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NUCC Instruction Manual available at: ww -0938-0999 FORM CMS-1500 (08-05)

Report the referring physician NPI number (2310A or 2420F; Enter ‘XX’ in the NM108 data element to indicate an NPl is present in NM109)

Report NPI for rendering physician if applicable (2310B or 2420A; Enter ‘XX in the NM108 data element to indicate an NPI is present in NM109)

After mandate use the nine-byte EIN only when filing to BlueCross BlueShield of South Carolina (2010AA or 2010AB)

Report NPI of facility/group where services were rendered (2310D or 2420C; Enter ‘XX’ in the NM108 data element to indicate an NPI is present in NM109)
5 Renort NPI of facilitv/aroun where services were billed (2010AA : Enter ‘XX’ in the NM108 data element to indicate an NPI is bresent in NM109)
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BlueCross BlueShield of South Carolina is an independent licensee of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield plans.




