
Billing Requirements 
Professional Claim Data Fields 
 

 

 
Effective March 1, 2016, WellSense Health Plan requires all providers to report specific data fields on all Non Institutional 
Claims Submissions. The following chart identifies the data field elements and requirements a provider must report for 
non-institutional claims. Failure to submit “Required” fields may result in the claim being returned to the provider or claim 
denial. The value to the left of the chart represents the form locator field on the CMS-1500 paper claim form. For the 
corresponding electronic claim submission format, claims must be submitted in accordance with HIPAA compliant 837P 
standard format. 

 

Box Field Name 
 
Submission Requirements 

 
Paper CMS-1500 

 
Electronic 837P 

1 Type of Coverage Optional Optional 
1a Insured’s ID Number Required Required 
2 Patient’s Name Required Required 
3 Patient’s Date of Birth Required Required 
4 Insured’s Name Required Required 
5 Patient’s Address Required Required 
6 Patient Relationship to Insured Required Required 
7 Insured’s Address Required Required 
8 Reserved for NUCC use NA NA 
9 Other Insurance Information Required, if applicable Required, if applicable 
9a Other Insured’s Policy or Group Number Required, if applicable Required, if applicable 
9b Reserved for NUCC use NA NA 
9c Reserved for NUCC use NA NA 
9d Insurance Plan Required Required 
10 a-c Is Patient’s Condition Related To Situational Situational 
10 d Reserved for NUCC use NA NA 
11 Insured’s Policy Group or FECA Number Situational Situational 
11a Insured’s Date of Birth and Sex Situational Situational 
11b Other Claim ID Situational Situational 
11c Insurance Plan Name or Program Name Situational Situational 
11d Another Health Benefit Plan Required, if applicable Required, if applicable 
12 Patient’s or Authorized Person’s Signature Situational Situational 
13 Insured’s or Authorized Person’s Signature Situational Situational 
14 Date of Current Illness/Injury/Pregnancy Required Required 
15 Other Date Situational Situational 
16 Dates Patient unable to Work In Current Occupation Situational Situational 
17 Name of Referring Provider or Other Source Required Required 
17B ID Number of Rendering Provider Required Required 
18 Hospitalization Dates Related to Current Services Situational Situational 
19 Additional Claim Information Situational Situational 
20 Outside Lab Required, if applicable Required, if applicable 
21 Diagnosis or Nature of Illness/Injury Required Required 
22 Resubmission Code NA NA 
23 Prior Authorization Number Required, if applicable Required, if applicable 
24A Date of Service From/To Required Required 
24B Place of Service Required Required 
24C EMG Situational Situational 
24D Procedure Codes/Modifiers Required, if applicable Required, if applicable 
24F Total Charge Required Required 
24G Days or Units Required Required 
24H EPSDT Family Plan Required, if applicable Required, if applicable 



Billing Requirements 
Professional Claim Data Fields 
 

 

 
Box Field Name 

 
Submission Requirements 

 
Paper CMS-1500 

 
Electronic 837P 

24I ID Qual NA NA 
24J Rendering Provider ID Required Required 
25 Federal Tax ID Number Required Required 
26 Patient’s Account No. Required Required 
27 Accept Assignment Required Required 
28 Total Charges Required Required 
31 Signature of Provider Required Required 
32 a-b Name and Address of Facility Required, if applicable Required, if applicable 
33 Provider/Supplier’s Billing Number and Address Required Required 
33a Billing Provider/Group NPI Required Required 
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