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Health Insurance Claim Form  
(CMS-1500) (instructions)

Claims must be submitted on the CMS-1500 
for professional services. The following 
information is required on every claim:

BOX 1	� Indicate that this is a TRICARE 
claim by checking the box under 
“TRICARE CHAMPUS.”

BOX 1a	� Sponsor’s Social Security number. 
The sponsor is the person that 
qualifies the patient for TRICARE 
benefits.

BOX 2	 Patient’s name
BOX 3	 Patient’s date of birth and sex
BOX 4	� Sponsor’s full name. Do not 

complete if “self” is checked in 
BOX 6.

BOX 5	� Patient’s address including ZIP code. 
This must be a physical address. 
Post office boxes are not acceptable.

BOX 6	 Patient’s relationship to sponsor
BOX 7	� Sponsor’s address including ZIP code
BOX 8	� Marital and employment status of 

patient

	� Note: Box 11d should be completed 
prior to determining the need for 
completing Boxes 9a through 9d. 
If Box 11d is checked “yes,” Boxes 
9a and 9d must be completed. 
In addition, if there is another 
insurance carrier, the mailing 
address of that insurance carrier 
must be attached to the claim form.

BOX 9	� Full name of person with other 
health insurance (OHI) that covers 
patient

BOX 9a	� Other insured’s policy or group 
number

BOX 9b	� Other insured’s date of birth and sex 
(Not required, but preferred)

BOX 9c	� Other insured’s employer name or 
name of school

BOX 9d	� Name of insurance plan or program 
name where individual has OHI

BOX 10a-c�	 Check to indicate whether 
employment or accident related.  
(In the case of an auto accident, 
indicate the state where it occurred.)

	� Note: Box 11 through Box 11c 
questions pertain to the sponsor.

BOX 11	� Indicate policy group or Federal 
Employees Compensation Act 
(FECA) number (if applicable).

BOX 11a	� Sponsor’s date of birth and sex, if 
different than Box 3

BOX 11b	 �Sponsor’s branch of service
BOX 11c	� Indicate “TRICARE” in this field.
BOX 11d	� Indicate if there is another health 

insurance plan primary to TRICARE 
in this field.

BOX 12	� Patient’s or authorized person’s 
signature and date; release of 
information. A signature on the file 
is acceptable provided signature is 
updated annually.

BOX 13	� Insured’s or Authorized Person’s 
Signature. This authorizes payment 
to the physician or supplier.

BOX 14	� Date of current illness or injury/ 
Date of pregnancy (Required for 
injury or pregnancy)

BOX 15	� First date (MM/DD/YY) had same 
or similar illness (Not required, but 
preferred)

BOX 16	� Dates patient unable to work (Not 
required, but preferred)

BOX 17	� Name of referring physician (Very 
important to include this information)

BOX 17a	� Identification (non-NPI) number of 
referring physician with qualifier

BOX 17b	 Referring physician NPI
BOX 18	� Admit and discharge date of 

hospitalization
BOX 19	 Referral number
BOX 20	� Check if lab work was performed 

outside the physician’s office and 
indicate charges by the lab. If an 
outside provider (e.g., laboratory) 
performs a service, claims should 
include modifier “90” or indicate 
“Yes” in this block.

BOX 21	 Indicate at least one, and up to four, 
specific diagnosis codes.

BOX 23	 Prior authorization number
BOX 24A	 Date of service
BOX 24B	 Place of service
BOX 24C	 EMG (emergency) indicator
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BOX 24D	 CPT/HCPC procedure code with 
modifier, if applicable

BOX 24E	 Diagnosis code reference number 
(pointer)

BOX 24F	 Charges for listed service
BOX 24G	 Days or units for each line item
BOX 24H	 Early and Periodic Screening, 

Diagnosis, and Treatment (EPSDT) 
related services/Family planning 
response and appropriate reason 
code (if applicable)

BOX 24I	 Qualifier identifying if the number  
is a non-NPI ID

BOX 24J	 Rendering Provider ID number. 
Enter the non-NPI ID number in the 
shaded area. Enter the NPI number 
in the unshaded area.

BOX 25	 Physician’s/Supplier’s Tax 
Identification Number

BOX 26	 Patient’s Account Number (Not 
required, but preferred)

BOX 27	 Indicate whether provider accepts 
TRICARE assignment.

BOX 28	 Total charges submitted on claim
BOX 29	 Amount paid by patient or other carrier
BOX 30	 Amount due after other payments are 

applied (Required if OHI)
BOX 31	 Authorized signature
BOX 32	 Name and address where services 

were rendered. This must be the 
actual physical location. If you 
use an independent billing service, 
please do not use this address.

BOX 32a	 NPI of the service facility location
BOX 32b	 Two-digit qualifier identifying the 

non-NPI number followed by the ID 
number (if necessary)

BOX 33	 Physician’s/Supplier’s billing 
name, address, ZIP code, and phone 
number

BOX 33a	 NPI of billing provider
BOX 33b	 Two-digit qualifier identifying the 

non-NPI number followed by the ID 
number (if necessary)

CMS-1500 Place of Service Codes

11	 Office
12	 Home
15	 Mobile unit
21	 Inpatient hospital
22	 Outpatient hospital

23	 Emergency room—hospital
24	 Ambulatory surgical center
25	 Birthing center
26	 Military treatment facility (MTF)
31	 Skilled nursing facility
32	 Nursing facility
33	 Custodial care facility
34	 Hospice
41	 Ambulance, land
42	 Ambulance, air or water
51	 Inpatient psychiatric facility
52	 Psychiatric facility, partial hospitalization
53	 Community mental health center
54	� Intermediate care center/mentally retarded
55	� Residential substance abuse treatment 

facility
56	 Psychiatric residential treatment center
61	� Comprehensive inpatient rehabilitation 

facility
62	� Comprehensive outpatient rehabilitation 

facility
65	 End-stage renal disease treatment facility
71	 State or local public health clinic
72	 Rural health clinic
81	 Independent laboratory
99	 Other unlisted facility

Type of Service Codes

1	 Medical care
2	 Surgery
3	 Consultation
4	 Diagnostic X-ray
5	 Diagnostic laboratory
6	 Radiation therapy
7	 Anesthesia
8	 Assistant at surgery
9	 Other medical service

A	� Durable medical equipment (DME) 
rental/purchase

B	 Drugs
C	 Ambulatory surgery
D 	 Hospice
E	 Second opinion on elective surgery
F	 Maternity
G	 Dental
H	 Mental health care
I	 Ambulance
J	� Extended Care Health Option (ECHO)/

Program for Persons with Disabilities 
(PFPWD)




