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Claim Submission 
 
A provider has many decisions to make when submitting a claim to a payer, public or private. 

• What procedure code do I use? 
• Do I need to use a modifier? 
• What diagnosis code do I use? 
• What format should I use – paper or electronic? 

This section will answer those questions and define the current industry standards. 
 

Key Concepts: 
 

Understanding codes 
Procedure codes 

CPT 
HCPCS 

Modifiers 
Diagnosis codes 

ICD-9 
ICD-10 

Place of Service codes 
Billing Formats 

Superbill 
CMS 1500 paper claim 
835 electronic format claim 

Submission formats 
Paper 
Electronic  

Understanding Codes 
Various types of codes are used to define what service was rendered (procedure code), why it was rendered 
(diagnosis code), where it was rendered (place of service code) and if anything affects reimbursement 
(modifier).  These codes are used at the “bottom” of the professional claim form (Figure 1).  Each code type 
will be discussed in detail in this section. Over the years, coding has become key to reimbursement, detecting 
fraud and reporting statistical information used in programs such as the CMS Provider Quality Reporting 
System (PQRS). Coded data is also analyzed to determine health patterns for quality improvement programs.  
Staff responsible for coding are no longer just given a list of codes to use for billing, but must now go through 
stringent examination processes to become certified. 
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Figure 1 - Coding section of CMS 1500 

Procedure Code System 
Procedure codes are used to indicate what service, supply or procedure was rendered to the patient. A single 
procedure code is reported on a service line, in Box 24, field D of the CMS 1500 form (Figure 2). 

 
Figure 2 - Box 24 D on CMS 1500 

 

Procedure codes were traditionally referred to as either CPT codes or HCPCS codes. It may be 
confusing, but the correct terminology for the whole procedure coding system is the “Healthcare 
Common Procedure Coding System” (HCPCS). HIPAA redefined how codes are used so that there is 
now a single standardized code set.  
The HCPCS consists of two levels of codes, with the former Level III having been eliminated. 
 

Level I is comprised of CPT® (Current Procedural Terminology), copyrighted by the American 
Medical Association (AMA). 
 
Level II, commonly referred to as “HCPCS” codes, are five (5) digit, alpha-number codes (a 
letter followed by 4 digits) that define non-physician products, supplies, and procedures not 
included in CPT. 
 
Level III codes, also local codes, were developed by state Medicaid agencies, Medicare 
contractors, and private insurers for use in specific programs and jurisdictions. However, these 
codes were eliminated as a result of HIPAA. Medicare eliminated them from the HCPCS code 
set effective December 31, 2003. 

 
When both CPT and HCPCS code descriptions are virtually identical, the CPT code should be used. If 
they are not (one is generic and the other specific), then the more specific code should be used. An 
example is CPT 99070 – supplies and materials except spectacles.  Because there are many HCPCS 
codes assigned to specific supplies or materials, you should look for a HCPCS code before using 99070. 

http://www.aapc.com/resources/medical-coding/cpt.aspx
http://www.ama-assn.org/
http://www.ama-assn.org/
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Another example is vaccine administration coding. Both HCPCS and CPT have codes for this service; 
however the CPT manual specifically excludes Medicare patients under the immunization 
administration codes and directs the use of HCPCS “G” codes instead (see Appendix 14 for procedure 
codes used with immunizations). 
 

Immunization Cost Codes 

HEPATITIS B The Medicare deductible  
& co-payment must be paid. 

90740, 90746, or 90747 (vaccine) 
G0010 (administration) 

Level I – CPT® codes 
Current Procedural Terminology (CPT®) is a registered trademark for a set of codes developed 
and maintained by the AMA’s CPT® Editorial Panel. In order to be active, the codes must be 
widely accepted, have a proven clinical efficacy and, if regarding a drug or device, that 
drug/device must be FDA approved (or imminent within the approval cycle – such as new 
vaccines). A relative value unit is then assigned, and CMS approves the code set and publishes it 
in the Federal Register as the "Medicare Physician Fee Schedule" (go 
to http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/How-to-MPFS-Booklet-ICN901344.pdf for full instructions). 
The codes are effective every January 1st, and deletions of codes and modifications or 
descriptions are also effective at that time. You must purchase this code set from the AMA or 
other medical coding publishers.  They are not available for free. There is a Corrections Errata 
(see Appendix 15) that is published quarterly. 
 
Wisconsin requires their use by statute: 

Wisconsin Statute 
  Current procedural terminology code changes.  

In this section, "current procedural terminology code" means a number established by the 
American Medical Association that a health care provider puts on a health insurance claim form to 
describe the services that he or she performed.  
  If an insurer changes a current procedural terminology code that was submitted by a health care 
provider on a health insurance claim form, the insurer shall include on the explanation of benefits 
form the reason for the change to the current procedural terminology code and shall cite on the 
explanation of benefits form the source for the change.  

Category I 
The codes are numeric codes commonly referred to as the “CPT® codes”.  They are used to 
report standard services.   

 
2013 codes: 

Anesthesia    00100 – 01999 
Integumentary system   10021 – 19499 
Musculoskeletal system    20000 – 29999 
Respiratory and Circulatory system 30000 – 39599 
Digestive system    40490 – 49999 
Genitourinary system   50010 – 59899 
Nervous system   60000 – 69990 
Radiology    70010 – 79999 
Pathology/Laboratory   80047 – 89398 
Medicine    90281 – 99607 
Evaluation & Management (E&M) 99201 – 99499 

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/How-to-MPFS-Booklet-ICN901344.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/How-to-MPFS-Booklet-ICN901344.pdf
https://docs.legis.wisconsin.gov/document/statutes/632.726
https://docs.legis.wisconsin.gov/document/statutes/632.726
https://docs.legis.wisconsin.gov/document/statutes/632.726(2)
https://docs.legis.wisconsin.gov/document/statutes/632.726(2)
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Vaccine Early Release Program1 
In recognition of the public health interest in vaccine products, the Panel has agreed that new 
vaccine product codes should be published prior to FDA approval. These codes are indicated 
with the ( ) symbol and will be tracked by the AMA to monitor FDA approval status.  
Once the FDA status changes to approval, the ( ) symbol will be removed. The new 
vaccine product code(s) will be available through a bi-annual electronic release in January 
and July in a given CPT cycle to facilitate immunization reporting.  The schedule, through 
2016, is listed below (Figure 3). 

 
Figure 3 - AMA Early Release Schedule 

Category II 
Prior to 2004, these alpha-numeric codes (4 digits followed by the letter F) were known as 
“local codes,” but are now referred to as “performance measurement” codes and are currently 
optional. These codes should carry no charge and are just reported for information. 
 
The 2013 codes: 

Quality Measures    0001F-0015F 
Care according to Prevailing Guidelines   0500F-0584F 
Elements of History/Review of Systems   1000F-1505F 
Elements of Examination    2000F-2060F 
Findings from Diagnostic/Screening Tests  3006F-3763F 
Therapies Provided (including Preventive Services) 4000F-4563F 
Results Conveyed and Documented    5005F-5250F 
Elements related to Patient Safety Processes  6005F-6150F 

Category III 
These codes are structured the same way as Category II codes.  They are reimbursable (if 
payer benefit covers the service) codes used to designate newly emerging technologies and to 
track their usage in the medical community. Because these codes are needed as the 
technology becomes available, they are updated semi-annually in January and July in an 
early release program (see Figure 1). Category III codes are temporary codes and will be 

                                                           
1AMA - http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/cpt/about-cpt/category-i-vaccine-
codes.page  

http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/cpt/about-cpt/category-i-vaccine-codes.page
http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/cpt/about-cpt/category-i-vaccine-codes.page
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updated to a Category I code only if they meet the Category I requirements as described 
above. If a Category III code is not upgraded to a Category I code within five years, it may 
be renewed for another 5 years by action of the CPT Editorial Panel or it will automatically 
be removed from the CPT book  
 
When a Category III code is assigned, it must be used in place of the unlisted procedure 
code.  The use of a Category III code, unlike the unlisted procedure code, permits data 
collection to substantiate widespread usage of the specific procedure or service that is in the 
FDA approval. 
 
The 2013 codes are not sectioned.  The code range is 0019T to 0328T. 

Level II – HCPCS codes 
Healthcare Common Procedure Coding System (HCPCS) are alpha-numeric codes, established 
by CMS’s Alpha-Numerical Editorial Panel, used to report non-physician services.  They are 
updated quarterly and are distributed by CMS.  You can download these codes for free from 
CMS at http://www.cms.gov/Medicare/Coding/HCPCSReleaseCodeSets/Alpha-Numeric-
HCPCS.html.  These are divided into categories: 
 

Transportation services    A0021 – A0999 
Enteral and Parenteral Therapy   B4000 – B9999 
Outpatient Prospective Payment System (PPS)  C1300 – C9899 
Durable Medical Equipment    E0100 – E9999 
Procedures/Professional Services (Temporary)  G0008 – G9156 
Alcohol and Drug Abuse Treatment Services  H0001 – H2037 
Drug Codes     J0120 – J8499 
Temporary Codes     K0000 – K9999 

(use when a permanent DME code is unavailable) 
Orthotic Procedures and Devices   L0000 – L4999 
Medical Services     M0000 – M0301 
Pathology and Laboratory Services   P0000 – P9999 
Temporary Codes     Q0035 – Q9968 

(use when permanent supply, drug or biological code is unavailable) 
Diagnostic Radiology services   R0000 – R5999 
Temporary National (non-Medicare) Codes  S0000 – S9999 

(developed for Blue Cross/Blue Shield – ok for private & Medicaid but not Medicare use) 
National State Medicaid Codes   T1000 – T9999 
Vision Services     V0000 – V2999 
Appendix 1 – Table of Drugs and Biologicals by name (for ease of look-up) 
 

HCPCS used to include dental codes (D0001 – D9999), but the American Dental 
Association, who holds the copyright to dental codes, ordered CMS to remove them. 

Modifiers 
The procedure codes define a specific service.  A modifier is a two digit, alpha-numeric code that 
is added to the end of a procedure code to clarify a service without changing the procedure code.  
The modifier is used in the second section of Box 24D (Figure 4).  Up to 4 modifiers are 
allowed per procedure code, however most claim processing systems only recognize the first 
position.  If more than four modifiers apply, enter modifier 99 in the first modifier field.  In the 
narrative field (item 19 on the claim form), list all modifiers in the correct ranking order, being 
sure to identify to which detail line or procedure code the modifiers apply. 

http://www.cms.gov/Medicare/Coding/HCPCSReleaseCodeSets/Alpha-Numeric-HCPCS.html
http://www.cms.gov/Medicare/Coding/HCPCSReleaseCodeSets/Alpha-Numeric-HCPCS.html
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Figure 4 - Box 24D on CMS 1500 

The modifier can indicate a change in reimbursement or benefit, denote an anatomical site and 
prevent the appearance of duplicate billing or unbundling.  Each code-set has its own set of 
modifiers.  (see Appendix 16) 
 

CPT® Modifiers 
There are 38 modifiers for CPT® codes.  The most relevant to an LHD would be: 

Code Description 
25 Significant, separately identifiable E&M service by the same physician or other  qualified 
health care professional on the same day of the procedure or other service. 
33 Preventive Services 

 
HCPCS Modifiers 
There are 319 modifiers for the HCPCS codes.  The most relevant to an LHD might be: 

Code Description 
JB Administered subcutaneously 
JW Drug amount discarded/not administered to any patient 
SA Nurse practitioner rendering service in collaboration with a physician 
SL State supplied vaccine 

 

Figure 5 is an example of billing using a modifier to indicate the funding of the vaccine 
used for a patient. In the first case, the SL modifier is telling the payer that the vaccine 
used for the service was funded by the state, and therefore, you are not expecting, nor are 
you entitled to, reimbursement. It also explains the $0 charge. Even though you are not 
charging for that vaccine, you still need bill for it for the following reasons: 

• the administration fee makes sense and doesn’t cause follow-up, and 
• you and the payer have a record in your database for reporting purposes. 

When billing privately purchased vaccine, remove the modifier because you do want 
reimbursement. 
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Figure 5 - Example of Billing with Modifier 

 

Many payers will list the current vaccines they cover with procedure codes on their websites, 
usually under their medical policy section. Figure 6 is an example from United Healthcare for 
2013: 

 
Figure 6 - UnitedHealthCare Vaccine Codes 

Diagnosis Codes (Dx) 
Diagnosis codes2 identify the disease process, an injury or some other condition that defines why 
a service is being rendered.  When submitting a claim for professional services (CMS 1500), 
there can be up to four active diagnosis codes listed in Box 21, fields 1-4 (Figure 7). In Box 24, 
field E, the field number of the diagnosis for the service being billed is entered. 

 
Figure 7 - Box 21 (1-4) and 24E on CMS 1500 

                                                           
2 Diagnosis graphics from free e-book site: http://www.ebookxp.net/ac848faedf/jur01854_ch02_049-098.in.html 

http://www.ebookxp.net/ac848faedf/jur01854_ch02_049-098.in.html
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ICD-9 Coding 
Diagnosis codes identify the disease process, an injury or some other condition that defines why 
a service is being rendered.  This code set is called the International Classification of Diseases, 
Ninth Revision, Clinical Modification (ICD-9-CM or just ICD-9). This system is maintained by 
the National Center for Health Statistics (NCHS) and CMS.  These codes are used world-wide 
under the auspices of the World Health Organization (WHO).  Its purpose was originally to track 
mortality (death) and morbidity (disease incidence rates).  The 9th edition was developed to meet 
additional statistical needs. 

ICD-9 Official Guidelines 
The information referred to as the Official Guidelines are made up of three volumes: 

 
Volume 1/Diseases and Injuries: Tabular List is a listing of all the diseases, 
conditions, etc., in alphabetic order (see Figure 8).  This volume has three sections: 

1. Diagnosis codes 
2. The supplementary classification of non-disease factors and external causes of 

injury and poisoning. 
3. Appendices 

a. Morphology of Neoplasms 
b. Deleted effective October 2004 
c. Classification of Drugs by American Hospital Formulary Services List 
d. Classification of Industrial Accidents According to Agency 
e. List of Three-Digit Categories 

 
Figure 8 - ICD-9 Volume 1 Sample Page 

Volume 2/Diseases and Injuries: Alphabetic Index is a listing of all codes by their 
code (see Figure 9).  This volume is in three sections: 

1. Alphabetic Index to Diseases and Injuries 
2. Table of Drugs and Chemicals 
3. Alphabetic Index to External Causes of Disease and Injuries 
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Figure 9 - ICD-9 Volume 2 Sample Page 

Volume 3/Procedures: Tabular List and Alphabetic Index is a compilation of 
procedure codes used for inpatient hospital billing only. 
 

These are usually purchased as either Volumes 1 & 2, or all three volumes – the latter needed 
only for hospital inpatient coding. Hard copy volumes usually contain the lists in backwards 
order, Volume 2 coming before Volume 1. This supports the process of coding discussed next. 

ICD-9 Code Structure 
The main ICD-9 codes are either three (3), four (4) or five (5) numeric digits, ranging from 001 
(cholera) to 999.9 (other and unspecified complications of medical care, not elsewhere 
classified). 
 
The three digit code is the base code. 

Base code 
• represented by three digits from 001 to 999 
• may be used as the Dx code if no other factors apply. 

4th Digit 
• represented by using a decimal point and adding the 4th digit, as in 376.0 
• indicated in manual by a notation or box such as  4th  
• if present, must be used 

5th Digit 
• represented by the addition of a decimal and 4th and 5th digits, as in 376.11 
• indicated in manual by a notation or box such as  5th  
• if present, must be used 

 
Any of these levels may have other notations or punctuation that further indicate action.  These 
notes are often displayed with a graphic in order to stand out.  For example: 

 
Include or Exclude followed by a message or code. Examples in V and E codes below. 
 
TIP or CPT Asst – these can be an instructional note or further specification of what is 
included in the code. Examples are V403.89 and E001.1 below. The CPT Asst will only 
give a volume number and publication date. You have to have a CPT Assistant 
subscription in order to see the actual information, as this too is copyrighted by the AMA. 
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Many publications have other graphics for age, new codes, deleted codes, revised codes, etc. 
 
There are two variations on the format where the base code begins with either a V or an E. 
 

V codes are supplementary classification factors influencing health status and contact 
with health services.  These range from V01 (contact with or exposure to communicable 
disease) to V91.99 (other specified multiple gestation, unable to determine the number of 
placentas and number of amniotic sacs) and are used to indicate a patient who: 

• is not currently sick (e.g. preventive care) 
• has a known disease but the encounter is for specific treatment (e.g. 

chemotherapy), or 
• has a problem that influences health status (e.g., population status such as puberty 

- V21.1). 
An example of the structure is similar to the numeric codes: 

V03 – need for prophylactic vaccination and inoculation against bacterial disease 
Excludes: vaccination not carried out (V64.00-V64.09) 
     vaccines against combinations of diseases (V06.0 – V06.9) 
V03.8 – other specified vaccinations against single bacterial diseases 
 V03.89 – other specified vaccination 
  Tip:  assign for vaccination against Lyme disease 

 
E codes are supplementary classification of external causes of injury and poisoning.  
These range from E000 (external cause status) to E999 (late effect of injury due to war 
operations and terrorism).   
 
E codes are only classified to the 4th digit, so there is never a 5th digit.  An example is: 

E001 – activities involving walking and running 
 Excludes: walking an animal (E019.0) 
   Walking or running on a treadmill (E0090) 

E001.1 – walking, marching, hiking 
  Walking, marching, hiking on a level terrain 
  Excludes: mountain climbing (E004.0) 

Dx codes for vaccination services are mostly in the V01-V06 (Persons with Potential Health 
Hazards Related to Communicable Diseases). 

ICD-10 Coding 
Effective October 1, 2014, ICD-9 will be replaced with the ICD-10 coding system, as mandated 
by HIPAA 1996. A number of other countries have already moved to ICD-10, including:  

United Kingdom (1995); 
France (1997); 
Australia (1998); 
Germany (2000); and 
Canada (2001). 

The reasons for the change are many and will not be discussed here.  Suffice to say, the new 
code structure brings more intelligence to a code, creating almost 20% more codes.  Elements 
that used to be designated with modifiers, such as RT (right) or LT (left) are now built into the 
code.  American spelling of medical terms is being used.  Documentation will also be affected: 
● Codes must be supported by medical documentation 
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● ICD-10-CM codes are more specific 
● Requires more documentation to support codes 
● Expect a 15% increase in documentation time (per AAPC). 

 
The main differences, besides structure, are: 

ICD-9    ICD-10  
14,019 available codes    68,103 available codes3  
Limited space for new codes    Flexible for adding new codes  
Lacks detail    Very specific  

 
As with ICD-9, there are two code sets4: 

 
ICD-10-CM is for use in all U.S. health care settings. 

ICD-10-PCS is for use in U.S. inpatient hospital settings only.  There are 3,824 ICD-9 
codes compared to 72,589 ICD-10 codes.  Note: This will not be discussed in this document 
since it is not relevant to LHD coding. 

ICD-10 Official Guidelines 
ICD-10 doesn’t change the essence of Official Guidelines.  The basic structure is retained as 
demonstrated in Figure 10. 

 

 
Figure 10 - ICD-10 Manual Contents Page 

Volume 1/Diseases and Injuries: Tabular List is structured similarly to ICD-9-CM 
(Figure 11), with minor exceptions:  

                                                           
3  http://www.multiplan.com/ICD10_HIPAA5010/pdf/ICD-10_InfoBulletin_Clients_January%202013.pdf 
4  ICD-10 information from CMS website 
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• A few chapters have been restructured 
• Sense organs (eye and ear) are separated from Nervous System chapter and 

moved to their own chapters 

 
Figure 11 - ICD-10 Volume 1 Sample Page 

Volume 2/Diseases and Injuries: Alphabetic Index – as seen in Figure 12, this volume 
remains the same as ICD-10. 

1. Alphabetic Index of Diseases and Injuries 
2. Alphabetic Index of External Causes 
3. Table of Neoplasms 
4. Table of Drugs and Chemicals 
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Figure 12 - ICD-10 Volume 2 Sample Page 

 
Volume 3/Procedures: Tabular List and Alphabetic Index – this is also unchanged 
and will not be discussed here as it is for inpatient hospital billing only. 

ICD-10 Code Structure 
The coding structure (Figure 13) is the biggest change in coding.  These codes provide greater 
specificity to identify disease etiology, anatomic site, and severity.  Like the ICD-9, there are 
three levels5: 

 
Characters 1-3  Category  
Characters 4-6  Etiology, anatomic site, severity, clinical detail  
Characters 7  Extension  
 

  
Figure 13 - Code Structure Comparison 

Differences between the code structures 

                                                           
5  http://www.ncvhs.hhs.gov/091210p06b.pdf 
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ICD-9 ICD-10 

3 – 5 characters 5 – 7 characters 
1st character is numeric 
 (except for V & E codes) 

1st character is alpha 
All letters used except for “U” 

2nd – 5th characters are numeric 
 (except for F or T in 5th for limited codes) 

2nd – 7th characters are alpha or numeric 

Use of 0 as placeholder “X” used as a 5th character placeholder 
in certain 6 character codes to allow for 
future expansion and to fill in other 
empty characters (e.g., character 5 
and/or 6) when a code that is less than 6 
characters in length requires a 
7th character 

 Alpha characters not case 
sensitive 

 
Similar to HCPCS Level II codes, ICD-10 codes begin with an alpha character that defines the 
chapter: 

ICD-10 
1st character Classification 

A-B Infectious/Parasitic Diseases  
C Neoplasms  
D Diseases of Blood/Blood-Forming Organs  
E Endocrine, Nutritional, and Metabolic Diseases  
F Mental and Behavioral Disorders  
G Diseases of the Nervous System  
H Diseases of the Eye, Adnexa, Ear and Mastoid Process  
I Diseases of the Circulatory System  
J Diseases of the Respiratory System  
K Diseases of the Digestive System  
L Diseases of Skin and Subcutaneous Tissue  
M Diseases of Musculoskeletal System  
N Diseases of the Genitourinary System  
O Pregnancy, Childbirth, and the Puerperium  
P Certain conditions originating in perinatal  
Q Congenital malformations, deformations, and chromosomal abnormalities  
R Symptoms, signs, and abnormal clinical and laboratory findings, not elsewhere classified  

S-T Injury, poisoning, certain other consequences of external causes  
U no codes listed - will be used for emergency code additions 

V-Y External causes of morbidity  
Z Factor influencing health status 

 
The following example shows the more detailed information gained through the added 
characters. You can see the specificity of ICD-10 noted in italics.  

ICD-9 
813.45 Torus fracture of radius (alone) 

Excludes torus fracture of radius and ulna (813.47) 
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NOTE: 813 alone is the fracture of radius, lower end, closed 

ICD-10 
S52 Fracture of forearm  

The appropriate 7th character is to be added to all codes from category S52 [unless 
otherwise indicated]. 
A    Initial encounter for closed fracture 
B    Initial encounter for open fracture type I or II 
C    Initial encounter for open fracture type IIIA, IIIB, or IIIC 
D    Subsequent encounter for closed fracture with routine healing 
E    Subsequent encounter for open fracture type I or II with routine healing 
F    Subsequent encounter for open fracture type IIIA, IIIB, or IIIC with routine 
healing 
G    Subsequent encounter for closed fracture with delayed healing 
H    Subsequent encounter for open fracture type I or II with delayed healing 
J    Subsequent encounter for open fracture type IIIA, IIIB, or IIIC with delayed 
healing 
K    Subsequent encounter for closed fracture with nonunion 
M   Subsequent encounter for open fracture type I or II with nonunion 
N    Subsequent encounter for open fracture type IIIA, IIIB, or IIIC with nonunion 
P    Subsequent encounter for closed fracture with malunion 
Q    Subsequent encounter for open fracture type I or II with malunion 
R    Subsequent encounter for open fracture type IIIA, IIIB, or IIIC with malunion 
S    Sequela 

S52.5 Fracture of lower end of radius  
S52.52 Torus fracture of lower end of radius  

S52.521 Torus fracture of lower end of right radius  
S52.521A Torus fracture of lower end of right 
radius, initial encounter for closed fracture  

 
Dummy Placeholder 
Next is an example of using the X placeholder. The diagnosis in the medical record is glaucoma 
secondary to drugs, right eye, and severe stage. Note below that the entry for the base code 
requires a 5th digit.  Additionally, there is a box indicating options for the required 7th digit. But 
there is no code available with a 6th digit. The code H40.61 is the most appropriate and the use of 
a 7th digit of “3” is needed to indicate the stage. Since there is no 6th digit available in the coding 
structure, an X is placed as a dummy placeholder before the 7th digit. This same logic applies to 
any missing 5th or 6th digit as well and is required when applicable. 
 
Code will be:  H40.61X3 

 
5thH40.6 Glaucoma secondary to drugs 

The appropriate 7th character is to be 
assigned to each code in subcategory 
H40.6, to designate the stage of glaucoma: 
0   stage unspecified 
1   mild stage 
2   moderate stage 
3   severe stage 
4   interminate stage 

x7th H40.60   Glaucoma secondary to drugs, unspecified eye 
x7th H40.61   Glaucoma secondary to drugs, right eye  
x7th H40.62   Glaucoma secondary to drugs, left eye  
x7th H40.63   Glaucoma secondary to drugs, bilateral 

 
Immunization Code 
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The new code is great for LHD’s – there is a single code for use with vaccination services! 
 

Z23 Encounter for immunization 
     Code first any routine childhood examination 
NOTE Procedure codes are required to identify the types of immunizations given 

 
The following ICD-10-CM Index entries contain back-references to vaccinations:  

Admission (for) - see also Encounter (for) 
Prophylactic (measure) 

vaccination Z23 
Immunization - see also Vaccination 

encounter for Z23 
Prophylactic 

vaccination Z23 
Vaccination (prophylactic) 

encounter for Z23 
 

Stay Up-to-date on Codes 
The following webpage (Figure 14) contains updates on ICD-9, ICD-10 and HCPCS code sets.  
You can sign-up for automatic an email notice when a change is posted.  Go 
to http://www.codingupdates.com/  

 

 
Figure 14 - Code Updates Website 

Place of Service Codes 
Place of Service (POS) codes (Appendix 17) are used to indicate where the service was rendered 
(Figure 15). They are only used on professional claims. POS codes most likely used by a LHD are: 

Code Description 
18 Place of Employment – Worksite 
60 Mass Immunization Center 
70 Public Health Clinic 

 

http://www.icd10data.com/ICD10CM/Index
http://www.icd10data.com/ICD10CM/Index/A/Admission
http://www.icd10data.com/ICD10CM/Index/I/Immunization
http://www.icd10data.com/ICD10CM/Index/V/Vaccination
http://www.icd10data.com/ICD10CM/Index/P/Prophylactic
http://www.icd10data.com/ICD10CM/Index/V/Vaccination
http://www.codingupdates.com/
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Figure 15 - Box 24B on CMS 1500 

 
For a summary of all codes relative to immunization services – see Appendix 18. 

Billing 

Formats 
There a three formats used in provider billing: 

• Superbill 
• CMS 1500 paper claim 
• 837 electronic format claim 

The Superbill has traditionally been used by smaller provider practices. It is no longer recommended; 
though some payers will accept it. 

Superbill 
The Superbill was created to allow practitioners to quickly and efficiently create a billing record for each 
patient.  There is no standard format.  These documents are usually created based on the most common 
services provided in that specific practice.  Appendix 19 is a sample of a common Superbill6.  This 
example is a two sided document with patient information and services (procedure codes) on the front 
and the diagnosis codes (ICD-9) on the back.  The provider just checks the appropriate box(s), and their 
office can then complete the billing portion at the top of the form and submit to a payer. 
 
It should be noted that the same template has expanded from the billing/services page with a single 
diagnosis page to a billing/services page plus eight pages of ICD-10 codes. 
 
Figure 16 demonstrates the options a Superbill for a family practice might have for immunization 
services, including the vaccine and administration codes: 

                                                           
6  AAPC sample of an AAFP Superbill template 



Section 4 – Claim Submission 
 

Page 20 of 26 
 

 
Figure 16 - Superbill vaccine options 

CMS 1500 (8/05) Paper Claim Form 
The CMS 1500 (v 8/05) claim form (Appendix 20) is the industry standard for professional services, as 
opposed to facility billers where the UB-04 is used.  It is designed and maintained by the National 
Uniform Claim Committee.7  The forms must be printed in Flint OCR Red, J6983 (or exact match) ink.  
The majority of payers will scan the form on arrival at the claims processing location, so the forms need 
to be Optical Character Recognition (OCR) ready.  Provider can obtain their supply by contacting the 
U.S. Government Printing Office at 1-866-512-1800 or any of many online vendors. 
 
These forms are required by statute in Wisconsin. WI Statute 632.75 ordered the OCI to require 
standardized health insurance claim forms, and in 1993, the OCI Administrative Code Ins. 3.65 did just 
that. 
 
The Administrative Simplification Compliance Act (ASCA) prohibits payment of services or supplies 
not submitted to Medicare electronically, with limited exceptions. LHD’s meeting one or more of the 
situations below would be able to submit the CMS 1500. 

• Small provider -- Medicare considers all physicians, practitioners, facilities, or suppliers 
with fewer than 10 FTEs and who are required to bill a Medicare Part B contractor to be 
small providers; 

• Roster billing of inoculations or immunizations covered by Medicare; 
• Medicare secondary payer (MSP) claims when there is more than one primary payer, and 

one or more of those payers made an "Obligated to accept as payment in full" 
adjustment; 

                                                           
7 http://www.nucc.org/images/stories/PDF/version_0212_cms_1500.pdf 
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• Disruption in electricity or communication connections outside of a provider's control 
expected to last more than two business days (e.g., providers affected by Hurricane 
Katrina); 

• Claims from providers who submit fewer than 10 claims per month on average during a 
calendar year.  

 
Providers self-assess to determine if they meet one or more of these situations and do not need to submit 
a waiver request when they meet one or more of these situations. 
 
Completing the form is fairly straight forward once all your information has been gathered.  There are 
numerous instructions on the Web in completing the CMS 1500 for submission, including the following: 

• CMS: http://www.cms.gov/Regulations-and-
Guidance/Guidance/Transmittals/downloads/R1393CP.pdf  

• CMS: http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/downloads/form_cms-1500_fact_sheet.pdf  

• Forward Health: https://www.forwardhealth.wi.gov/kw/pdf/2006-95.pdf  
• NUCC: http://www.nucc.org/images/stories/PDF/claim_form_manual_v8-0_7-12.pdf  

 

ASC X12N 837: Professional Claim 
HIPAA 1996 mandated HHS to adopt standards for all administrative and financial health care 
transactions between covered entities, which essentially includes all health plans, providers as well as 
Medicare and Medicaid. A crosswalk (Appendix 21) is used to compare the CMS 1500 fields to the 
837P. 

The HIPAA standards adopted the format defined by the Accredited Standards Committee (ASC) X12.  
A subcommittee for insurance defined the X12N standards related to health care.  Very complex and 
detailed (768 pages in the 837 guide) documents called “implementation guides” are used to define 
every field and character of an electronic file.  There is a separate guide for each of the formats (Figure 
17 below) that transfer health care data electronically.  Additionally, there are multiple versions of the 
X12, with the current version being 005010. 

Transaction Description 
270 Health Plan Eligibility Inquiry 
271 Health Plan Eligibility Response 
276 Claim Status Request 
277 Claim Status Response 

278(Q/R) Referral Request and Response 
820 Health Plan Premium Payment 
834 Health Plan Enrollment 
835 Health Care Claim Payment 

837(I) Health Care Claim and COB: Institutional 
837(D) Health Care Claim and COB: Dental 
837(P) Health Care Claim and COB: Professional 

275 Additional Information to support a health care claim or Encounter 
277 Claim Request for Additional Information 

http://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/downloads/R1393CP.pdf
http://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/downloads/R1393CP.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/form_cms-1500_fact_sheet.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/form_cms-1500_fact_sheet.pdf
https://www.forwardhealth.wi.gov/kw/pdf/2006-95.pdf
http://www.nucc.org/images/stories/PDF/claim_form_manual_v8-0_7-12.pdf
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997 Functional Acknowledgement for Health Care Insurance 
999 Implementation Acknowledgement 

277CA Health Care Claim Acknowledgement 
Figure 17 - HIPAA Transactions 

When referring to the relationship between entities that trade electronic data, such as an LHD and a 
payer, the term is “trading partner.” While the implementation guides lay out required elements, there is 
allowance for situational scenarios, so each trading partner has a “companion guide” to supplement 
implementation guide with all the situational items defined for their particular needs.  Figure 18 
demonstrates that a procedure code is required, along with the type of code being used (HC=HCPCS), 
but the modifier () is situational and only used if applicable. 

 
Figure 18 - Required vs Situational Data 

Most trading partners post their “companion guides” on their websites. Figures 19 and 20 show where 
to go for Medicaid guides from Forward Health’s homepage. 
 

 
Figure 19 - Forward Health Companion Guide link 
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Figure 20 - Forward Health 837 Professional Claim Companion Guide 

Because there are so many “companion guides” and it would be impossible for providers to keep up 
with every change, clearinghouses are often employed as a middleman in the transfer of data.  
Clearinghouses may receive non-standard transactions from a provider, but they must convert these into 
standard transactions for submission to the health plan. Similarly, if a health plan contracts with a 
clearinghouse, the health plan may submit non-standard transactions to the clearinghouse, but the 
clearinghouse must convert these into standard transactions for submission to the provider. 

A "direct data entry" process, where the data is directly keyed by a health care provider into a health 
plan’s computer using dumb* terminals or computer browser screens, would not have to use the format 
portion of the standard, but the data content must conform. 

* A dumb terminal consists of a monitor and keyboard that allows for data input and screen 
output and no data processing capability.  It is connected to another, intelligent computer or 
system for actual processing.  Dumb terminals are used by airlines, banks, and other such firms 
for inputting data to, and recalling it from, the connected computer. 

Submission 

Paper 
Paper claims should be sent to the address indicated on the member’s ID card.  Addresses vary 
according to whether or not the payer has a third-party vendor that will transfer the claims from paper to 
electronic formats using OCR, if there is a clearinghouse involved, or if there is a re-pricing entity (e.g. 
PPO) involved.  These variations are at the group level, so looking at the ID card is imperative. 

Immunization Specific Tips 
Medicaid 

Forward Health has a detailed description of how to fill out the CMS 1500 claim form in 
the online manual by selecting (Figure 21): 

Provider/HealthCheck/Claims/Submission/1500 Health Insurance Claim Form 
Completion Instructions for HealthCheck Services. 

http://www.businessdictionary.com/definition/bank.html
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Figure 21 - Forward Health Claim Submission Instructions 

Topic #517 (Usual and Customary Charges) clearly states: 
Providers may not discriminate against BadgerCare Plus or Medicaid members by 
charging a higher fee for the same service than that charged to a private-pay 
patient. 

This means that an LHD cannot provide “free” services to an uninsured person, if they 
are charging Medicaid (or Medicare) a greater amount.  The charge must be the same to 
all and if the person cannot pay, work within their hardship policy to resolve the issue. 
 
Topic #4572 (1500 Health Insurance Claim Form Completion Instructions for 
HealthCheck Services) 

Some immunizations, based on patient age, will not be covered under HealthCheck 
unless they are correctly billed. For instance, there are two Hepatitis A codes (Figure 
22).  Code 90633 is the pediatric/adolescent dose and is found on the Medical Services 
fee schedule if the rendering provider type is 72 (HealthCheck). However, the adult 
version, 90632, is only payable if the rendering provider type is 9 (NP), 10 (PA) or 31 
(MD). In order to receive reimbursement for both, the correct information must on the 
CMS 1500. 
 

906321 Hepatitis A vaccine, adult dosage, for intramuscular use 
906331 Hepatitis A vaccine, pediatric/adolescent dosage-2 dose schedule, for intramuscular use 

Figure 22 - Hepatitis A codes 

 
Element 24J — Rendering Provider ID # (see Figure 23) 
In the case of procedure code 90632, the NPI used must be one with the rendering 
provider types, not the LHD. 
 
In the case of procedure code 90633, since the LHD is a provider type 72, no additional 
NPI must be entered here. 

Element 33 — Billing Provider Info and Phone Number 
This can be the LHD’s information for both, since a HealthCheck provider is enrolled as 
a “rendering/billing” provider. 
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Element 33a — NPI 
Enter the NPI of the billing provider or the LHD. 
 

 
Figure 23 - Billing vs Rendering Provider 

Electronic Claim 
Each payer and/or clearinghouse will have their own process to sign up for EDI transactions.  Figures 
24 and 25 demonstrate how to sign up directly with a payer like WPS. Each step has a hyperlink to the 
required forms and requirements for each step. With all trading partners, you will have to sign a “trading 
partner agreement” and supply test files before you can be operational with them. You will, no doubt, 
need IT support in this process. 

 
Figure 24 - WPS EDI Claim Filing Process 

For instance, Step 2 gives you options for submission methods for commercial claims: 
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Figure 25 - WPS EDI Submission options 

Since you won’t find one source with all of the connections you need, you will want to look for a 
clearinghouse or billing software company that has the majority of payers to whom you submit claims 
on their “payer list.” Most of these vendors have a link listing payers, where you see if your major 
payers are included.  Appendix 22 is an example of the Gateway EDI Clearinghouse Payer List for 
Wisconsin payers using the search options on Figure 26. 

 
Figure 26 - Gateway EDI Clearinghouse Payer List Report 

Medicaid Note: According to DHS 106.03(5)(c)2, Wis. Admin. Code, contracts with outside billing services or 
clearinghouses may not be based on commission in which compensation for the service is dependent on 
reimbursement from BadgerCare Plus. This means compensation must be unrelated, directly or indirectly, to the 
amount of reimbursement or the number of claims and is not dependent upon the actual collection of payment. 

 

Wisconsin Department of Health Services  
Division of Public Health 

 P- 00536-Section4 (Rev 09/13) 
  

 

http://folio.legis.state.wi.us/cgi-bin/om_isapi.dll?&infobase=code.nfo&jump=dhs%20106.03(5)(c)2.
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