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APPENDIX A 
CMS-1500 Claim Form: 

The CMS-1500 claim form answers the needs of many insurers. It is the basic form prescribed by the 
Centers of AlohaCare and Medicaid Services (CMS) for the AlohaCare program for claims from 
physicians and suppliers. All claims must be submitted using the form CMS-1500. 

Preparing the CMS-1500 Claim Form: 

Successful scanning begins with the proper submission of claim data. It is important that claims be 
submitted with proper and legible coding. Claims that are not legible or properly coded will be returned or 
rejected. Please follow these helpful hints when completing your CMS-1500 forms: 

The font should be: 

• Legible (computerized or typed claims, laser printers are recommended)
• In black ink
• Courier or Arial in 10, 11 or 12 point font
• Capital letters

The font must not have: 

• Dot matrix print
• Bold, script, italic or stylized font
• Broken characters
• Red ink
• Mini-font

Do not submit paper claims with: 

• Liquid correction fluid changes
• Data touching box edges or data running outside of the numbered boxes
• More than six service lines per CMS-1500 claim form. Do not compress two lines of information

on one line. If more than six service lines are required, see instructions listed below under 'Claims
Submitted with Multiple Pages.

• Information in the shaded area in 24a through 24h. These fields are used by AlohaCare and
would be populated with National Drug Code (“NDC”) for physician-administered drugs.

• Narrative descriptions of procedure codes, modifiers or diagnosis codes
• Stickers or rubber stamps
• Data, mailing address or labels on the top portion of the CMS-1500 claim form
• Special characters (e.g., hyphens, periods, parentheses, dollar signs and ditto marks)
• Handwritten descriptions
• Super bills

The claim form must be: 

• An original CMS-1500 printed in red 'drop out' ink with the printed information on back.
Photocopies are not acceptable.

• Size: 8 ½ x 11 with the printer pin-feed edges removed at the perforations
• Free from excessive creases or tears (do not fold or staple)
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• Clean and free from stains, notations, strike-overs, crossed-out or highlighted information, liquid
correction fluid, glue, or tape

Attachment Reminders: 

• All attachments must identify the patient’s name, Health Insurance Claim number (HICN), date of
service and other pertinent information

• Attachments must be a full page (8 ½ x 11)
• Operative reports, radiology reports, etc., should be submitted with paper claims only when either

the coding guidelines indicate these reports are needed to process the service(s) or when an
AlohaCare representative requests this additional information.

Secondary Paper claims: Only attach the summary notice (i.e., EOB or Remittance Advice) from the 
primary insurer that specifically corresponds to the claim you are submitting Preparing the CMS-1450 
(UB04 Claim Form: 

The CMS-1450 claim form, also known as the UB04, is a uniform institutional provider claim.  Successful 
scanning begins with the proper submission of claim data. It is important that claims be submitted with 
proper and legible coding. Claims that are not legible or properly coded will be returned or rejected.  

The font should be: 

• Legible (computerized or typed claims, laser printers are recommended)
• In black ink
• Courier or Arial in 10, 11 or 12 point font
• Capital letters

The font must not have: 

• Dot matrix print
• Bold, script, italic or stylized font
• Broken characters
• Red ink
• Mini-font

Do not submit paper claims with: 

• Liquid correction fluid changes
• Data touching box edges or data running outside of the numbered boxes
• Narrative descriptions of procedure codes, modifiers or diagnosis codes
• Stickers or rubber stamps
• Data, mailing address or labels on the top portion of the CMS-1450 claim form
• Special characters (e.g., hyphens, periods, parentheses, dollar signs and ditto marks)
• Handwritten claims
• Super bills
• Photocopies of claim

The claim form must be: 

• An original CMS-1450 printed in red 'drop out' ink with the printed information on back.
• Size: 8 ½ x 11 with the printer pin-feed edges removed at the perforations
• Free from excessive creases or tears (do not fold or staple)
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• Clean and free from stains, notations, strike-overs, crossed-out or highlighted information, liquid
correction fluid, glue, or tape and staples

Attachment Reminders: 

• All attachments must identify the patient’s name, Health Insurance Claim number (HICN), date of
service and other pertinent information

• Attachments must be a full page (8 ½ x 11)
• Operative reports, radiology reports, etc., should be submitted with paper claims only when either

the coding guidelines indicate these reports are needed to process the service(s) or when an
AlohaCare representative requests this additional information.

• Secondary Paper claims: Only attach the summary notice (i.e., EOB or Remittance Advice)  from
the primary insurer that specifically corresponds to the claim you are submitting (do not staple to
claim form)
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APPENDIX B 
ALOHACARE 

Remittance Advice for Month Day, Year 
1	
   Tax	
  Id:	
   3	
  

Payment	
  Id#:	
   4	
  
2	
  

Service	
  Provider:	
   5	
  

Patient	
  Name:	
  	
   6	
   QUEST	
  Id:	
   7	
  
Primary	
  Care	
  Physician	
  on	
  Date	
  of	
  Service:	
  	
   8	
  

Claim	
  Number:	
   9	
   Claim	
  Type:	
   10	
   Claim	
  Status:	
   11	
   Patient	
  Account	
  #:	
  	
  

Rev	
   Billed	
  	
   Provider	
   Allowed	
  	
   Payment	
   Provider	
   Paid	
   Paid/	
  
Line	
  #	
   Dates	
  of	
  Service	
   Loc	
   Code	
   CPT4	
   Mod	
   Units	
   Amount	
   Adjustment	
   Amount	
   Copay	
   COB/TPL	
   Discount	
   Discount	
   Amount	
   Denied	
   CAP/FFS

12	
   A	
   B	
   C	
   D	
   E	
   F	
   G	
   H	
   I	
   J	
   K	
   L	
   M	
   N	
   O	
   P	
  

Claim	
  Explanation:	
   14	
   13	
  

The image cannot be displayed. Your 
computer may not have enough memory 
to open the image, or the image may have 
been corrupted. Restart your computer, 
and then open the file again. If the red x 
still appears, you may have to delete the 
image and then insert it again.
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  ALOHACARE 
Remittance Advice for Month Day, Year 

Tax	
  Id:	
  
Payment	
  Id:	
  

Remittance	
  Summary:	
   15	
  
Billed	
   Provider	
   Allowed	
   Payment	
   Refund	
   Paid	
   Advance	
   Check	
  
Amount	
   Adj.	
   Amount	
   Copay	
   COB/TPL	
   Discount	
   Amount	
   Amount	
   Recoup	
   Amount	
  

A	
   B	
   C	
   D	
   E	
   F	
   G	
   H	
   I	
   J	
  

Check	
  Number:	
   16	
  
Check	
  Amount:	
   17	
  

The image cannot be displayed. Your 
computer may not have enough memory 
to open the image, or the image may have 
been corrupted. Restart your computer, 
and then open the file again. If the red x 
still appears, you may have to delete the 
image and then insert it again.
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Key:
1. Pay to provider (per page)
2. Mailing address (per page)
3. Pay to tax identification number (per page)
4. Payment ID (per page)
5. Servicing provider
6. Patient name
7. Member identification number
8. Primary Care Physician
9. AlohaCare claim number
10. Form type claim billed on
11. Claim status (paid/denied)
12. Line detail

A. Date of service (from-to)
B. Location code (Pace of service-example 11 office)
C. UB04 REV code
D. CPT4 codes
E. Modifier codes
F. Number of units
G. Billed amount
H. Provider Adjustment
I. Allowed Amount
J. Co-payment Amount
K. COB/TPL Payment
L. Payment discount amount
M. Provider refund amount
N. Paid amount
O. Status (paid/denied)
P. Reimbursement Methodology (CAP/FFS)

13. Totaling of the line details
14. Denial reason codes and HIPAA explanation

15. Remittance Summary
A. Total billed amount for all claims  
B. Total Provider adjustment for all claims 
C. Total Allowed amount for all claims 
D. Total Co-payment for all claims 
E. Total COB/TPL for all claims 

F. Total Payment Discount for all claims 
G. Total refunds for all claims 
H. Total Paid Amount for all claims 
I. Total Advance applied 
J. Check amount 

16. Check Number
17. Check Amount
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APPENDIX C Medical Necessity Definition 
Hawaii Revised Statutes §432E-1.4 

§432E-1.4 Medical necessity.
(a)  For contractual purposes, a health intervention shall be covered if it is an otherwise covered category 

of service, not specifically excluded, recommended by the treating licensed health care provider, and 
determined by the health plan's medical director to be medically necessary as defined in subsection (b).  A 
health intervention may be medically indicated and not qualify as a covered benefit or meet the definition of 
medical necessity.  A managed care plan may choose to cover health interventions that do not meet the 
definition of medical necessity. 

     (b)  A health intervention is medically necessary if it is recommended by the treating physician or treating 
licensed health care provider, is approved by the health plan's medical director or physician designee, and is: 

   (1)  For the purpose of treating a medical condition; 
   (2)  The most appropriate delivery or level of service, considering potential benefits and harms to the 

patient; 
   (3)  Known to be effective in improving health outcomes; provided that: 

    (A)  Effectiveness is determined first by scientific evidence; 
     (B)  If no scientific evidence exists, then by professional standards of care; and 
     (C)  If no professional standards of care exist or if they exist but are outdated or contradictory, then by expert 

opinion; and 
 (4)  Cost-effective for the medical condition being treated compared to alternative health interventions, 

including no intervention.  For purposes of this paragraph, cost-effective shall not necessarily 
mean the lowest price. 

     (c)  When the treating licensed health care provider and the health plan's medical director or physician 
designee do not agree on whether a health intervention is medically necessary, a reviewing body, whether 
internal to the plan or external, shall give consideration to, but shall not be bound by, the recommendations of 
the treating licensed health care provider and the health plan's medical director or physician designee. 

 (d)  For the purposes of this section: 

     "Cost-effective" means a health intervention where the benefits and harms relative to the costs represent 
an economically efficient use of resources for patients with the medical condition being treated through the 
health intervention; provided that the characteristics of the individual patient shall be determinative when 
applying this criterion to an individual case. 

     "Effective" means a health intervention that may reasonably be expected to produce the intended results 
and to have expected benefits that outweigh potential harmful effects. 

     "Health intervention" means an item or service delivered or undertaken primarily to treat a medical 
condition or to maintain or restore functional ability.  A health intervention is defined not only by the intervention 
itself, but also by the medical condition and patient indications for which it is being applied.  New interventions 
for which clinical trials have not been conducted and effectiveness has not been scientifically established shall 
be evaluated on the basis of professional standards of care or expert opinion.  For existing interventions, 
scientific evidence shall be considered first and, to the greatest extent possible, shall be the basis for 
determinations of medical necessity.  If no scientific evidence is available, professional standards of care shall 
be considered.  If professional standards of care do not exist or are outdated or contradictory, decisions about 
existing interventions shall be based on expert opinion.  Giving priority to scientific evidence shall not mean 
that coverage of existing interventions shall be denied in the absence of conclusive scientific 
evidence.  Existing interventions may meet the definition of medical necessity in the absence of scientific 
evidence if there is a strong conviction of effectiveness and benefit expressed through up-to-date and 
consistent professional standards of care, or in the absence of such standards, convincing expert opinion. 
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     "Health outcomes" mean outcomes that affect health status as measured by the length or quality of a 
patient's life, primarily as perceived by the patient. 

     "Medical condition" means a disease, illness, injury, genetic or congenital defect, pregnancy, or a 
biological or psychological condition that lies outside the range of normal, age-appropriate human variation. 

     "Physician designee" means a physician or other health care practitioner designated to assist in the 
decision-making process who has training and credentials at least equal to the treating licensed health care 
provider. 

     "Scientific evidence" means controlled clinical trials that either directly or indirectly demonstrate the effect 
of the intervention on health outcomes.  If controlled clinical trials are not available, observational studies that 
demonstrate a causal relationship between the intervention and the health outcomes may be used.  Partially 
controlled observational studies and uncontrolled clinical series may be suggestive, but do not by themselves 
demonstrate a causal relationship unless the magnitude of the effect observed exceeds anything that could be 
explained either by the natural history of the medical condition or potential experimental biases.  Scientific 
evidence may be found in the following and similar sources: 

 (1)  Peer-reviewed scientific studies published in or accepted for publication by medical journals that meet 
nationally recognized requirements for scientific manuscripts and that submit most of their published 
articles for review by experts who are not part of the editorial staff; 

 (2)  Peer-reviewed literature, biomedical compendia, and other medical literature that meet the criteria of 
the National Institutes of Health's National Library of Medicine for indexing in Index Medicus, Excerpta 
Medicus (EMBASE), Medline, and MEDLARS database Health Services Technology Assessment 
Research (HSTAR); 

 (3)  Medical journals recognized by the Secretary of Health and Human Services under section 1861(t)(2) of 
the Social Security Act, as amended; 

 (4)  Standard reference compendia including the American Hospital Formulary Service-Drug Information, 
American Medical Association Drug Evaluation, American Dental Association Accepted Dental 
Therapeutics, and United States Pharmacopoeia-Drug Information; 

 (5)  Findings, studies, or research conducted by or under the auspices of federal agencies and nationally 
recognized federal research institutes including but not limited to the Federal Agency for Health Care 
Policy and Research, National Institutes of Health, National Cancer Institute, National Academy of 
Sciences, Centers for Medicare and Medicaid Services, Congressional Office of Technology 
Assessment, and any national board recognized by the National Institutes of Health for the purpose of 
evaluating the medical value of health services; and 

 (6)  Peer-reviewed abstracts accepted for presentation at major medical association meetings. 

"Treat" means to prevent, diagnose, detect, provide medical care, or palliate. 

    "Treating licensed health care provider" means a licensed health care provider who has personally 
evaluated the patient.  

[L 2000, c 250, §8; am L 2011, c 43, §18] 
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