DECEMBER 2017

5.3 1500 CLA!M FORM (02/12) COMPLETION INSTRUCTIONS,

Continued

L TEM# ' FIELD TITLE /DESCRIPTION INSTRUCTIONS
2 PATIENT'S NAME Enter the patient's full last name, first name, and middle initial.
Use commas to separate the last name, first name, and middie
inftial. A hyphen can be used for hyphenated names. Do not
use periads within the name.

If the patient uses a [ast name suffix (e.g., Jr, Sr), enter it after
the last name and before the first name. Titles (e.g., Sister, Capt,
Dr) and professional suffixes (e.g., PhD, MD, Esq) should not be

Included with the name.
3 PATIENT'S BIRTH DATE, | Enter the patient's 8-digit birth date (MM|DD|YYYY). Enter an X
SEX in the correct box to indicate sex of the patient. Only one box
can be marked., If gander is unknown, leave blank,
4 INSURED'S NAME Enter the insured's full last name, first name, and middle initial.

Use commas to separate the last name, first name, and middle
initial. A hyphen can be used for hyphenated names, Do not
use periods within the name. Do not use terms such as “Self”
or “Same” if the patient Is also the insured.

If the insured uses a last name suffix (e.g., Jr, 5r), enter It after
the last name and before the first name, Tltles (e.g., Sister, Capt,
Dr) and professional suffixes (e.g., PhD, MD, Esq) should not be
Included with the name.

5 PATIENT'S ADDRESS Enter the patient’s malling address. This field has 3 lines -- the
first line is for the street address; the second line, the city and
state; and the third line, the ZIP code. “Patient’s Telephone” is
not used in processing and Is not required by Highmark.

Do hot use punctuation (l.e., commas, periods) or other
symbols In the address (e.g., 123 N Main Street 101 instead of
123 N. Main Street, #101). Report a 5 or 9-digit ZIP code. Enter
the 9-digit ZIP code without the hyphen.

6 PATIENT Enter an X in the correct box to indicate the patlent's
RELATIONSHIP relationship to insured. Only one box can be marked.
TO INSURED

7 INSURED’S ADDRESS Enter the insured’s address. If Item #4 is completed, then this
field should also be completed. This field has 3 lines — the first
line is for the street address; the second ling, the city and state;
and the third line, the ZIP code. “Insured’s Telephone” is not
used in processing and is not required by Highmark.

Do not use punctuation {Le., commas, periods) or other
symbols in the address (e.g., 123 N Main Street 101 Instead of
123 N. Main Street, #101). Report a 5 or 9-digit ZIP code. Enter
the 9-digit ZIP code without the hyphen.

Continued on next page
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DECEMBER 2017

5.3 1500 CLAIM FORM (02/12) COMPLETION INSTRUCTIONS,

Continued

CITEM#

FIELD TITLE /DESCRIPTION

INSTRUCTIONS

8 RESERVED FOR Highmark does not need this information to adjudicate the
NUCCUSE claim. Leave blank.
2 OTHER INSURED'S if Item #11d Is marked, complete fields 9 and 9a-d; otherwise
NAME leave blank. When additional group health coverage exists,
enter other insured's full last name, first name, and middle
Initlal of the enroliee in another health plan if It Is different from
that shown in Item #2. Use commas to separate the last name,
first name, and middle initial. A hyphen can be used for
hyphenated names. Do not use periods within the name.
If the insured uses a fast name suffix (e.g., Jr, 5r), enter It after
the last name and before the flrst name. Titles (e.g., Sister,
Capt, Dr) and professional suffixes (e.g., PhD, MD, Esq) should
not be induded with the name.
9a OTHER INSURED'S Enter the policy or group number of the other insured.
POLICY OR GROUP
NUMBER
9b RESERVED FOR Highmark does not need this information to adjudicate the
NUCC USE claim, Leave blank.
9¢ RESERVED FOR Highmark does not need this information to adjudicate the
NUCCUSE dalm. Leave blank.
9d INSURANCE PLAN Enter the other insured's insurance plan or program name,
NAME OR PROGRAM
NAME
10a,b,c | IS PATIENT'S When appropriate, enter an X in the correct box to Indicate
CONDITION whether one or more of the services described in Item #24 are
RELATED TO: for a condition or Injury that occurred on the job or as a result
of an automobile or other accident. Only one box on each line
can be marked. The 2-letter state code (e.g., PA, DE) must be
shown if "YES" is marked in item #10b for "Auto Accident.” Any
item marked "YES" indicates there may be other applicable
insurance coverage that would be primary, such as automobile
liability Insurance.
10d | CLAIM CODES Highmark requires the sub-set of Condition Codes approved by
(Designated by NUCC) | the NUCC in this field, when applicable. When reporting more
than one code, enter three blank spaces and then the next
code. The Condition Codes approved for use on the 1500 Claim
Form are available at http://www.nucc.org under Code Sets.
Continued on next page
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DECEMBER 2017

5.3 1500 CLAIM FORM (02/12) COMPLETION INSTRUCTIONS,

Continued

" [TEM# . FIELD TITLE /DESCRIPTION _

__ _INSTRUCTIONS

1 INSURED'S POLICY, Enter the insured's policy or group number as it appears on the
GROUP, OR FECA insured's health care identification card. Do not use a hyphen
NUMBER or space as a separator within the policy or group number.

If (temn #4 is completed, then this box should also be
completed.
11a | INSURED'S DATE OF Enter the 8-digit date of birth (MM|DD|YYYY) of the Insured and
BIRTH, SEX an X to Indicate the sex of the insured. Only one box can be
marked. if gender is unknown, leave blank.
11b | OTHERCLAIMID Highmark does not need this information to adjudicate the
(Designated by NUCC) | clalm. Leave blank.
11c | INSURANCE PLAN Enter the insurance plan or program name of the insured.
NAME OR PROGRAM
NAME
11d | IS THERE ANOTHER When appropriate, enter an X in the correct box. If marked

HEALTH BENEFIT “YES®, complete 9, 93, and 9d. Only one box can be marked.

PLAN?

12 PATIENT'S OR Highmark does not need this information to adjudicata the
AUTHORIZED claim,

PERSON'S SIGNATURE | 11,4 “patient’s or Autharized Person’s Signature” indicates there
is an authorization on file for the release of any medical or
other information necessary to process and/or adjudicate the
cla!m. You may report "Signature on File," "SOF," or a legal
signature in this box. If you obtain alegal signature, {1) be sure
the name is contained inside this box so it does not interfere
with data you report in other boxes, and (2) enter the date
signed In 6-digit format (MM|DD|YY). If there Is no signature on
file, leave blank or enter "No Signature on File."

13 INSURED'S OR Highmark does not need this information to adjudicate the
AUTHORIZED claim.

PERSON'S SIGNATURE The “Insured’s or Authorized Person’s Signature” indicates that
there is a signature on file authorizing payment of medical
benefits. You may report “Signature on File," °SOF," or a legal
signature in this box. If you obtain a legal signature, (1) be sure
the name is contained inside this box so it does not interfere
with data you report In other boxes, and (2) enter the date-
signed in 6-digit format (MM|DD|YY). If there is no signature on
file, leave blank or enter "No Signature on File.”

Continued on next page
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DECEMBER 2017

5.3 1500 CLAIM FORM (02/12) COMPLETION INSTRUCTIONS,

Continued i

What Is My Service Area?

: ITEM ¥ FIELD TITLE /DESCRIPTION * INSTRUCTIONS

14 DATE OF CURRENT Enter the 6-dlgit (MM|DD|YY) date of the first date of the
[LLNESS, INJURY, or present lliness, injury, or pregnancy. For pregnancy, use the
PREGNANCY (LMP) date of the last menstrual period (LMP) as the first date. Be sure
to complete this field when services were performed as a result
of accident or injury.

Enter the applicable qualifier to identify which date is being
reported:

e 431 - Onset of Current Symptoms or lliness

¢ 484 - Last Menstrual Period

Be sure to enter the date and qualifier in the correct fields.

The qualifier is entered to the right of the vertical, dotted line.
For physical, occupational, and speech therapy

services: This box must be completed if the Highmark
Delaware member has a per condition benefit.

15 OTHER DATE Enter another date related to the patient’s condition or

treatment. Enter the date in the 6-digit format (MM|DD|YY).

(Previous pregnancies are not a similar iliness.) Leave blank if

unknown.

Enter the applicable qualifier to identify which date Is being
reported.
¢ 454 -[nitial Treatment
304 - Latest Visit or Consultation
453 - Acute Manifestation of a Chronic Condition
439 - Accident
455 -Last X-ray
471 -Prescription
090 - Report Start {Assumed Care Date)
091 - Report End (Relinquished Care Date)
444 - First Visit or Consultation

Be sure to enter the date and qualifier In the correct fields.
The qualifier Is entered between the left-hand set of vertical,
dotted lines.

@ For physical, occupational, and speech therapy
sarvices: Please provide date If applicable.

16 DATES PATIENT If the patient is employed and is unable to work in current
UNABLE TOWORKIN | occupation, a 6-digit (MM|DD|YY) date must be shown for the
CURRENT "from-to" dates that the patient is unable to work. Anentry in
OCCUPATION this field may indicate employment-related insurance
coverage.
Continued on next page
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DECEMBER 2017

5.3 1500 CLAIM FORM (02/12) COMPLETION INSTRUCTIONS,

Continued

|, ITEM #  FIELD TITLE /DESCRIPTION INSTRUCTIONS
17 NAME OF REFERRING | Enter the name (First Name, Middle Initial, Last Name) and
PROVIDER OROTHER | credentials of the professional who referred or ordered the
SOURCE service(s) or supply(s) on the claim. Do not use periods or
commas. A hyphen can be used for hyphenated names.

If multiple providers are involved, enter gne provider only
using the following priority order:

1. Referring Provider

2. Ordering Provider

3. Supervising Provider

Enter the applicable qualifier to Identify which provider is
being reported.

¢ DN -Referring Provider

a DK - Ordering Provider

s DQ - Supervising Provider

Enter the qualifier to the left of the vertical, dotted line.

17a | OTHERID# When the Referring Provider’s National Provider Identifier
{NP1) Is associated with more than one Highmark-assigned
provider number, the Provider Taxonomy Code correlating
to the contracted specialty must be submitted in addition
to the NPL. This enables the accurate application of the
provider’s contractual business arrangements with
Highmark. The PXC Provider Taxonomy qualifter is reported in
the qualifier field to the immediate right of the box containing
=17a,” followed by the referring Provider's taxonomy code.

17b | NPI# Enter the NPi number of the referring provider, ordering
provider, or other source in ltem #17b.
18 HOSPITALIZATION Enter the inpatient 6-digit (MM|DD|YY) hospital admission date

DATES RELATED TO followed by the discharge date (if discharge has occurred). If
CURRENT SERVICES not discharged, leave discharge date blank. This date is whena
medical service is furnished as a result of, or subsequent to, a
related hospitalization (inpatient services only).

19 ADDITIONAL CLAIM Highmark does not need this Information to adjudicate the

INFORMATION claim. Leave blank.
(Designated by NUCC)
- 20 OUTSIDE LAB? Highmark does not need this information to adjudicate the
SCHARGES claim. Leave blank.
Continued on next page
HIGHMARX BLUE SHIELD OFFICE MANUAL | CHAPTER 5.3 i7|Page
TIGHMARK, @

AMIJAD-00014081



DECEMBER 2017

5.3 1500 CLAIM FORM (02/12) COMPLETION INSTRUCTIONS,

Continued

FIELD TITLE /DESCRIPTION _ INSTRUCTIONS

21 DIAGNOSIS OR The “ICD Indicator” identifies the version of the ICD code set
NATURE OF ILLNESS | being reported. Enter 0 (zero) for ICD-10-CM
OR INJURY ‘

Enter the indicator between the vertical, dotted lines in the
upper right-hand area of the field.

Highmark will accept only ICD-10-CM diagnosis codes for
dates of service October 1, 2015, and after.
B S AR

In A - L, enter the codes to Identify the patient's diagnosis
and/or condition. LIst no mare than 12 diaghosis codes. Use the
highest level of specificity. Enter the codes left-justified on
each line. Do not include the decirmal point within the diagnosis
code. Relate lines A - L to the lines of service In 24E by the letter
of the line,

* Do not provide narrative description in this field. **

WA S LR

Please see instructions regarding FEP claims and anesthesia

reporting in Chapter 5, Unijt 2.

22 RESUBMISSION When resubmitting a claim, enter the appropriate bill frequency
code left justified in the left-hand side of the Resubmission Code
field.

» 7-Replacement of prior claim

» 8- Void/cancel of prior claim

The ariginal claim number Is required for alf adjustment claims.
Enter it in the Original Ref. No. fieid.

Note: Effective January 1, 2018, Highmark will not accept requests
for claim corrections via telephone or NaviNet® Claim Investigation.
You must submit a paper replacement claim if your original claim
was submitted on paper.

Why blue italics?

23 PRIOR For ambulance services, use this block to repart the ZIP code of
AUTHORIZATION the Polnt of Origin. (The 9-digit ZIP+4 Code is not required for
NUMBER the Point of Origin but will be accepted if reported.) Ambulance

providers who submit paper claims for non-emergent
ambulance transports must attach a PMNC {Physician’s Medical
Necessity Certification) form to the claim.

Continued on next page
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DECEMBER 2017

5.3 1500 CLAIM FORM (02/12) COMPLETION INSTRUCTIONS,

Continued

CITEM # " FIELDTITLE /DESCRIPTION I INSTRUCTIONS

24 Supplemental information can only be entered with a
corresponding, completed service fine. The six service linesin
section 24 have been divided horizontally to accommodate
submission of both the NP and another/proprietary identifier
and to accommodate the submission of supplemental
information to support the billed service. The top area of the
six service lines is shaded and is the location for reporting
supplemental Information. It Is not intended to allow the
billing of 12 lines of service.

The following are types of supplemental information, and their
qualifier, that can be entered In the shaded lines of Boxes
24A through 24H:

QUALIFIER TYPE OF INFORMATION
7 Anesthesia Report the surgical HCPC procedure
information code when a ‘Not Otherwlse
Specified’ or ‘Not Otherwise
Classified’ anesthesia service Is
reported. A complete description of
the surgical service performed can
be used In lieu of a surgical HCPC
code or if the only applicable
surgical procedure code Is an NOC,
ZZ Narrative Narrative description of unspecified
description of code,
unspecified code
N4 National Natlonal Drug Codes (NDC) for-
Drug Codes drugs: Report the qualifier, N4, prior
(NDQ) to the 11-digit* NDC, e.g.,
N499999999999.

To enter supplemental information in the shaded area, begin
at Box 24A by entering the qualifier and then the information.
Do not enter a space between the qualifier and the
number/codefinformation. Do not enter hyphens or spaces
within the number/code. .

* Many NDCs are displayed on drug packaging in a 10-digit format.
Proper billing of an NDC requires an 11-digit number in a 5-4-2
format, Converting NDCs from a 10-digit to 11-digit format requires a
strategically placed zero, dependent on the 10-digit format. For more
information, refer to the section titled, Reporting National Drug Codes.

Continued on next page
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DECEMBER 2017

5.3 1500 CLAIM FORM (02/12) COMPLETION INSTRUCTIONS,

Continued

ITEM # FIELD TITLE /DESCRIPTION INSTRUCTIONS
24A | DATE(S) OF SERVICE Enter date(s) of service, from and to, in 6-digit format
(MM|DD|YY). If one date of service only, enter that date under
"From." Leave "To" blank. If grouping services, you may range
date if the place of service, procedure code, charges, and
individual provider for each line is identical for that service line.
Grouping Is allowed only for services on consecutive days. The
number of days must correspond to the number of unitsin
Item #24G. An exception to this is prolonged detention
care. Do not range date these services even when
performed on consecutive days.

24B | PLACE OF SERVICE Enter the appropriate 2-digit code from the Place of Service
Code list for each item used or service performed. The Place of
Service Codes are available at:

https://www.cms qov/place-of-service-codes

24C | EMG Highmark does not need this information to adjudicate the
claim. Leave blank.
24D | PROCEDURES, Enter the CPT or HCPCS code(s) and modifier(s) (If applicable)

SERVICES, OR SUPPLIES | from the appropriate code set in effect on the date of service.
This field accommodates the entry of one procedure code and
up to four 2-character modifiers. The specific procedure code(s)
must be shown without a narrative description. Please see
Chapter 5, Unit 2 for addltional reporting tips.

24E | DIAGNOSIS POINTER In 24E, enter the diagnosis code reference letter (pointer) as
shown in Item Number 21 to relate the date of service and the
procedures performed to the primary diagnosis. When multiple
services are performed, the primary reference letter for each
service should be listed first, other applicable services should
follow. The reference letter(s) should be A — L or multiple letters
as applicable.

Enter letters left justified in the field. Do not use commas
between the letters; hyphens can be used for ranges of
multiple letters. This field allows for the entry of 4 characters in
the unshaded area.

Diagnosis codes must be entered in Item Number 21 only.
Do not enter them in 24E.

24F | $ CHARGES Enter the charge for each listed service. Enter the number right-
i justified in the left-hand area of the fleld. Do not use commas
or dollar signs when reporting the dollar amount, Do not report
negative dollar amounts. Enter 00 in the right-hand area of the
fleld If the amount is a whole number.

Continued on next page
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J DECEMBER 2017

5.3 1500 CLAIM FORM (02/12) COMPLETION INSTRUCTIONS,

Continued -

T

{ ITEM#  FIELDTITLE/DESCRIPTION INSTRUCTIONS
24G | DAYS OR UNITS Enter the number of days, units, or minutes. This fleld is most
commonly used for multiple visits, units of supplies, anesthesla
minutes, or oxygen volume. If only one service [s performed,
the numeral 1 must be entered.

When required by payers to provide the NDC units In addition
to the HCPCS units, enter the applicable NDC units' qualifier
and related units in the shaded line following the NDC qualifier
and code.

The following qualifiers are to be used when reporting an NDC
quantity. Report the qualifier prior to the quantity, e.g, UN2.

F2 International Unit ML Miililiter

GR Gram - UN Unit
24H | EPSDT/FAMILY PLAN | Highmark does not need this information to adjudicate the
clalm. Leave blank.
24l | ID QUALIFIER The ‘NPI' ID qualifler is pre-populated in the non-shaded area of

Item #24). (The Rendering Provider's NP is reported in the non-
shaded area of [tem #24J.)

When the Rendering Provider’s National Provider ldentifier
(NPI) is associated with more than one Highmark-assigned
provider number, the Provider Taxonomy Code correlating
.| to the contracted specialty must be submitted In addition
to the NPI, This enables the accurate application of the
provider’s contractual business arrangements with
Highmark. When required to report the Rendering Provider's
Taxonomy Code, enter the PXC Provider Taxonomy quallfier in
the shaded area of ltern #24l.

Note: In most instances, the 3-character PXC qualifier can be
printed within Item #24]. if the PXC qualifier runs Into item
#24], our Optical Character Recagnition (OCR) scanner will still
capture the qualifier and provider taxonomy correctly since 241
and 24)J are read as one field.

Continued on next page
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DECEMBER 2017

5.3 1500 CLAIM FORM (02/12) COMPLETION INSTRUCTIONS,

Continued

POTEM# " FIELD TITLE /DESCRIPTION , INSTRUCTIONS
24) | RENDERING The Rendering Provider is the person or company (laboratory
PROVIDER ID# or other facility) who rendered or supervised the care. In the
case where a substitute provider {locum tenens) was used,
enter that provider's information here, Report the providet's
information In ltem Numbers 241 and 24) only when different
from data recorded In Item Numbers 33a and 33b.

In other words, when you report a bllling provider (e.g.,
assignment account) in item #33, you must report the
rendering/performing provider Information in ltem #24l and
Item #24J. Enter the Rendering Provider's NPl number in the
non-shaded area of ltem #241.,

When the Rendering Provider's National Provider Identifler
{NPI) Is associated with more than ona Highmark-assigned
provider number, the Provider Taxonomy Cade correlating
to the contracted speclalty must be submitted In addition
to the NP). This enables the accurate application of the
provider's contractual business arrangements with
Highmark. In the shaded area of ltem #24)J, enter the
Rendering Provider's Taxonomy Code when required.

25 FEDERALTAXID Enter the federal tax ID (employer identification number) or
NUMBER Social Security Number. Enter an X In the appropriate box to
indicate which number is being reported. Only one box can be
marked. This must be the tax ID which correlates to the
billing provider reported in Item #33.

26 PATIENT'S Optional. Highmark does not require this number for
ACCOUNT NC. processing; however, we can reference this number when
contacting your office for additional information.

27 ACCEPT ASSIGNMENT? | Enter an X in the correct box. Only one box can be marked.
Note: This box is required for government claims only.

28 | TOTALCHARGE Enter total charges for the services (i.e,, total of all charges in
column 24F). Enter amount right justified in the left-hand area
of the field. Do not use commas or dollar signs when reporting
doltar amounts. Do not report negative dollar amounts.

Enter 00 in the right-hand area if the amount Is a whole
numbset.

Continued on next page
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DECEMBER 2017

5.3 1500 CLAIM FORM (02/12) COMPLETION INSTRUCTIONS,

Continued

29

[ TEM# . FIELDTITLE/DESCRIPTION

AMOUNT PAID

INSTRUCTIONS
Enter total amount the patient or other payers paid on the
covered services only. Enter number right Justified in the dollar
area of the field. Do not use commas or dollar signs when
reporting doltar amounts. Do not report negative dollar '
amounts. Enter 00 in the cents area If the amount is a whole
number.

30

RESERVED FOR
NUCC USE

Highmark does not need this information to adjudicate the
claim. Leave blank.

n

SIGNATURE OF
PHYSICIAN OR
SUPPLIER INCLUDING
DEGREES OR
CREDENTIALS

This field must be completed on all claims to affirm that the
reported services were performed by the provider, or
performed under the provider's personal supervision. The
name of the individual performing the service on the claim
must be entered. The name may be computer printed or typed.
Simply reporting the name of the group Is insufficient.

32

SERVICE FACILITY
LOCATION
INFORMATION

-

Enter the name, address, city, state, and ZIP code of the
location where the services were rendered, The full nine digits
of the ZIP+4 Code must be reported. Enter the 9-digit ZIP code
without the hyphen. The use of zeros (0000) or spaces for the
last four digits of the ZIP+4 code Is not valid.

Enter the name and address information in the following
format: 1st Uine - Name

2nd Line — Address

3rd Line - City, State and ZIP+4 Code

Note: A physical street address must be reported for the
Service Facility Location -- a P.O. Box or lock box will not be
accepted.

Highmark requires the Service Fadility Locatlon when the
service was performed at a secondary location and the
provider's primary location was reported in Item #33. Highmark
always requires the Service Facility Location when the Place of
Service reported in Item #24B is one of the following:

21 - Inpatient Hospiltal

22 - Qutpatient Hospital

23 - Emergency Room - Hospital

31 - Skilled Nursing Facility

32 - Nursing Facility

51 - Inpatient Psychiatric Facility

61 - Comprehensive Inpatient Rehabilitation Facility

Continued on next page
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DECEMBER 2017

5.3 1500 CLAIM FORM (02/12) COMPLETION INSTRUCTIONS,

Continued

" ITEM#  FIELD TITLE/DESCRIPTION INSTRUCTIONS
32a | SERVICE FACILITY - Enter the NP number of the service facility location,
NPIs#
32b | SERVICE FACILITY - When the National Provider Identifier (NPI} Is associated
Other ID# with more than one Highmark-assigned provider number,

the Provider Taxonomy Code correlating to the contracted
specialty must be submitted In addition to the NPI.

This enables the accurate application of the provider’s
contractual business arrangements with Highmark.

Enter the PXC Provider Taxonomy qualifier followed by the
Provider's Taxonomy Code when required.

33 BILLING PROVIDER Itemn #33 identifies the provider that Is requesting to be paid for
INFO&PH# the services rendered and should always be completed. Enter
the billing provider's name, address, ZIP code, and telephone
number. The full nine digits of the ZIP+4 Code must be
reported. Enter the 9-digit ZIP code without the hyphen. The
use of zeros (0000) or spaces for the last four digits of the ZIP+4
code [s not valid,

The telephone number Is to be entered in the area to the right
of the box title. Entet the name and address Information In the
following format:

1st Line - Name

2nd Line - Address

3rd Line - City, State and ZIP+4 Code

Note: A physical street address must be reported for the Billing
’ Provider — a P.Q. Box or lock box will not be accepted.
33a | BILLING PROVIDER - Enter the NPl number of the billing provider reported in

NPI# Item #33.
33b | BILLING PROVIDER - When the Billing Provider's National Provider Identifier
Other ID# (NPI) Is assoclated with more than one Highmark-assigned

provider number, the Provider Taxonomy Code correlating
to the contracted specialty must be submitted in addition
to the NPI. This enables the accurate applicatlon of the
provider’s contractual business arrangements with
Highmark. Enter the PXC qualifier followed by the Provider's
Taxonomy Code when required.

Continued on next page
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DECEMBER 2017

5.3 1500 CLAIM FORM (02/12) COMPLETION INSTRUCTIONS,

Continued

Additional Highmark does not attempt to correct or retrieve missing informatlon for the
edit checks for  situations [isted below. Instead, these situations will result In a refection of the
paper billers claim, and you will be required to resubmit a new clalm with the corrected data.

When a claim rejects, it is Important for your billlng staff and/or vendor to
understand exactly what was wrong and what is needed to correct it.

If you submit paper claims, you may encounter the following denlal codes and
descriptions on your explanation of benefits notices:
REJECTION CODE _DESCRIPTION B
B5606 In order to process the claim, additional information is required. Please
resubmit the claim with a prescription for this service, Electronically enabled
providers should resubmit electronically.
P5039 In order to process this claim, additional information is required. The claim
should be resubmitted with a valid modifier and associated number of
services rendered. Electronically enabled providers should resubmit

electronically.

P5040 The patient’s covetage does not provide for this service in the place of
treatment reported. Therefore, no payment can be made.

P5010 The procedure code reported is not appropriate for the patient's age. Please

resubmit claim with verification of the patient’s age and/or a corrected
procedure code. Electronically enabled providers should resubmit
electronically.

P5011 The procedure code reported is not appropriate for the patient’s age.

Please resubmit clalm with verification of the patient’s age and/or a
corrected procedure code. Electronically enabled providers should resubmit
electronlcally.

P5012 The patient’s sex is Invalid for the reported procedure. Please resubmit the
claim with verification of the patient’s sex and/or a corrected procedure code
or a complete description of service. Electronically enabled providers should
resubmit electronically.
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5.3 EXAMPLE 1500 HEALTH INSURANCE CLAIM FORM (02/12)
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08-06-"16 16:14 FROM- MPMS / An 7-748 PO0OT/0014 F-235
HIGHMARK BLUE CROSS BLUE SHIELD WEST VIRGINIA

ANCILLARY PROVIDER APPLICATION

A. PROVIDER INFORMATION

Provider Legal Name (From W-g): ES SQATE.‘SJ&' LG\YTOM‘\QS L_LC' .

Providar DBA Name:

Applications must include current copies of the following documentation:

[ 2974

Provider Federal Tax 1D Number_l'_\r] - Lh;)-
proviger Year End: {Fiscal or Calendar)

Provider Madicare, Number W ‘

Participating Status v~ __Non-Participating Status _——

providar State License, Permit or Registration Nymber M‘—- State: !.{u !Z
Initial Reglstration Datel,;\ La\ 15 current Explration Date e ——

provider Accreditation Name & Nurnber (if appl[cabie) .

Accregitation
initial Accreditation Date __ _  ——— Current Explration Date

Provider National Provider \dentifier Number 182V 4T VAR

Please check type of provlderlproviders this application applies to
n Ambulance w~t.aboratory
o Ambylatory Infusion Svite o Orthotics and Prosthetics
o Durable Medical Equipment o Pharmacy Vacdnations
o Hearing Alds n Portable x-ray®
o Home Infusion Therapy
o Independent D'tagndsticTesting Facility — Sleep Testing®
o Independent Diggnostlc Testing Facility = Cardiac Event Monitoring

xGge Provider Spectfic Requirements priorto submitting application.

Main Provider Physical Addrass: must include 2ip+4
200 TEouS g;ggmﬁ_gmd_ﬁﬁ'&é’-

Desale ~A0de.

County LJU\'

Main Provider:  Phone Number (_?f)"_’_)ﬂis_‘ qq a ‘1’, _
S_Q_EI__)OH 2 -qu &L] Fax Number 3}}[_;9]”5 -q Oqg

customer Contact Nurnber §

v.10 040315

I Y. L K _7.4nDM (r-‘MT-ﬁLL-ﬁﬂ\

AMJAD-00014051



06-08-"16 15:14 FROM- MPMS / Arx 304-398-2526 T-748 PO002/0014 F-235

Web Site
Email

Practica Address if differant from Moln: must Include zip+4

County
Phone Number ( J - Customer Contact Mumber ) -
Fax Number ) - Web Site

Email

Billing/Check Address (if applicable): must Include zip+4
0. 400 MO0
PacioDLcml Lo W, ASS0H- 1A
Phone Number 6&)9‘35.@& Fax Number {:iﬂ )ﬁ& 5&; g

1. Can the Provider provide 24 hour, 7 days | week coverage? ¥ If no, please specify hours avallable.

M T, W, Th F. Sat, sun
2. Will the Provider provide a Customer ServicefTechnical Support 2-Boo telephone number or dedicated phone line?
Yes___ Noa” _  IfYes,please attachalisting of the sddresses af the Call Centers.
3. Doesthe Provider have electronic connectivity capability to facilitate communications and alectronic bifling?

Yes_ti No. if no, pleass give timeframe for the Providerto have the capability. frequired

within 2 year of contracting}

4 Lstanylanguages other than English fluently spoken by staff:

Arethey available after hours?

5. Are interpreters available?

6. Do the company’s facllitles mest applicable American Dissbllity Act (ADA) standards for accessibility? Please provide
supporting documents for the main location and each location |isted on Attachment A.

\’P_!)

s the Provider subject to Act a3 of 2002 (MCARE — Medical Care Avallabllity and Reduction of Erron)? _IQ__.

8. Please list the products and services the Provider will provide to members.

Al L@J@;rom(& Sec RS -

V.10 040315

8197305 P=14 5=0 All paaes received OK NE/NAEZONTIR  Re10PM (AMT-NAbL-NMY
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06-06->16 15:14 FROM- MPMS / Arx 304-389-2526 T-748

POD03/0014 F-235

g. Please check the counties where Provider expects to provide services,

WV County Provide Services | WV County Provide Services WV County Provide Services
Barbour Kanawha Preston

Berkeley Lewls Putnam v
Boone Lincoln Raleigh

Braxton Logan Randclph

Brooke Marlon Ritchie

Cabell ‘Marshsll . Roane

Calhoun Mason Summars

Clay McDowell Taylor

Doddridge Mercer Tucker

Fayette Mineral Tyler

Gilmer Mingo Upshur

Grant Monongalia Wayne

Greenbrier Monroe Webster

Hampshire Moragan Wetzg|

Hancock Nicholas Wirt

Hardy Ohio Wood

Harrisoh Pendleton . Wyoming

Jackson : Pleasants

Jefferson Pocahontas

10. Do you have a Quality Assurance program? YES,
for the past 2 years including a copy of quality indicators,

a1, Do you conduct and trend patiant satlsfaction by survey? YES______NO
following: a) percentage of patients syrveyed bynum
local surveys)

B. PROVIDER CONTACTS

NO_w”_(if yes, please attach Performance Improvernent results
methods of improvement and documentation of results.)

v’ _(if yes, please attach a summary ofthe
ber of surveys returned ¢) results of the returned surveys d) Include only

Applications Contact Person Name D('\%OJ\Q Gy :‘[Qf“

Application Contact Person Title Q_{gglﬂjbﬂi{g_%&‘?ﬁ{ al st
Fhone Number (&L) oA . 4UOS  FaxNumber )ﬁ_&ﬁﬁi&
E-Mall Address _QD,%LIQ- b!:{ﬁ"‘a mmﬁWU. [Jan'm!

Parent Corporation Name (if applicable):

Address of Parent Carporation:  must include zlp+4

Parent Corp, Contact Name

V.30 040315

8197305 P=14 S=0 All pages received OK

NE/NA/ONIA 3 10PM (REMT=NW-NNY
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06-08-"16 15:14 FROM~ MPMS / Arx 304-398-2526 T-748 PO004/0014 F~235

Contact Number( ) -

Name of Credentialing Contact: QC{}}Q B TA JL'} o

Address: must Include zipes

POAYYIOD
(e w3504~ R0A

Phione Number(ﬂL)ﬁgﬂ_ LW 6 Fax Number(&q @3 -525,562@

E-Mall Address Qﬁ%&.m%\nc@_mgniml Loy

Name of Chlef Execistive Officer: Tuieacetnmad Qm\;\‘)qd
Address: must include zip+s,
O
Mugrieane, "W, S55aL8 - A0
Phone Number &J%QQ@H Fax &H_}% ﬂm

E-Mall Address

Name of Chief Flnancial Officer:
Address; must include zipes

FPhone Number  ( ) Fax { ) -

E-Mall Address

Secre as_ Credechial 0o

Name of Contract Administrator:
Address: must Include zip+v4

Phone Number [ ) . Fax
E-Mail Address

Name of Medical Director; .qCDAY'\Q Qs CGD

Address: must include zip+4

V.10 040315

8197305 P=14 5=0 All nages received OK ARB/NAZDNIA  T+10PM (RMT=NL-0NY
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08-06-"16 15:14 FROM- MPMS / Arx 304-389-2526 T-748 PO005/0014 F-235

Phone Number ( ) - Fax ( ) -

E-Mall Address

C. INSURANCE AND ACCREDITATION

Narne of Professional Liability Insurance Cartler ‘jﬁ\k\\h%mp ON W
Address of Insurance Carrler '?.0- e 1Ol

Cocek Qeook, Wy 958100
Phone Number @H.)ﬁ*liﬂlﬂn Fax @{_)1‘3_'1_-_&331

Evall Address_C.Q Xve cine . (recicinlren @i qaiug. torny
Aggregate

To what limits is the Providerinsured?  Each Qccurrence
A copy of the current Certificate of Insurance is required.

Please check the appropriate reéponses for each accreditation/certification:

. ) Conditional Expiration
Accrediting Body ' Yes No VIN) Date
ABC - American Board for Certification In Orthotics, Prasthetics, and

Pedorthics, lnc.
ACHC— Accreditation Commission for Health Care, Inc.

BOCG - Board of Orthotist/Prothetist Certification

CARF - Commission on Accraditation of Rehabllitation Facilitles

CHAP - Community Health Accreditation Program

HOAA - HealthCare Quality Assaclation on Accreditation

The Jolat Commission

The Compliance Team, Inc.

Medicare Certifled [DTF Provider

American Academy of Sleep Medicine

NEBADS - The National Board O Accreditation for Orthotle Suppliers

NABP - The Natlonal Board of Pharmacy

DEA (Drug Enforcement Agency) Number

ACLS Certifled

ATLS Certified

APLS Certified

PALS Certifled

V.10 040315

8197305 P=14 S=0 All vaces received OK N&/NAR/FPNTA  =-10PM (EMT-NLL.NNY
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06-06-"16 15:15 FROM- MPMS / Arx 304-3398-2526 T-748 POOCB/0014 F-285

College of American Pathologist

Clinical Laboratory Improvernent Act

Other (specify):

Other (specify):

{Please attach u copy of Provider’s most recent lefter of accreditation/certification for each ftem for which the respoase was
“es”, include any recommendations, limitatlons or conditions.)

D. PROVIDER INTEGRITY - Please answer all questions completely,

Within the past three yeers, has the Provider had any contingency andfor Type |, [l or i recommendations, limitations, or

2,
conditional accreditation imposed by JCAHO or other acerediting body?

Yes No 7

(If yes, please enclose a brief statement describlng the circumstances, o copy of any corrective action plan which resuited
descriptions of corrective actions taken and copies of pertinent correspondence  from the accrediting body.)

2. *Within the past three years, has the Provider partytoa malpractice or liability sult?
No ¥ .

Yes____,

(If yes, please enclose a brigf statement describing the circumstance, any corrective action taken and coples of pertinent
correspondence.)

within the past three years, has the Provider, been suspended from the Medicare or Medicaid program, Title V or Title XX
programs, or had its state aperating licanse revoked or suspended?

*

Yes No_'r/_

(If yes, please enclose a brief statement describing the circumstance, any corrective action taken and copies of pertinent
correspondence from the government program which took the action.)

Has any Insurer refused o Issya coverage to the organization or canceled coverage withinthe last five (g) years?

Yes No. el

(If ves, please enclose a brief statement describing the circumstance.)

Have any of the employees of the Provider ever been convicted of a felony offense?

No_ "

Yes____

(if yes, please enclose a brief statement desciibing the circumstance.)

[t Is recognized that business raquirements may necessitate that certain litigation strategies and settlements be maintained as
confidential. When the Provider has such a concern, it should provide as much Infarmation as possible, as Highmark Blue Cross
fying issues of a quality assurance or improvement nature and the

Blue Shield West Virginia is primarily interested in identi
manner in which the provider addresses such Issues. The Provider may where necessary omit physician and patient names.

.10 040315

B197305 P=14 5=0 All paces received OK NR/NR/D0MA 3-10PM (RMT-NL-NANY
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06-06-"16 15315 FROM- MPMS / Arx 304-398-2626 T-748 P0Q07/0014 F-235

The Provider should provide information on malpractice or fiability suits involving Provider staff mernbess to the extent available.

E, FINANCIAL PERFORMANCE

Please enclose the Provider's most racent audited report or balance sheat or budgated financlal statements (if a new business and
staternents are not available),

F. ADDITIONAL INFORMATION

Please provide any additional Informatton that will assist in determining the need for the Provider and rationale for Highmark
Blue Cross Blue Shicld West Virginia to contract with the Providerto be a participating provider,

G. CONDITIONS OF APPLICATION
By applying for participation status with Highmark Blue Cross Blue Shield West Virginia, the Provider hereby:

* acknowledges that any material misstatements In or amissions from this application constitute cause for

denlal of the application or termination of an Agreement that will be entered Into between the Provider and

Highmark Blue Cross Blue Shield West Virginia;

+.understands that submisslon of this application is not an assurance of acceptance for participation with
Highmark Blue Cross Blue Shield West Virginia and if not accepted it Is not necessarily a reflection of the quality
of the Provider; and

& represents and warrants that the signatory Is authorized by the Provider, on its own behalf and on behalf of
Its participating providers, to submit this application and to provide additlonal information to Highmark Blye
Cross Blue Shield West Virginia in connection with this application.

All information submitted in this application s true and complete to the best of my knowledge and belief, A photo static copy of
this original statement constitutes written authorization and requires Provider to release any and all documentation relevent to

this application. Such phota static copy shall have the same force and effect as the signad original.

QOmaelo ,\ﬁ‘% )

Date Authoriz&d Signatory
Domerd “Tauulpr
Print Natae W
Title § “
Ve 040315 7

8197305 P=14 S5=0 All naces received OK AGZNAZDNMA  2-10PM (AMT-NL-0NMY
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08-08-"16 15:15 FROM- MPMS / Arx 304-389-2626 T-748 P0O008/0014 F-235

MATERIALS CHECKLIST

_L_a_/ Copy of license/reglstrationfcertification (if appilcable)

__‘/ Copy of Medicare certification

Copy of most recent letter of accreditation (If applicable)

Copy of CPA audit report and management letter andfor budgeted financial statements (if available)

Copy of National Provider Identifier documentation Including taxonomies from CMS andfor the appropriate CMS-
contracted entity (If issued, must be provided for provider and all subparts)

Copy of W-g Form

R <EE

Copy of the current Insurance verification {Professional Liablilty Insuranee or Certiflcate of insurance)

Vo0 04035

8197305 P=14 S=0 Ali nages received OK AG/NRZPNTA  Z2.10PM £EMT-AL-NM

AMIJAD-00014058



06-06-716 15:15 FROM- MPMS / Arx

304~389-2626

T-748 PO0CS/0014 F-235

P muub'g o Request for Taxpayer 3:3:;1;? Boom:t
parmont of he Identification Number ani P .Don
Deparimont of the Treasury on Number and Certification T dhe IS,

MedTest Laboratories LLC

T Name (a8 shown on your income lax retumy). Name s roqulrad on this line; do not keave this ling blank.

2 Businass namo/dicregarded entity name, I ‘dfferant fom above
MedTest Laboratories, LLC

[ Incividuatigole propriator or
elingla-mambar LLO

the tax clzssiileation of tha single-member ownsr

8 Cheok epproptiats box for fedsral lax classlficatian; cheok only ene of the feflowing soven boxes;
[0 ccopormtion [ &comerston [J Partnership

[7] tritedd bty company, Enter fiva tax classlfieation (O=C corporation, $=3 corporation, Pepirnarship®> P
Noto, For o slngls-member LUG that Iz dlsregarded, do not cheak LLG; check e appropriate hex in theline above for

4 Exemplions {oodes dpply nly to
ceraln e%lhj‘as,( not lndal".;uua!s gea

Instructions or page )

Exsmpt payap sdo (i en}
Exemption ram FATGA reponng
coda (ifeny)

{Aspthet 1o Sccounts st d olsekiy G US

[ Trustfostate

. Print or type
See Specific Instroctions on page?2.

[J Other (ese instruotions)
5 Address (number, sticet, and apt. or avite no.) Requestor's nama and addross (optional)
2005 Springdale Road DPW, Provider Enrollment Unit
@ Clry, state, andt 2IP cods P.O. Box 8045
Hurricane, WV 25526 Harrisburg, PA 17105-8046

7 List apeaunt numbars) heso (eplionall

Taxpaver ldentification Numbery {TIN)

Enter your TIN In the appropriate box. The TIN provided must match the name given on line 1 to avold Soclel seclirily number
baskup withholding. For individuals, this Is generally your soc'al gecurity number (SSN). Hawever, for a
resldent alien, sole proprieter, or disragarded entity, 5ee the Part | Ingtructions on page 3. For ather - -
entitles, [t is your employer Identilication nuraber (EIN), If you do not have a number, eee How (o gst a

or

TiN on pege 3.

Nota. If the acoount 15 fn more than one name, see the instrustions for fine 1 and the chart on page 4 for

guldellnes on whose number ta enter.

Enployar [dentifiontign pumber

417 - 4|12]1]|3]|9|1}8

Gertification
Under panaliles of perjury, | certlfy that:
1. The number shown on this form [s my corréct taxp
2. 1am rot subject ta backup withholding becauss

Sevice {IAS) that | am subject to backup withho
no longer subjest {o backup withhalding; and

3. 1am a U.S. citizen or other U.S, person (defined below); and
4. The FATCA cods(s) entered on this form (if any) indicaling th

Cortifieation Instruetlons. You must cross ott item 2 above if you
. hevause you have falled to report &l Interest and dividends on your
Interest patd, acquisilion or abandanmeant of securad property,
generzlly, payments other tyan Interest and dividends, you are ng

cancellation of debt,
t required o sign the certification,

eyer idantification number (or | am walting for a rumber to be issued to me); and

n notifled by the Internal Revanus

() } am exempt from backup withholding, o (b} | have not bes
Iding as a result of a feilure to report all Interest or dividends, or [c) the IRS has nolified ms that [ am

at ] am exempt from FATGA raporting Is cotrach.

have been notified by the [RS that you
Iz return. For real estate transactions,

ars currently subject 1o backup withholding
jtern 2 doos not apply. Fer mangage
conlributions to sn indlvidual retirament arrangement (RA), and
but you must provide your correct TiN, Sea the

Ins{ructions on page 2.

Sign Slgnatore of
Here U.S, person >

f\'\d‘\;\g‘,\,mmg\é\ P\vﬂmcﬁ,‘?b\b %\TM Date > (D{ LQ ((9(3](.6

General instructions
Sactlon refarances ara to the Intemal Revenue Cods unless athenwise notad.

Future developments. Information abeut davalopmznls affeeting Form W-8 (such
as Inglelation enactod efter wo release 1} 15 ot wew.ire.gowiivg,

Purpose of Form
Anindividua) or entlty (Form W-9 requoster) whois fequired to filo 2n Information
rolurn with the RS muret obtaln yobr corect taxpayer Identiication number {TIN)
Vehioh iy bo your seelal seourily number {S5N), individual toxpayer Identiflcation
numbsr (TN}, adoplion taxpayar identificatioh number {ATIN), or emplayor
Idsntiication Rumber (EIN), to report on an infermation relurn Lhe amount pald 10
yaou, orolher amount feperteblo on en information retvin. Exemples of Infarmation

ratums Include, bul are not limited to, ihe folowing:

« Form 1098-INT [Interast earn2d or patd]

» Form T080-DHV {dividends, Including those from stocks or muksal funds)

« Foron 1088-MISG (various typea of Ineame, prizas, mwards, or gross pracasds]
» Form 1059~ {steck o mutual tund salss and ceHaln othor transaations by
brohers)

= Faren 1089-8 (pmgends from real sstate transastions)

« Form 1089-K {merchant aard and third party nstwork transaetions)

a F':;rm] 098 (home monigage Interest), 1038-E (student foan tnterasl, 1098-T
uition]

+ Farm 1098-C (cangelad debl)

+ Form 1099-A {asquisition or abandonment of asourad propartyl

Use Form W-0 onl%_mou ano a U8, person (neluding a residant alian), 16

provids your oorreat

{Fyau do not ;afum Formn W9 fo the requasiar with a TIN, you might be subject
fo backup withholding, Seo What Is baclup withboling? on pags 2.

By signing the filled-out Yerm, you:

1. Certify that the TIN you are giving Is sarrecl [or you are waitlng for a number
10 he Tasyed), .

2. Gartily thatyou ara not subject to backup withhelding, or

8. Claim exempilen frem backup withholding i you aro a U.S, exempt payeo, ]
spplicabla, you &re alzo cortifying tnat as a U.S, parson, your aliocsblo share of
any parinasship Incoms Irem a U.S. trade or businass {s not subject o the
withnoldmg tax on foraign partners' share of olfcctively conncgtad Ihcoms, and

4. Cortify that FAYGA codsfs) enterd on Uis farm {f any) indicating thal Jou are
exemp? from Iho FATCA repariing, Is corregt, Sea What Is FATCA reporting? on

pags 2 for further information.

Ferm W-9 (Rov. 12-2014)

Cat. No. 10231X

8197305 P=14 S=0 All naces received OK

NE/NAZONTAR - 10PM {RMT =N . NNY
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WEST VIRGINIA
-STATE TAX DEPARTMENT

BUSINESS REGISTRATION
CERTIEICATE -
ISSUED TO:
MEDTEST LABORATORIES, LLC

3860 TEAYS VALLEY RD 2
HURRIGANE, WV 25526-9772

BUSINESS REGISTRATION ACCOUNT NUMBER: 2348-5271"
This certificate Is issued on: 06/12{2015

This certificate Is lssued by
the West Virginia State Tax Commissioner
in-accordance vith Chapter 11, Atticle 12, of the West Virginia Cade

The. person or erganization fdentified on this cettificate Is registersd
to eontlyet business in the State of West Virginia at the localion above.

This cetfificate Is hot transfarrable and must be displayed at the location fot which issued

This cettificate shall be permanant untit cessatlon of the busihess for which the certificate of registration
was grahtad or untilit is suspended, revoked or cancelled by the Tax Commissloner,

Change In name or change of location shall kp.censldersd a eassation of the business and a new
oerfiifoate shall be required.

TRAVELINGISTREET VENDORS: Must eatty & copy of this-certificats In every vehlcle operated by them.
CONTRACTORS, DRILLING OPERATORS, TIMBER/LOGGING OPERATIONS; Must have a copy of

this cartifioate displayed at every Job slte whhin West Virginia.

atlo0e vid
Lozessaizta

NEZNE/9NTA R-10PM (GMT-NLL-0NY
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/ %
PO BOX 100239 | coLumBl4, Sc 20202 | PN-METTO(_?EA.CONUMEDIOME t 150 8001 %
PALMETTO GBA.

A CELERIAN GROUP GOMPANY

08-06->16 16:17 FROM- MPMS / Arx

A!8 MAC JURISDICTION 1 .
North Carosinl, Soutn Coroling, Uirglnla, Wast Virginla, Homa Hoalln and Hosplko

Soptember 24, 2015

ATTN: Muhammad Amjad

Modtest Labaratoriea LLC

3860 Teays Valley Rd Ste 2

Hurrioane, WV 25526 .

DCN: 15202003000743

Dear provider,

We are pleased to inform you that the Medicare Enrollment application you had submiited
has been approved. Listed below are your National Provider Identifier (NPI) and Provider

Transaction Access Number (PTAN).

Organization Name: ' Meogdtest Laboratories LLC

Practioe Jocation: 4860 Teays Valley Rd Ste 2 Hurricane, WV
25526 ' .

National Provider Identifier (NPL): 1821471312

Provider Transaction Access Number: Q508920281

Speoialty: Indepéndent Lab CLIA

You are a: Participating Provider

Effective date: 06/21/2015

Please verify the accuracy of your egrollmerz information.

You are required by regulations found at 43 CFR 424.516 to submit updates and changes to your
enrollment information in accordance with speoified timeframes, Reportable ohanges include,
but are not limited to changes in: (1) legal business name (LBN)Aax identification nuntber (TIN),
(2) practics looation, (3) ownership, (4) authorized/delegated officials, (5) changes in payment

ic fonds transfer information, and (6) final adverse legal

information such as changes in electroni
actions, including felony convictions, license suspensions or revoostions of a hoalth care license,
an exolusion or debarment from participation in Federal or State health care program, ora

Modicare revooation by a different Medicare contractor.

Providers and suppliers may enroll or make changes 1o their existing enrollment in the Medicars

program using the Internet-based Provider Enroliment, Chain and Otganization System
(PECOS). To apply via the Intarnet-based PECOS ¢rto download the CMS-835 enrollment
applications, go 1o http:/fwww.cms.hhs. gov/MedicareProviderSupEaroll.

RS

A CHS-Conlraciyd Madicaro Adminislrefva Contrastor AT % ROV E RS ML EERNL
NA/NGIPN1A Z«1aPM {RAMT=-NL.0NY
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Proyider lnform_ation for 1821471319

Search (freglstry/) / Back fo Results / NPl View .

e e TR
! MEDTEST LABORATORIES LLC 1
:3 Organlzat[on Subpart: NO :

A e L Lt Rl kol

@ NP 1821471318

ﬁ Last Updated: 2015-08-07

Detalls

Name Velue ]

N S ————— SRR Y

L NP ' 1821471319 ,

‘. o L LLIT - — -t Eme—t N Y RE R E—— P PPPR T S e LI Ll

Enumeration Date 2015-07-02

NPI Type ‘ » 2- Organization

Status Act[ve :

Malitng Address 2006 SPRINGDALE RD
HURRICANE, WV 25526-9344

United States

i Phone: 304-757-0982 | Fax: 304-945-0093
’ View Map (/registry/map-view?q=2006 SPRINGDALE RD, HURRICANE, WV,

255269344 United States) @ .

Jo v cimmm e ve i st e v e Tt e e ———————

| Primary Practlce I 3860 TEAYS VALLEY RD SUITE 2
: i i
nitpayinpireglstry.ems hhe govregistryfprader- ~enf1821471319 in”
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AMIJAD-00014063



06-08-"16 15:18 FROM- MPMS / Arx 304-309-2526 T-748 P0O014/0074 F-235

ACORY  GERTIFICATE OF LIABILITY INSURANCE i

s ok CERTIFIGATE 15 1SSUER AS A MATTER GF INFORMATION ONLY AND CONFERS KO RIGHTS U?oﬂ HE {
: d : P, I FATION {0 RIGH ! QERTIFICATE HOLDER, THIS
g:ﬁ;wcﬁfsngzs lgi:‘):'rA %Flg%‘gﬁg ggﬂ%@é@g&%gyg_ﬁm EKTENDNOR ALTER THE covemgﬁ' Apfscgzu"sb BY THE POLIGIES
! 2 ERTiE ) | UTE A GONTRAI EEN THE It ZED
REPRESENTATIVE OR PRODUCER) AND THE CRRTIEIGATE HOLDAR, CT, BETWEEN THE ISSUING INSURER(S), AUTHOR:
IMPORTANT: If the cerliticata hoidey [ pa ADDITIONALINEURED, the polley(i0s) must be endorsoy: if SUBROGATION I WAIVED, subjact lo

the forind and candilieivs-of the polisy, carfolh folicios may roquird an & oréement.
conlfieate holder In flal of such ondursomenl(s'):. v .q : remOR, & et on i orioso doas fat soner g the

PROTUGER fgg‘?' Cathotine. Goxdohton
Tha Hilb Group of West Virginia, LIC dba g1 . (304} 757-5666 T B8 gy, t5om 7572787
P. O, Box 1068 %ﬂ%ﬁ.céﬂlarina.Goz&ahthn@hi;hg#,o\ap.een
IISUARR|S) AFFORDING COVERAGE BAIG &
8egtt Depot WV 28560 msurersMartford Casualty Insuranes Co 29424
INSURED : WSURERD:
Modtest Laboratories, LLC NSURER G
384D Yeays Valley Road tsUnER by
Huxrle WU 2552 S
jat AN T 526 INSURER Py
COVERAGES CERTIFICATE NUMBER:CL1E61228365 ; REVISION NUMBER:

THES IS TO GERTIFY THAT THE POLICIES OF INSURANGE LISTED BELOVY HAVE BEEH JSSUED TG THE INSURED NAMED ABGVE POR THE POLIGY PERIOD
INDIGATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRADY OR OTHER DOGUMENT WITH RESFECT TO WHICH THIS

JCERYIFICATE MAY BE |SSUED OR MAY FERTAIN, THE INSURANCE AFFORDED BY THE POLIGIES DEBCR{MESQ HEREIN IS SUBJECT TO ALL THE TEAMS,

EXGLUSIONS AND CONDITIONS OF SUCHFGLICIES, LIMITS SHOWa! MAY HAVE BEEN RECUCED BY PAID GLAIME, |
oy . TAPEORINSURAREE %g@g EOLIEYEUMDbER m MR LIS
| GENERAL LIABILITY * | EACH OCHURRENGE .3 1,000,000
2 | COMMERCIAL GENERAL LIARILTY . . | ERepSes 3 opmranesy |8 1,000,000
A ] ctams e (3¢ ] ozcur [{DEBAL420LG e R T I 10,900
- | PERSONALZADVINJURY |2 1,000,000
| ENERmLaqoREOMTE |5 2,000,000
GEITL AGGREGATE LUAIT APPLIES Part: PRODUCYS - COMP/OP AGS | & 2,000,000
| Teovee] | B0: Loc ]
| AuToNGRILETINGIY PR SRELE TR 1
|___|ARY AuTD BODILY IUURY (Parporsony |5
] Ak quaEo Ec ULt "BORILY INIURY (Perecsioann | $
| | hwepauming Agrosnﬂm WW 30 5
3
| | UMBRELIA LIAG OBCUR ' EACH GECURRENDE z
E¥pEgs L CLANS MATE | ACUREGATE s
e AL
AND EMPLOYERE LIADILTY v
6;?5 RSP RIETONPARTHERTXECUTIVE lﬂ nIA B.L, EAGH AGOIDENT t
fresiey il S
ESURRTION ON SERATIONS baluw ELL DIERASE - POUTC LIWIT | 3
A |Contonta 40EnRIS20T0 fAZ/2018 [6/32/2016 | yeenc00 $1,000 ded

DESCAIPTICH OF OPERATIONS f LGCATIONS IVEHICLES [Akaon ACORD 18, Aeditiona! Remarke Schaduly, Himore £paze Fequiiad)
vidonca of Insuranan )

CERYIFICAYE HOLDER CANGELLAYION

SHOULG ANY OF THE ADOVE DESCRIBED POLICIGS BE CANGELLED REFORE
THE EXPIRATION DATE YHEREQF, NOTICE WILL BE DELWERED IN
AGCORDANCEWITH THE POLIGY PROVISIONS:

Svidenoa of Instyance

AUTHRRIZED REFREEENTATIVE

Q Gartchton/oG CM o -&m.ke_b-w-.
ACORD 25 {(2010705) @1988-2010 ACORD CORPORATLION, All rights reservad.
INRA2Koatrnm 01 Tha ANMEN nama and inna ara ranletarmd marka of AGORND

NAZOAZPNIA  3-1QPM (GAMT-NL. A0S
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IN THE CIRCUIT COURT OF WOOD COUNTY, WEST VIRGINIA

HIGHMARK WEST VIRGINIA INC,,
Plaintiff,
V.

MEDTEST LABORATORIES LLC,

BRICE AND/OR BILLY TAYLOR,
MUHAMMAD AMJAD, PH.D.,

MICHAEL CHEN, PH.D., JAMES
TAYLOR, and VITAS LABORATORY, LLC

Defendant.

MEDTEST LABORATORIES LLC
Counterclaim-Plaintiff,
V.

Highmark West Virginia Inc.,

Blue Cross and Blue Shield of Alabama,

Anthem, Inc.,

Health Care Service Corporation, A Mutual
Legal Reserve Company,

Cambia Health Solutions, Inc.,

CareFirst, Inc.,

Premera Blue Cross,

Blue Cross and Blue Shield of Arizona, Inc.,

USAble Mutual Insurance Company, d/b/a
Arkansas Blue Cross and Blue Shield,

Blue Cross of California d/b/a Anthem Blue
Cross,

California Physicians’ Service, Inc, d/b/a Blue
Shield of California,

Rocky Mountain Hospital and Medical
Service, Inc., d/b/a Anthem Blne Cross and
Blue Shield,

Anthem Blue Cross and Blue Shield,

Anthem Health Plans, Inc. d/b/a Anthem Blue
Cross and Blue Shield of Connecticut,

Highmark Inc,

e v S’ amt v vt vttt “mmt’ it vt s’ “wumt’ et ot s’ o ot et “mt “empt “ewpt “emst “wwst' ‘st “wat' “wst’ “wwt’ “wmt ‘semt’ “wmt' ' “wamt' “vmt' ‘wmt’ “wmt’ ‘st “wmtl ‘e’ ‘et ‘set’ “wamt’
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Highmark BCBSD Ine. d/b/a Highmark Blue
Cross Blize Shield Delaware,

Group Hospitalization and Medical
Services, Inc. d/b/a CareFirst BlueCross
BlueShield,

Blue Cross and Blue Shield of Florida, Inc.,

Blue Cross and Blue Shield of Georgia, Inc.,

Blue Cross of Idaho Health Service, Inc.,

Regence BlueShield of Idaho, Inc.,

Blue Cross and Blue Shield of Illinois,

Anthem Insurance Companies, Ine. d/b/a
Anthem Blue Cross and Blue Shield of Indiana,

Wellmark, Inc. d/b/a/ Wellmark Blue Cross
and Blue Shield of Iowa,

Blue Cross and Blue Shield of Kansas, Inc.,

Anthem Health Plans of Kentucky, Inc.

d/b/a Anthem Blue Cross and Blue Shield
of Kentucky,

Louisiana Health Service and Indemnity
Company, PAC d/b/a/ Blue Cross and Blue
Shield of Louisiana,

Anthem Health Plans of Maine, Inc.,

d/b/a Anthem Blue Cross and Blue Shield
of Maine,

CareFirst of Maryland, Inc. d/b/a CareFirst
BlueCross BlueShield,

Blue Cross and Blue Shield of Massachusetts,
Inc.,

Blue Cross and Blue Shield of Michigan,

BCBSM, Ine. d/b/a/ Blue Cross and Blue
Shield of Minnesota,

Blue Cross & Blue Shield of Mississippi, A
Mutual Insurance Company,

HMO Missouri, Inc. d/b/a Anthem Blue
Cross and Blue Shield of Missouri,

Blue Cross and Blue Shield of Kansas City,

Caring for Montanans, Inc. f/k/a
Blue Cross Blue Shield of Montana, Inc.,

Blue Cross and Blue Shield of Nebraska, Ine,

Anthem Blue Cross and Blue Shield of Nevada,

Anthem Health Plans of New Hampshire, Inc.
d/b/a Anthem Blue Cross and Blue Shield of
New Hampshire,
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Horizon Healthcare Services, Inc. d/b/a
Horizon Blue Cross Blue Shield of
New Jersey,

Blue Cross and Blue Shield of New Mexico
Insurance Company,

HealthNow New York Inc.,

Blue Shield of Northeastern New York, Inc.,

Blue Cross and Blue Shield of Western
New York, Inec,,

Empire HealthChoice Assurance, Inc, d/b/a
Empire BlueCross BlueShield,

Excellus Health Plan, Inc. d/b/a Excellus
BlueCross BlueShield,

Blue Cross and Blue Shield of North Carolina,

Noridian Mutual Insurance Company d/b/a
Blue Cross Blue Shield of North Dakota,

Community Insurance Company d/b/a Anthem
Blue Cross and Blue Shield of Ohio,

Blue Cross and Blue Shield of Oklahoma,

Regence BlueCross BlueShield of Oregon,

Capital Blue Cross, _

Independence Hospital Indemnity Plan, Inc.,

Triple-S Salud, Inc.,

Blue Cross & Blue Shield of Rhode Island,

BlueCross BlueShield of South Carolina Inc.,

Wellmark of South Dakota, Inc. d/b/a Wellmark
Blue Cross and Blue Shield of South Dakota,

BlueCross BlueShield of Tennessee, Inc.,

Blue Cross and Blue Shield of Texas,

Regence BlueCross BlueShield of Utah,

Blue Cross and Blue Shield of Vermont,

Anthem Health Plans of Virginia, Inc. d/b/a
Anthem Blue Cross and Blue Shield of
Virginia, Inc.,

Regence BlueShield,

Blue Cross Blue Shield of Wisconsin d/b/a
Anthem Blue Cross and Blue Shield of
Wisconsin,

Blue Cross & Blue Shield of Wyoming,

Counterclaim and Third-Party Defendants.
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CERTIFICATE OF SERVICE

The undersigned, counsel for the Defendants’, MedTest Laboratories, LLC, Brice Taylor,
Billy Taylor, Muhammad Amjad, Ph.D., Michael Chen, Ph.D., James Taylor and Vitas
Laboratory, LLC, does hereby certify that I have served a true and accurate copy of the foregoing
Answer on Behalf of MedTest Laboratories, LLC, Billy Taylor, Brice Taylor, James Taylor, Vitas
Laboratories and Michael Chen, Ph.D. and Counterclaims and Third-Party Complaint on the 8th
day of April, 2019 via electronic mail upon the following counsel of record:

Stuart A. McMillan
Peter G. Markham
Gabriel Wohl
BOWLES RICE LLP
600 Quarrier Street
Charleston, WV 25301
P.O. Box 1386
Charleston, WV 25325-1386

Counsel for Plaintiff “ﬁ

Raym&@d S. Franks I (WVSB #6523)




