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Completing the CMS-1500 Form
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1 	 Check the box(es) that identifies the type of health 
insurance coverage(s) applicable.

1a 	 Enter insured’s ID number.
2 	 Enter patient’s full name.
3 	 Enter patient’s birthdate (e.g., 05/07/42) and gender.
4 	 Enter insured’s full name (indicate “Same” if the insured is 

the patient).
5 	 Enter patient’s complete current address and  

telephone number.
6 	 Indicate the patient’s relationship to the insured.
7 	 Enter the insured’s address (indicate “Same” if same  

as patient’s).
8 	 Reserved for NUCC.
9 	 If there is any other insurance company or insured party 

who may be responsible for any part of this bill, enter the 
insured’s name, then complete 9a and 9d.

10a	 Check Yes if any of the services described in Box 24 
relate to an employment-related accident.

10b	 Check Yes if any of the services described in Box 24 
relate to an auto accident. If Yes, indicate the state where 
the accident occurred.

10c	 Check Yes if the services described in Box 24 relate to 
any other type of accident.

10d	 Reserved for NUCC.
11 	 If there is no other eyecare coverage primary to VSP®, enter 

“None.” This box is required to verify that the provider has 
made a good-faith effort to determine whether VSP is the 
primary carrier, then complete 11a, 11c, and 11d.

11d 	 Check Yes or No to indicate whether there is another 
health benefit plan for eyecare. If Yes, complete 9, 9a, and 
9d.

12 	 The patient or authorized representative is required to 
sign and date this field unless the signature is on file. If 
the signature is on file, enter “SOF.”

13 	 The signature in this field authorizes payment of benefits 
to the provider.

14 	 If you checked Yes in Box 10a, b or c, enter the date 
of injury. No qualifier needed.

15 	 If patient has had the same or similar illness, enter the 
date of previous onset. No qualifier needed.

16 	 Enter the dates the patient is unable to work in 
current occupation. An entry in this field may indicate 
employment-related insurance coverage.

17 	 Enter the full name of the referring provider, if applicable.
17a 	 This field is not required—leave blank.
17b 	 Enter the referring/ordering provider’s 10 digit NPI number.
18 	 Enter hospitalization dates for current condition, 

if applicable.
19 	 For VSP claims, this box requires the following information 

as applicable: For routine eyecare services, indicate 
“Share of Cost (SOC)” or “Foster Care” and complete Box 
29. Indicate “two pairs of glasses in lieu of bifocals.” If you 
need to indicate multiple items in this box, separate items 
with a semicolon (e.g., “Share of Cost; two pairs of glasses 
in lieu of bifocals”).

20	 This field is not required—leave blank.
21 	 Indicate ICD code set. Enter: 0 for ICD-10 In ICD Ind box. 

Enter the patient’s diagnosis/condition. All physician 
specialties are required to use ICD codes and code to the 
highest level of specificity. Enter codes in priority order 
(primary, secondary, etc). Primary diagnosis codes should 
be patient’s chief complaint.

22 	 If this is a resubmission of an unprocessable or denied 
claim, enter original claim number in Original Ref. No. box.

23 	 Enter all applicable VSP authorization numbers.
24A 	Enter the month, day and year for each procedure, service 

or supply.
24B 	Enter the appropriate place of service code, as provided 

by the health insurance entity checked in Box 1. Indicate 
a place of service code for each item used or service 
performed.

24C 	Enter Y (Yes) or N (No) to indicate whether you provided 
emergency treatment.

24D 	Identify the procedure, service or supply with the 
appropriate CPT/HCPCS code and up to four modifiers*.

24E 	Enter the one-digit line letter which refers to the primary 
diagnosis from field 21 for each service billed.

24F 	Enter your usual and customary billed charge for  
each service.

24G 	Enter the number of days or units. This field is most 
commonly used for multiple visits, units of supplies or 
lenses. If only one service is performed, enter the number 1.

24H 	Enter Y (Yes) or N (No) to indicate whether the patient 
was referred for further exam due to an Early Periodic 
Screening Diagnostic Test (EPSDT).

24I 	 This field is not required—leave as is.
24J 	Enter the NPI of the rendering provider in the lower 

portion of the field.
25 	 Enter the federal tax ID of the provider/practice receiving 

payment, and check whether it is an SSN or EIN.
26 	 Enter the patient account number assigned by the 

provider’s accounting system. This box is optional and is 
used to help you with patient identification.

27 	 Check Yes or No to indicate whether reimbursement for 
this claim will be accepted as payment in full.

28 	 Enter total charges for the services (total of all charges in 
Column 24F).

29 	 Enter the amount paid by the patient and/or other 
insurance, if applicable, for the charges represented in 
Box 28 (i.e., copayment and/or overages). For patients 
identified as participating in a flexible spending account 
on the VSP Patient Record Report, enter the total amount 
paid by the patient including any non-covered services.

30 	 Reserved for NUCC.
31 	 Enter signature of provider or representative and the date 

the form was signed. A stamped or computer-generated 
signature is acceptable.

32 & 32A 	 Enter the name, physical address, and NPI of the 
office or facility where services were provided, only 
if it differs from Box 33 or if Box 33 is a P.O. Box. 
Indicate “Same” if same address as Box 33-do not 
leave blank.

33 & 33A 	 Enter the name, billing address, ZIP code, telephone 
number, and NPI of the billing provider or group. 
This is a required field.

*Multiple page claims—When reporting line item services 
on multiple page claims, only the diagnosis code(s) reported 
on the first page may be used and must be repeated on 
subsequent pages. If more than 12 diagnoses are required 
to report the line services, the claim must be split and the 
services related to the additional diagnoses must be billed as 
a separate claim. 
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