Professional Claim 1500
Explanations of the use of each box 

Box 1  Type of Health Insurance Coverage 
 Check the type of Health insurance coverage applicable to claim. 
Box 1a   Insured’s ID number (individual to each carrier.)

Box 2.   Patient’s Name.

Box 3.   Patient’s Birth Date and Sex.

Box 4.   Name of the Insured.

Box 5.   Patient’s Address.

Box 6.   Patient’s Relationship to the Insured.

Box 7.   Insured’s Address
                  Self explanatory. If unknown, leave blank.

Box 12. Patient’s or Authorized Person’s Signature and Date.


 This indicates that the patient has given their permission for the provider to share their medical data.


 Once you have patients Signature on file, you can just put (Signature on File) in the box.
Box 13.  Insured’s or Authorized Person’s Signature for the Assignment of Benefits.

This indicates that the patient has given their permission for the provider to collect payment from the    insurer.  Once you have patients Signature on file, you can just put (Signature on File) in the box.
Box 22.  Medicaid Resubmission
Use for Payer Claim Number on resubmitted claims (Medicaid TCN of Original claim) Code 7 is a replacement claim , (Replacement claim(s) void the original claim.  The replacement claim is then processed in the Medicaid system as an original. The provider # on the original and replacement must match.  Code 8  voids the claim out of the system.  
Box 24A. Dates of Service
                    (MMDDYY)

Box 24B.  Place of Service.

                     Use CMS Place of Service Standard Codes. 
Box 24D.  Procedures, Services or Supplies and appropriate modifiers.

Box 24F.   Dollar charges.

Box 24G.  Days or Units.
Box 25.    Federal Tax ID or Social Security Number.
Box 26 .   Patient’s Account Number 
This number is assigned by the provider to identify this individual claim.  It should be unique to each submitted claim.  Providers are limited to a maximum of 20 characters.
Box 28.   Total Charges.

Box 30.  Balance Due.
Box 31.  Physician’s Signature and Date.
Box 33.  Billing Provider Name,  Address, Zip Code and Phone Number.

Box 33a  Billing Provider NPI Number.
Box 33b. Additional Secondary ID. (Medicaid Provider Number.)
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