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EXAMPLE                                                                 EXAMPLE
Ohio’s “Money Follows the Person” Demonstration Project
COMMUNITY SUPPORT COACHING
Claim Form
Consumers Name: _____AMY SHAW____________________________________
Consumers Billing number (12 digits) : 7 6 5 4 3 2 1 9 8 7 9 9    
Providers Name:      COMMUNITY SUPPORT INC.__________________________
          Provider Number:  HC 3 3 3 3               Phone # (333) 333-3333__________
	Date(s) of Service
            MM      DD      YY
	Billing
Code
	Modifier
	Billing
Units
	Total

Charges

	1
	   10      01     XX  
	HC004
	
	   4
	       25 00      

	2
	                                                      
	
	    
	     
	                                               

	3
	                                                      
	
	
	                
	                                         

	4
	                        
	
	
	
	                  

	5
	                        
	
	
	
	                  

	6
	                        
	
	
	
	                  

	7
	                        
	
	
	
	                  

	8
	                        
	
	
	
	                  

	                                                                                     TOTAL
	      25  00     


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 _____John Smith__________________________________________   Date___11/7/XX___________

Any questions regarding the payment of this claim should be directed to:  JEVS @ 1-800-610-7910.
     SERVICES MUST BE BILLED WITHIN 90 DAYS OF SERVICE DATE
Updated  11-5-08
