HCFA 1500 Form for Auto Accident Claims
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If you need to complete an HCFA 1500 form for an Auto Accident Claim, follow the simple steps below:

1. Make sure Auto Accident Insurance information is updated by going into the patient's Clinical Chart >
Demographics > Insurances > Auto Accident

Important

Primary Ins Secondary Ins Tertiary Ins

Demographics \ Insurances

Primary Hospital

Authorizations Smoking Status Balance

Secondary Hospital Auto Accident Worker's Comp

Flags DrChreno Payments

Durable Med Eqpt

Subscriber is the Patient
Auto accident company
Auto Accident Payer ID

Auto accident policy number
Auto accident case number

Auto accident payer address

Auto accident payer zip
Auto accident payer city
Auto Accident Payer State —Select a State—
Auto accident date of accident
Auto Accident State of Occurrence —Select a State—

Auto accident notes

Default Auto Accident Insurance Manage Alternative Insurances & History

Insured person is the same person as the Patient

2. From the Appointment Pop-Up you will want to click on Billing > select correct Billing Status (Auto Accident

Claim) > save the changes to the appointment.

*** Please note, that selecting Auto Accident Claim as the status will send out the claim
electronically during the next file pull. ***

3. You can print the HCFA to mail or fax without sending the claim electronically if you choose. Just select or

create a separate custom billing
track of them.

status(suggestion - Auto Accident Claim Submitted) so that you can keep


https://support.drchrono.com/home/226673227-creating-and-archiving-custom-billing-statuses

Schedule Appointment

Appointment  Biling ~ Vitals  Revisions  FEligibiity =~ Flags CustomData Com.log MU Helper

Patient SuperBill = Clinical Note = Billing Details Other Forms ¥

@ Billing Status v SFA Box 10 - Is patient's condition related to:
Paid In Full N
IGD Version  Balance Due Employment | No v
Settled r N
i Auto Accident | No
Patient Payment I R 0 Accide v
Payment Notes  Bill Insurance Other Accident | No s

Bill Secondary Insurance
Payment Posted Date  Worker's Comp Claim

Auto Accident Claim Onset Date Type | Onset of Current Symptoms o »
Pre Authorization Approval # . . .
Durable Medical Equipment Claim CFA B
Onset date (REHAETLAR,
Referral # Cancelled 24hours
, . Initial visit date LICER S
Payment profile v
. , N Last related visit date ILCER S
Billing Profile 3|+
Billing Pick List Choose Godes from Pick List
Diagnasis Pick List =~ Choose Codes from Pt Problems
Credit Card Payment [ Aecidet
ICD-10 Codes Find Diagnosis codes CPT Codes Find CPT Procedure codes
# Code Description Code Description Price ($)
ICD-9 Codes to Convert Find Diagnosis codes HCPCS Codes Find HCPCS Procedure codes
# Code Description Code Description Price ($)
4. Stay in the Appointment Pop-Up and click on Other Forms > select HCFA Form
Appointment ~ Biling  Eligibility  Vitals Growthcharts ~ Flags ~ LogComm.  Revisions  CustomData MU Helper /
[ Institutional Claim Patient SuperBill ~  Clinical Note = Billing Details Other Forms >
@ Biling Status v HCFA Box 10 - Is patient's condition related to: HCFA/1500 02/12
) Emol No . HCFA/1500 02/12 (text)
ICD Version | ICD-10 b4 mployment New York: C4.3
Primary Insurer | - Default - ~ Auto Accident | No v New York: NF3
Secondary Insurer | - Default - ~ Other Accident | No v
Patient Payment  $ |0 Copay: $20 | +
Onset Date Type | - Onset Date Type - ~
Pre Authorization Approval
Onset Date
Referral #
Payment Profils " Other Date Type | - Other Date Type - ~
Other Date
Billing Profile vl *

Billing Pick List = Choose Codes from Pick List

Diagnosis Pick List Choose Codes from Pt Problems

ICD-10 Codes Find Diagnosis codes NDC Codes Find NDC Codes
# Code Description NDC Code Quantity Units Line Item
CPT and HCPCS Codes @ |Find CPT/HCPCS codes Custom Codes @ | Find Gustom Procedure codes
Type Code Description Price ($) Code Description Price ($)

| Jinclude note in EDI Billing: Custom NTE EDI Billing Note (a.k.a. HCFA/CMS-1500 Line 19)




5. Updated HCFA Form with Auto Accident information entered

HEALTH INSURANCE CLAIM FORM

APPRCVED BY MATIONAL UMIFORM CLAM COMMITTEE [NUCC) 0212

PICA, FICA
1, MEDICARE MEDIGAD TRICARE CHAMPA, GEE“J[F FEiu OTHER | 1. IKSURED'S 1.0, NUMBES (Far Program in hem 1)
§ FIEALTH PLAN == BLK LUNG .
Macicare 8[| ptoctcait &[] powncoy [ ] et 0[] e [Joss " [Amwn | cFD1234
2. PATIENT'S NAME (Last Narme, First Name, Migdla Infial) 5. PATIENT'S BIRTH DATE =3 4, INSURELN'S MAME [Last Hama, First Mama, Middis Initia]
MM )
Clear, Holly i i w[] Clear, Holly

6. PATIEMT'S ADDRESS (Mo, Street)

L L
B PATIENT RELATIONSHIP TO INSURED:

Sl . SNUSGD C'uuD Ct'm(D

7. IMSURED'S ADCRESS (Mo, Stneet)

(=1 STATE

B. AESERVED FOR NUCT UZE

ZIPCOCE TELEPHOME {Incluce Area Codel

()

Y STATE

ZIF CODE TELEPHOME finciude Area Cooe)

( )

8. OTHER INSLREL'S MAME [Last Kame, First Mame, Migdla Initial

10, 15 PATIENT S CONDITION RELATEDR TO:

8, OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? {Current or Previous)

[T [Are

b, RESERVEDR FOR KUICG USE

B MUTO AGCIDENT? S

[] ves I:Iuc CA

¢, RESERAVED FOR NUCC USE

. OTHER ACCIDENT?
A

D VES

T1INBURED'S POLICY GROUP DR FECA MUMEER

a. INSURED'S DATE GF BIRTH SEX
MR RO Y

1 | r.'.D r|:|

B, OTHER CLAM 1D {Designatas by KUCT)

@, INSURANGE PLAN MAME DR FROGRAM KAME

hute Club Group

o, INSURANCE PLAN MAME OR FROGRAM NAME

100, CLAIM CODES ([Dasignated by NUGCC)

o. 15 THERE ANOTHER HEALTH BEMEFIT FLAN?

YES MO if yes compiete iters 9, S ang 90

PATIENT ANMD INSURED INFORMAT ION —————— | <— CARRIE

READ BACK OF FORM BEFORE COMPLETING & SIGHING THIS FORM,

12, PATIENT'S 0F AUTHORIZED PERSON'S SUANATURE, | autharze the releass of any mesical of ofher information nacessary
to process this clim. | dlse requast paymant of gowsmmant banafits sther to myssi! o to the party who accepts assignment

13, INSUREDF'S OR SUTHORIZED PERSON'S SIGNATURE | authorzs
payment of madical benafils to the undersigrsd physician ar supplier for
sarvicas describad Dalow

below.
SIGNED DATE SIGNED v
14, DATE OF CURRENT ILKESE, INJURY, or PREGMAMNCY (LMFL 15, QTHER DATE 16, DATES PATIENT UNABLE TO WORK IN CURRENT OCCUFATION h
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e sl c L ol
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ISUPPLIER INFORMATION

All patient data listed in this article is sample data. This is not a real person or real patient data.

6. You can then mail or fax the claim to the auto carrier for consideration and reimbursement.



