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Helping Ohioans Move, Expanding Choices
Ohio’s “Money Follows the Person” Demonstration Project
Claim Form Instructions
SERVICES MUST BE BILLED WITHIN 90 DAYS OF SERVICE DATE
PARTICIPANT’S FULL NAME:  Enter the participant’s full name as shown on the medical card
PARTICIPANT’S MEDICAID NUMBER: Enter the twelve (12) digit number found in the column marked “Billing Number” on the Ohio Medicaid  Card for the individual who received services
PROVIDER’S NAME: Enter the full name of the provider rendering services
PROVIDER NUMBER: Enter the provider number that begins with HC

PHONE NUMBER: Enter in the provider telephone number with area code
 For Lines 1 to 8:
DATE(S) OF SERVICE: Enter in the six-digit date(s) of service (MMDDYY).  Enter all six-digits consecutively without dashes, slashes, or spaces.  Example 100108 for the date October 1, 2008
NOTE: A separate line is required for each service code/modifier being billed.  Example: if billing for nursing services using modifiers N2 and N3 two lines would be billed using the same date of service
BILLING CODE: Enter the appropriate billing code for services rendered.                
 Refer to OAC rule 5101:3—51-06  - Program reimbursement rates and billing procedures
MODIFIER: In certain instances a two character modifier will be required depending on the services.  Enter in the appropriate modifier for services rendered
Refer to OAC rule 5101:3—51-06  - Program reimbursement rates and billing procedures
BILLING UNITS: Enter the appropriate units for services rendered
Nursing Services are billed a base rate (4 units) with additional units per 15 minutes: example  1 1/2 hr. service would equal 6 units (4 for the base rate and 2 for the additional 1/2 hour).  All other services are billed per units (one unit equals 15 minutes) except for  Communication Aids Services, and Services Animals are billed per item
TOTAL CHARGES Per Line: Multiply billing units times billing rate = total charges per line

 TOTAL CHARGES:   Enter in the total charge for all services billed on this invoice  
PROVIDER’S SIGNATURE:  The provider who rendered the services being billed must sign and date billing invoice.  This is to certify that they have rendered the services being billed
THE ATTACHED ARE BILLING EXAMPLES 
ALL SERVICES THAT YOU BILL MUST BE APPROVED ON THE

DEMONSTRATION & SUPPLEMENTAL SERVICES – SERVICE PLAN

If  you have any questions concerning billing please contact JEVS @ 1-800-610-7910

