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Sample CMS-1500 Claim Form

The sample CMS-1500 claim form below shows the fields to complete when using the recommended dose of NUCALA.
In this scenario, the specific payer requires providers to report using J2182 for NUCALA in Box 24D and include additional
information about NUCALA in Box 19.

4 ) mizE 4
Box 19 ﬁgﬁ 1
=17 &
. e . 0©
Per payer-specific requirements, enter HEALTH INSURANCE CLAIM FORM z
. 'APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12 (3]
NUCALA brand and generic names, NDC, PicA Pr [T
N N . 1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP. FECA OTHER | 1a. INSURED'S I.D. NUMBER (For Program in Item 1) e
HEALTH PLAN BLKLUNG
and amount administered to the patient. I Mtants ottty [ orwonon [ a0 "
\ / 2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3 PG’LIIENTEDEIRTH DVAVTE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
R T I
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Street)
sei[ ] spouse[ | onig[ ] omer[ ]
/ \ cIry STATE | 8. RESERVED FOR NUCC USE cry STATE =
<]
Box 21 E
. ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code) g
o©
. . . () z
\E nte r th e a p p ro p rl ate d I a g n OS I S COd e (S) ‘/ 9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER E
[=}
w
a. OTHER INSURED'S POLICY OR GROUP NUMBER ‘a. EMPLOYMENT? (Current or Previous) a. KNSURE%S DAJE OF BIW SEX g
[Jves  [ro P | O 2
/ \ b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLACE (state) |P- OTHER GLAIM 1D (Designated by NUGC) a
Ol [Ow | H
Box 24D . RESERVED FOR NUCC USE . OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME 'z-
w
O [Jwo g
. — - <
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN? o
Enter the appropriate HCPCS (J2182) e Lo vron oo
® it READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authoriz
a n d C PT COd es . | n C | u d e a ny a d d It I o n a | 12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessar npayment of medical benefits to the undersigned physician D:zuvl;:f for
.f‘ . h * 1 i im. | also fit to myself or to the party i t ic it
modifiers required by the payer wion:
\ / SIGNED DATE SIGNED Y
14.'2&‘[5 OEDCURHEW ILLNESS, |N;IUHY. ‘or PREGNANCY (LMP) |15. OTHER DATE MM oD Yy 16. DATES thﬁquENTDBNABLEJ‘? 'WORK IN CUﬁﬂ‘ENT %%CUPATIW
i E QuaL! QUAL ! i i ! FROM | 1 T0 i 1
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. | I 18. HOSPIT’\AAHZATKBg DATESY%ELATED TO C%ﬂENTgERVICESVV
1 i wm | ou || o
Bo X 24 E 19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, OUTSIDE LAB? $ CHARGES
T [ves [wo |
. . . 21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) T l 22, RESUBMISSION
Record the relevant diagnosis pointer . . . oo} | Sei ORiGINAL ReF O
A, B. C. D.L
from Box 21. ET T 6l n 23, PRIOR AUTHORIZATION NUMBER
B 4L K. |
/ 24. A DATE(S) OF SERVICE B. o C. D. PROCEDURES, SERVICES, OR SUPPLIES ‘ e F. DAGYS Ep'gn [ J. ‘z>
From To |PLACE (Explain 1D. RENDERING
MM DD YY MM__ DD YY_|SERVICE | EMG CPT/MHCPCS MODIFIER POINTER $ CHARGES ug" @P.\.’ QUAL. PROVIDER ID. # E
i o o . [ H
V- ™\ 01l 01125 01! 01125 luzigp |1 1 1 xxixxhool | [we &
4
o — —— : [ ——— -
Box 24G o1io01125 lo1totios| | [oesr2 | |+ | | | [ xxixxlh || [w g
g
3l -— —— ! [P ——— g
TE . 1 1 1 (§ I 1 1 1 NPI [
Document the number of billing units S T N S i S N L L 3
. . g T T T T T T T T AT I P —— &
used for each line item. N I | [ | Pl [ °
<
51T i (A ] e S
. . e : = o
Enter the appropriate number of units of AN N L N N S - - 2
. . . 1 T T T 1 1 1 i e e T
waste (if applicable) and include the JW N N N A | I S I =
. . 25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. C%PT %SI&:I&:E#H 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
modifier in Box 24D. 0og Clves [vo s L ; |
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( )
. |NCLI‘JD|NG DEGREES OR CREDENTIALS
If no amount of drug was discarded, (Lot trt o saomets o porvares
include the JZ modifier in Box 24D.
SIGNED DATE o = & & Y
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 (02-12)

Questions about CPT® or ICD coding?

Call your Access and Reimbursement Manager (ARM) or Together with NUCALA at 1-844-CALL-TwGSK
(1-844-225-5894) Monday-Friday, 8 AM to 8 PM ET

The suggestions contained on this form are compiled from sources believed to be accurate for the Medicare Part B program, but GSK
makes no representation that the information is accurate or that it will comply with the requirements of any particular Medicare
Administrative Contractor (MAC) or payer. You are solely responsible for determining the billing and coding requirements applicable
to any payer or MAC.

CPT®=Current Procedural Terminology; HCPCS=Healthcare Common Procedure Coding System; ICD=International Classification of Diseases;
NDC=National Drug Code.

*Different payers often have different billing and diagnosis code requirements. Please confirm requirements with individual payers or check with your
ARM for additional information.

Trademarks are owned by or licensed to the GSK group of companies.
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