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Helping Ohioans Move, Expanding Choices
Ohio’s “Money Follows the Person” Demonstration Project
Claim Form
Consumers Name: ________________________________________________
Consumers Billing number (12 digits) : __ __ __ __ __ __ __ __ __ __ __ __ 
Providers Name: _________________________________________________ 
Provider Number:  HC __ __ __ __             Phone # (_____) ________________
	Date(s) of Service
              MM       DD        YY
	Billing
Code
	Modifier
	Billing
Units
	Total

Charges

	1
	                     
	
	
	
	                  

	2
	                     
	
	
	
	                                       

	3
	                     
	
	
	
	                  

	4
	                     
	
	
	
	                  

	5
	                     
	
	
	
	                  

	                                                                            TOTAL
	                  


Completion of this form required in order for provider to be reimbursed for services rendered.
 Provider Certification

This is to certify that I have rendered the above HOME Choice services.  I understand that payment and                       satisfaction of this claim will be from Federal and State funds, and that any false claims, statements or documents or concealment of a material fact, may be prosecuted under applicable Federal or State laws.
Provider’s Signature ________________________________________________________   Date______________

Any questions regarding the payment of this claim should be directed to:  JEVS @ 1-866-940-1934.
Mail to: 
JEVS Human Services

OR FAX TO:
        267-298-1350

Monroe Office Center, Suite 100
OR EMAIL TO:        betty.sloan@jevs.org
One Winding Way


                    OR:
        dina.sanz@jevs.org
Philadelphia, PA  19131-2992

SERVICES MUST BE BILLED WITHIN 90 DAYS OF SERVICE DATE
Updated 8-24-09
