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Medicare/Medi-Cal Crossover Claims:
CMS-1500 Billing Examples for Medical Services

Page updated: August 2020

This section illustrates billing examples of Medicare/Medi-Cal crossover claims for medical
services on the CMS-1500 and correlating Remittance Advice Details (RAD) examples.
Refer to the Medicare/Medi-Cal Crossover Claims: CMS-1500 section in the appropriate
Part 2 manual for billing information.

The following examples do not necessarily reflect current Medicare or Medi-Cal policy.

Hard Copy Billing Examples
The following examples show how to bill hard copy Medicare/Medi-Cal crossover claims:
e Figures 1a and 1b. Billing Medi-Cal for Part B Services Billed to a Part B Contractor.

e Figures 2a and 2b, 3a and 3b. Billing Medi-Cal for Medicare, Medi-Cal and GHPP
Eligibility for Blood Factor

Part 2 — Medicare/Medi-Cal Crossover Claims:
CMS-1500 Billing Examples for Medical Services
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[ meocscarnay [X] ocscnice) [ ] iowsiome DMMD%MDﬁAMDMJ 123456T89X
Z. PATIENT'S MAWE (Lns! Name, First Name, Niddke initial) RITH QATE SEX 4. INSUREDFS NAME (Lsl Narma, First Mame, Widda bvaal]
DOE, JOHN 0E 21 &2 [
% PATIENT § ADDRESS (No., Stmet) % PATIENT RELATIONSHE TG INSURED 7. IRSUMED'S ADDRESS [N, Suwety
1234 MAIN STREET | se[X] seoe[ Jend[ ] ome[]
1] STATE | 8 PESERVED FOR NUCE USE oy STATE
ANYTOWN N CA
TP GODE TELEPTONE (inckadt Ared Cot) T COOE TELEPHOME (inchude Area Code)
958235555 { 916 ) 555-5555 { )

BOTHER IMSURED'S MAME (Last Mama, First Name, icidi Infial) 10 5 PATIENT S COMDITION RELATED TO:

1. INSURED'S POLICY GROUP OR FECA NUMBER

. OTHER INSURED'S POLICY OR GAOUP NUMBER 2 EMPLOYMENT? fCument or Pravious) o INSUAEEYS CATE OF BIRTH BEX
90000000A95001 [Jwes [Jwo vOdJ fJ
o RESEFVEL FOR NUCG USE £ AUTO ACCIDENT? PLACE {Giss) | B OTHER CLAIM D [Desigraied by WUCC]
[(Jres  [we
= RESERVED FORA MUCT LSE & OTHER ACCIDENT? &, INSLIRANCE PLAKN MAME QR PROGAL RALE
N - - D\-Es Dm u1u|lz S
& INSURANCE PLAN NALE OR PROGRAM NAME 1o, CLAINM QODES [Dwsigrented by MUOC) d 15 THERE ANOTHER HEALTH BENEFIT PLANT

PATIENT AMD INSURED INFORMATION ——————— [+ {8888

D'I'EE I i, oiwspliith Rl 0, i, il D

READ BACK OF FORM BEFORE COMPLETING & S3OMING THIS FORM.
12, PATIENT'S OR AUTHORTED PERSONTS SIMATURE | iuthanios T rekaid of ary medl & ofer i

1% BSUREDNS QR AUTHORZED PERGON S SI0MATUIRE | autharios

1D peooess This clsim, | BiSO reques? pryTTent of Qoo barolils siher 1o mysed o 0 e Pty Who: SOOPES EssgnTent !

of rrdical benedita i B nderigred physican

of suppler lod

MUCG Instruction Manual svailable 81 www nuoe.org PLEASE PRINT OR TYFE

BTV SsTit
ey
BIGMED DATE SIGHED Al
id. DATE ILLWESS, INJURY, or PREGMANCY [LMF) | 5. OTHER DATE 18 DATES WARCIRE, I T WT VATH A
BT CEEURRENT g wa o 00 Y meﬁ"“‘%’“‘ﬁ mi‘ﬁ REPUPATION
17, RAME OF REFERRRG PROVDER OR OTHER SOURCE 1Ta 8 wﬂﬂlﬂ% MT%TWTEDTG ﬁmﬁk'f%ﬂ“’.‘i%
DR. BOB SMITH 17| 1| 0123456789 FROM ™o
10, ADDITIONAL CLAI INFORMATION [Dhiigritid by RUCC) 30, QUTSIDE LAETD $CHARDES
[Jves [X]ne | |
1, AAGNOSIS OFl KATURE OF ILLNESS OR INJURY ol A-L 15 tafvich ing Beldw (24E] eDind | 0 E.W AL R O,
. [D1D1D1D » 1D2D2D2D ¢ D303D3D b |
E F. a. " F. PRIOR ALITHORIZATION HIUNBER
I 1 4 L K| L L
LA ; DATEQSIEFSEFN'K‘.‘F Bﬂ' [+ D PROCEDURES, SERVICES, OR SUPPLIEES E. F. Ufal'! L J.M
i Dg“ Y B t'; v SR | G | CPTRHCRCS ) OOIFIER PANTER § CHARGES ﬁs r;:. ﬁfll PROVIDER D, 8 é
1o 01 15 10 01 15 | 11 | g9214 | i 1 | 5500 | 1 | g
o
20 m 15 |10 01 15 |11 | | 71020 | ' | 2 | gooo | 1 | (| =
g
310 o1 15 [10 01 15 |11 | | 93000 | | 3 | 5000 | 1 | | %
1 1 ][\
4 | L1 | I || [ :
3 I | A I 3 %
6 [ [ | L [ | o |
5. FEDERAL TAX LOx NUMBER S5 EM 8. PATIEMT S ADTOUNT MCL 7. 'Jw 20, TOTAL CHARGE 5. AMCLNT PAID 20, P for NLIGS Liso
DD YEB ] s 1mn 1
31 SIGNATURE OF PHYSICIAN OR 2. SEAVICE FACILITY LOCATION INFORMATION . BLLNG PACVDER BFO A P40 [ 916 ) 555-5565
oy o “E“:.f.‘.?.?.“;f.*m"'“ JOHN BROWN JANE SMITH
apply 1o this bl and am made & part thenof, ) 651 FIRST STREET 1027 MAIN STREET
ANYTOWN CA 958235555 ANYTOWN CA 958235555
e Swith |, * 1234567890 + 1234567890 v

ROG1853  APP

B-0538-1197 FORM 1500 {02-12)

Figure 1a: Billing Medi-Cal for Part B Services Billed to a Part B Contractor Example.

Part 2 — Medicare/Medi-Cal Crossover Claims:
CMS-1500 Billing Examples for Medical Services
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Jane Smith, M.D. 10/01/15
1027 Main Street
Anytown, CA 95823

Medicare Remittance Notice
Medicare Contractor (12345)
BENEFICIARY NAME SERVICE PLACE PROCEDURE AMOUNT AMOUNT SEE DEDUCTIBLE COINSURANCE PAYMENT INTEREST
H.LC. NOJEX NO. FROM TO TYPE BILLED | ALLOWED | NOTE
CONTROLNUMBER | MO-DAY | DAY-YR CODE-MODIFIER

JOHN DOE 100115 | 100115 1 99214 55.00 10.00 0.00 06.00 32.00

5705T70A 10-01-15 10-01-15 11 71020 60.00 50.00 0.00 10.00 40.00

100115 | 100115 93000 50.00 4500 0.00 09.00 36.00

0.00

CLAIM TOTALS 165.00 133.00 0.00 27.00 108.00 0.00

Figure 1b: Simplified Medicare Remittance Notice (MRN) Example.

Part 2 — Medicare/Medi-Cal Crossover Claims:
CMS-1500 Billing Examples for Medical Services
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Figure 2a: Billing Medi-Cal for Medicare, Medi-Cal and
GHPP Eligibility for Blood Factor

Part 2 — Medicare/Medi-Cal Crossover Claims:
CMS-1500 Billing Examples for Medical Services
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Jane Smith, M.D. 10/01/17
1027 Main Street
Anytown, CA 95823
Medicare Remittance Notice
Medicare Contractor (12345)
BENEFICIARY NAME SERVICE PLACE PROCEDURE AMOUNT AMOUNT DEDUCTIBLE COINSURANCE PAYMENT
HIC. NO/EX NO FROM TO TYFE g BILLED ALLOWED
CONTROLNUMBER | MO-DAY | DAY-YR CODE-MODIFIER
JOHN DCE 10-01-17 10-01-17 12 J7198 6829.50 b755.62 0.00 115112 4512.41
570570123A 10-01-17 10-01-17 12 J7198 682950 5755 62 0.00 115112 451241
10-01-17 10-01-17 12 J7198 6829.50 5755.62 0.00 1151.12 4512.41
ICN: 10-01-17 10-01-17 12 J7198 6829.50 5755.62 0.00 1151.12 4512.41
1234567891011 10-01-17 10-01-17 12 J7198 682950 5755 62 0.00 115112 451241
10-01-17 10-01-17 12 J7198 6829.50 5755.62 0.00 1151.12 4512.41
10-01-17 10-01-17 12 J7198 6829.50 5755 62 0.00 115112 4512 .41
10-01-17 10-01-17 12 J7198 682950 5755 62 0.00 115112 451241
CLAIM TOTALS 54636.00 46044.96 0.00 9208.96 36099.28

Figure 2b: Billing Medi-Cal for Medicare, Medi-Cal and

GHPP Eligibility forBlood Factor

Part 2 — Medicare/Medi-Cal Crossover Claims:

CMS-1500 Billing Examples for Medical Services
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Figure 3a: Billing Medi-Cal for Medicare, Medi-Cal and
GHPP Eligibility for Blood Factor

Part 2 — Medicare/Medi-Cal Crossover Claims:
CMS-1500 Billing Examples for Medical Services
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Jane Smith, M.D.
1027 Main Street
Anytown, CA 95823

10/01/17

Medicare Remittance Notice
Medicare Contractor (12345)
BENEFICIARY NAME SERVICE PLACE PROCEDURE AMOUNT AMOUNT DEDUCTIBLE COINSURANCE PAYMENT
H.LC. NO.EX NO FROM TO TYPE BILLED | ALLOWED
CONTROLNUMBER | MO-DAY | DAYYR CODEMODIFIER
JOHN DOE 00117 | 10-01-17 2 17198 682950 | 575562 .00 TI51.12 451241
570570123A 10-01-17 10-01-17 12 J7198 6829.50 5755.62 0.00 1151.12 451241
10-0117 | 10-01-17 12 7198 682950 | 575562 0.00 1151.12 4512.41
ICN: 10-0117 | 10-01-17 12 J7198 682950 | 575562 0.00 1151.12 4512.41
1234567891011 10-0117 | 10-0117 12 J7198 682950 | 575562 0.00 1151.12 4512.41
10-01-17 | 10-01-17 12 J7198 682950 | 575562 0.00 1151.12 4512.41
™= 10-01-17 | 10-01-17 12 J7198 682950 | 575562 0.00 1151.12 451241
| 10-01-17 | 10-D1-17 12 J7198 682950 | 575562 0.00 1151.12 4512.41
CLAIM TOTALS 54636.00 | 46044.96 0.00 9203.96 36099.28

Figure 3b: Billing Medi-Cal for Medicare, Medi-Cal and

GHPP Eligibility for Blood Factor

Part 2 — Medicare/Medi-Cal Crossover Claims:
CMS-1500 Billing Examples for Medical Services
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«Legend»

«Symbols used in the document above are explained in the following table.»

Symbol

Description

«

This is a change mark symbol. It is used to indicate where on the page the
most recent change begins.

»

This is a change mark symbol. It is used to indicate where on the page the
most recent change ends.

Part 2 — Medicare/Medi-Cal Crossover Claims:
CMS-1500 Billing Examples for Medical Services
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