.g., 99384-EP) for a QUEST member and the required ESPDT form is attached, you must document the attachment by indicating 'Y' in this field.
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24i. ID qualifier

N/A 

This field isn’t applicable to HMSA.
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27. Accept assignment?

Required for BlueCard

This field isn’t applicable to HMSA. HMSA doesn’t accept assignment of benefits. HMSA makes payment only to members and participating providers.

Note: For BlueCard, please indicate whether the provider accepts Medicare assignment. This field is required for HMSA to pay out-of-area Blue Cross and Blue Shield claims at the appropriate benefit level for patients who are also eligible for Medicare benefits.
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29. Amount paid

Conditional

Enter the amount collected from QUEST Integration members responsible for monthly cost share payments.
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11b. Other claim ID (designated by NUCC)

Optional

Enter the other claim ID. Applicable claim identifiers are designated by the NUCC. 

The following qualifier and accompanying identifier has been designated for use: 

Y4 	Property Casualty Claim Number 

Enter the qualifier to the left of the vertical dotted line. Enter the identifier number to the right of the vertical dotted line. 

FOR WORKERS’ COMPENSATION OR PROPERTY & CASUALTY: Required if known. Enter the claim number assigned by the payer.
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15. Other date

Conditional

Enter another date related to the patient’s condition or treatment. Enter the date in MMDDYY format (091804 is preferred; 09-18-04 or 09 18 04 are also acceptable; 09/18/04 isn’t acceptable). 

Enter the applicable qualifier to identify the date reported. 

454 	Initial Treatment 
304 	Latest Visit or Consultation 
453 	Acute Manifestation of a Chronic Condition 
439 	Accident (see note below) 
455 	Last X-ray 
471 	Prescription 
090 	Report Start (Assumed Care Date) 
091 	Report End (Relinquished Care Date) 
444 	First Visit or Consultation 

Enter the qualifier between the left-hand set of vertical, dotted lines. If the qualifier is missing, we’ll reject the claim.  NOTE: if you enter qualifier 439 in field 15, you must include an accident date in field 15, and check one of the "YES" boxes in field 10.
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24. (Refer also to separate instructions for 24A through 24J.)

Each claim line in field 24 has a shaded upper portion and an unshaded lower portion. Don’t attempt to use the upper and lower portions of each claim line independently to create additional service lines. Doing so will cause incomplete or inaccurate processing of your claims. Most text should be entered on the lower, unshaded portion of the service line. (Exceptions are noted below.)
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30. Reserved for NUCC use

N/A

This field is not applicable to HMSA but is reserved for NUCC use. The NUCC will provide instructions for any use of this field.
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