/D’
Neg:

X\
CalViva caithnet

HEALTH"

Community Health Workers
and Supervising Provider
Organizations

Billing




Although this form is titled for ECM and CS, it will :‘r{;'f

be used for CHW claims as well

Claim Form

* https://www.healthnet.com/content/

healthnet/en us/providers/claims/clai

ms-procedures.html
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health net

ECM and Community Supports Inveice Claim Form
Important: Complete a separate invoice form for each member who received covered services. To avoid processing delays, please ensure comple-
thon of the fields with * on this form.
Oiptions for Submiting:

Mail:

Health Net = Cal AIM lovoice LA TR

POy Box 139, Wan Nuys, CA91410-0439 Upload PDF:

Fux: (E33) 2861043 LA

Section 1a: Billing Provider Information

*National Provider Identifier (NPI): I *“Tax ldentification Mumber (TIN):

*Provider's last Chrganiration name:
Proviader’s first name:

* Address: | *Ciy:

*State: CA *ZIP- | *Phone number:
Section Th: R Provider

Mational Provider denigfier (NPI): I *“Tax ldentsfication Mumber (TIN):

*Provider's last'Organization name:
Provider’s first name:

* Address: | “City:

“State: CA “ZIP- | *Phone number:

Section 1: Member Information « Plexse complete a separate form for eech member who recerved services.

*Member Client Identification Number (CIN}: | Member Homeless Indicator: Sclect | if homeless
*Last name: [ *First name: | * Date of birth (Ma. Day Y

*Residential address:

“City: [*State: CA “ZIP:

“Insured’s or Authorized Person's Signature. | authorize paymemt of Community Supports services to the undersigned physician or supplier for
services described below.

Sectiom 3: Service & Billing Information

. . . *Payor Primary [D: Payor Name:
All CHW codes will be in the drop down for this 5 —C 15 10 1% ||E e To o Tt =
> Serviee Optinns “Serviee unit

2 Wil I Service name | roceure | stibrts | O3 [-Count| oo | CRATE

1 c| Select Service name Select Proce| Select Mod | Selec 5 0.00

2 c| Select Service name Select Proce| 5 0.0

3 c| Select Service name Selec 5 0.00

4 5 0.00

5 5 0.0

& 5 0.00
Tnvoice Amount 5 0.00

Section 4: Administrative Information

*Invosoe Diate {ModDay Y | *Invoice #: I Cantral #: Attachments: Select YesMo

Authorizatian 1D - [ Submission Type: Select Submission Type | Original Claim 1D:

*Signature of Physician or Supplier {1 certify that the statements on the reverse apply bo this bill and are made a part thereof’)

*Signed: [ *Date:

21-001/FRAMMMCW0O0 {1:22)

Confidential and Proprietary Information



https://www.healthnet.com/content/healthnet/en_us/providers/claims/claims-procedures.html

Billing Codes

HCPCS Level HCPCS Description Modifier
II Code
2
Education and traming for patient SEE‘_ To denote services rendered by
management by a qualified, nonphysician health Communitv Health Workers
98960 care professional using a standardized —
curriculum, face-to-face with the patient [could (3%
include caregiver/family] each 30 minutes, To denote services rendered by
individual patient Asthma Preventive Services
providers
U2
Education and training for patient self- To denote services rendered by
management by a qualified, nonphysician health Communitv Health Workers
98961 care professional using a standardized —
curriculum, face-to-face with the patient [could U3
include caregiver/famuly] each 30 minutes; 2-4 To denote services rendered by
patients Asthma Preventive Services
providers
U2
Education and training for patient self- To denote services rendered by
management by a qualified, nonphysician health Communitv Health Workers
98962 care professional using a standardized —_—
curriculum, face-to-face with the patient [could U3
include caregiver/family] each 30 minutes; 5-§ To denote services rendered by
patients Asthma Preventive Services
providers
Note: Billing 1 umt = 30 minutes per CPT code descriptions
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