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Dspartment of Health & Hyman Seny
man Services
OFFICE OF THE DIRECTOR.

Evenings _ Weekends _ Family Care _ Urgent Care

3/23/09

Emma Forkner

Department of Health and Human Services
P.O.Box 8206

Columbia, SC 29202

Dear Ms. Forkner;

I am sending this to you, as I cannot get this issue resolved. This would be my 9% request
to have someone handle this problem. We continue to get ECF’s for Dr. Shreedhar M.
Nagnur. He is no longer affiliated with Doctors Care and someone needs to correct your
records. We are not receiving checks for this physician, so your records must already be
corrected somewhere in your system.

Please get someone to handle this issue as quickly as possible

You can reach me at 803-782-6561 ext 243 or via email at
Karen.hardy@doctorscare.com.

Thank you in advance,

Karen G. Hardy, Billing M
Doctors Care

4416 Forest Drive
Columbia, SC 29206

Corporate Office

4416 Forest Drive, 2nd Floor
Columbia, SC 29206

ph 803:782-4278

web www.DoctorsCare.com



'NS;)(;:S PROFESS 1ONAL SERVICES

PROVIDER 000131146 PAYMEHT DATE PAGE
T e s + DEPT OF HEALTH AND HUMAN SERVICES . . de-eca==c—-=-= * o=t
| 1538168968 I REMITTANCE ADVICE | 03/13/2009 | I 11
4mmmmmeen =~=-=-+ SOUTH CAROLINA MEDICAID PROGRAM g===ee=cc-ca- +----4
D tdn frmmmmemm e ea————— $mm———— #ommmeccmnpm————— fmmmom——— dmmmm———— bt —————— Femmmmmernm———————— dmmmpmm e fmmme——- +
PROVIDERS CLAIM SERVICE REHDERED AMOUNT|TITLE 19|S|RECIPIENT |RECIPIENT NAME M TLE. 18| COPAY TITLE
OWN REF. REFERENCE DATE(S) | BILLED| PAYMENTIT ID. F O |ALLOWED| AMT 18
NUMBER NUMBER PY IND{IMMDDYY | PROC. MEDICAIDIS NUMBER I | LAST NAME D] CHARGES PAYMENT
e T et $mm———- dmmm—————— $m———— $mmmeen—- Fmmem———— R ity i ittt e LT == = +
A14677193]|0905602307004700A 90,00 0.00|R13061087301|R L DONALDSON
01 100407 99308 90.00 0.00|R 000 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
A1467T135|0905602308004700A 175.00 0.00[R|3061087301|R L DONALDSON
01 091807 99306 175.00 0.00|R 000 ‘ 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS; LO1 953
A1467T333]0905602309004700A 90.00 0.00IR|3061087301|R L DONALDSON
01 101607 99308 90.00 0.00|R 000 0.00 0.00
EDITS: LOO 316 LO01 510
EDITS: LO1 953
A1467T384|0905602310004700A 180.00 0.00|R|3061087301|R L DONALDSON
01 010108 99308 90.00 0.00|R 000 0.00 0.00
02 012908 99308 90.00 0.00|R 000 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953 L02 510
EDITS: LO2 953
A1467T133|0905602311004700A 90.00 0.00|R|1023148501|K S CAGLE
01 032708 99308 90.00 0.00|R 000 0.00 0.00
EDITS: LOO 316 LO1 953
A1467T7525]09056023 12004700A 90.00 0.00|R]8718046501{8B J HORNER
01 011508 99308 90.00 0.00|R oGvY 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
A1467T612|0905602313004700A 130.00 0.00|R|1327080201|H CHAVIS
01 012908 99309 130.00 0.00IR 000 0.00 0.00
EDITS: LOO 316 LOT 510
EDITS: LO1 953
| I | |
| | | |
Fommcmcaaa e LT SR dmmm——— #mm——————— e i L ST T LT e BT L LT e SEE Fommmm——— e +
| | $0.00 |
. ) rmmrmccsn . + Fommmmm = STATYS CODES: PROVIDER NAME AND ADDRESS
FOR AN EXPLANATION OF THE CERT. PG TOT MEDICAID PG TOT it L el DL L D Db DD +
ERROR CODES LISTED ON THIS e mm e m———— + demmewmecwcomas + P = PAYMENT MADE |SHREEDHAR M NAGNUR |
FORM REFER TO: "MEDICAID | 1,1 | R = REJECTED IDOCTOR'S CARE PA |
PROVIDER MANUAL™. Fommmmmmm e + !+ ------------- + S = IN PROCESS |PO BOX 100193 |
CERTIFIED AMT MEDICAID TOTAL E = ENCOUNTER |COLUMB{A $C 29202 |
IF YOU STILL HAVE QUESTIONS#--===-====ic—# $-==-c-cmocaca- + demmmerncccees +* p LI I LI L + | |
PHONE THE D.H.H.S. NUMBER | | 1 [ | I | e e e +
SPECIFIED FOR INQUIRY OF Prrmcecn e ¥ drmmmmesccane~ + $emmmmmme—e—a- *  demecccee-

CLAIMS IN THAT MANUAL.

+
CHECK TOTAL CHECK HUHBER




PROVIDER ID. 000131147 PROFESS IONAL SERVICES PAYMENT DATE
-------------- + DEPT OF HEALTH AND HUMAN SERVICES #mmmmmmmmm——d Hommmt
| 1538168968 | REMITTANCE ADVICE | 03/13/2009 | 1 21
#mmmmmm—— e + SOUTH CAROLINA MEDICAID PROGRAM 4==e==e=c=ee== -t
=== P LG LR L fm————— frmmmmmm——p—————— fmmmm———— e fmprmmmm e e e m— e ——— foc—fmcmm—— e - *
PROVIDERS CLAIM SERVICE RENDERED] AMOUNT|TITLE 19|SIRECIPIENT [RECIPIENT NAME M |TLE. 18| COPAY | TITLE
OWN REF.| REFERENCE DATE(S) | BILLED| PAYMENT|T iD. F M 0 |ALLOWED| AMT 18
NUMBER NUMBER PY INDIMMDDYY | PROC. MEDICAID|S| NUMBER |1 | LAST NAME D | CHARGES PAYMENT
fmmmmmm e e e a e —————————— fom———— fmmmmmm——— Fmm————— $rmmme——a fmm—————a Frpmm - ——— fmmmmmmmcae s ———— dmmmpemmam—— $m—————- Fommm——— *
A1467T808 | 09056023 14004700A 130.00 0.00|R|1327080201|H  CHAVIS
01 112007 99309 130.00 0.00|R 000 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
A1467T989 | 09056023 15004700A 90.00 0.00|R|1327080201|H  CHAVIS ,
01 121107 99308 90.00 0.00|R 000 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
A1467T120 09056023 16004700A 90.00 0.00|R|1327080201|H  CHAVIS
01 030708 99308 90.00 0.00[R 000 0.00 0.00
EDITS: LOO 316 LO1 953
A1467T119 09056023 17004700A 90.00 0.00|R|1023148501|K S CAGLE
01 091107 99308 90.00 0.00|R 000 0.00 0.00
EDITS: LOO 316 Lo1 510
EDITS: LO1 953
A1467T169 09056023 18004700A 130.00 0.00|R|1023148501]K S CAGLE
01 100407 99309 130.00 0.00|R 000 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
A1467T210]0905602319004700A 39.00 0.00|R|1023148501|K S CAGLE
01 100907 99307 39.00 0.00|R 000 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
A1467TH07 | 0905602320004700A 90.00 0.00|R|1023148501]K S CAGLE
01 103007 99308 90.00 0.00|R 000 _ 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
A1467T505 | 090560232 1004700A 130.00 0.00|R]1023148501|K S CAGLE
01 010808 99309 130.00 0.00[R 000 0.00 0.00
EDITS: LOO 316 Lo Lo1 51? |
P ———— frmmmmmm——mcam———— Fm————— Fmmmmmmm—— $mm———— Frmmmm———— T bt R e T $rmmcm—smscme e ————a L S LT T dm—————— Fmm—mm—a +
| I | $o0. ool
------------------------ STATUS CODES: PROVIDER NAME AND ADDRESS
FOR AN EXPLANATION OF THE CERT. PG TOT MEDICAID PG S cabutilhadylfvoutebivd *
ERROR CODES LISTED ON THIS = #e==eeccc—————u4 demmcmceoee=—- * P = PAYMENT MADE ISHREEDHAR M NAGNUR {
FORM REFER TO: "MEDICAD | R = REJECTED IDOCTOR'S CARE PA i
PROVIDER MANUAL", = #==mm—c-cc-a-ed  e=———————eee-- S = IN PROCESS |PO BOX 100193 |
CERTIF1ED ANT *MEDICAID TOTAL E = ENCOUNTER |COLUMBIA $C 29202 |
IF YOU STILL HAVE QUESTIONS#-==-===m-——-- * dmmm——mmemer—— 4 Hmmmmmmmmmaae- + $mmmmm———— + I i
PHONE THE D.H.H.S. NUMBER | I I I | $mmmmmmmemmmemmmmiemecceeem————— +
SPECIFIED FOR iNQUIRY OF  4----- cmmmmm—= + Fmmmmmmmmmo——- 4 Ammmmeam————-- + $mmmmm—m—- +

CLAIMS IN THAT MANUAL.

CHECK TOTAL

CHECK NUMBER




PROVIDER ID. 000131148 PROFESSIONAL SERVICES PAYMENT DATE PAGE
-------------- + DEPT OF HEALTH AND HUMAN SERVICES L L Sadniks
l 1538168968 | REMITTANCE ADVICE l 03/13/2009 | | 31
-------------- + SOUTH CAROLINA MEDICAID PROGRAM it ===t
dommmmmmame $mmmm e #—————- R Lt T Fm————— fmmmmm—— Fmpmmmmean——— $ommmmmmmcan———ae——— L dm—————- D il +
PROVIDERS CLAIM SERVICE RENDERED AMOUNT|TITLE 19|S|RECIPIENT [RECIPIENT NAME IM [|TLE. 18] COPAY TITLE
OWN REF. REFERENCE DATE(S) | BILLED| PAYMENTIT iD. FM | O [ALLOWED| AMT 18
NUMBER NUMBER PY IND|MMDDYY | PROC. MEDICAIDI|S NUMBER 1 | LAST NAME I DICHARGES PAYMENT
$mmmmm——ee LI PP PR $mmmm————— —————— mm—————— #m——————— Fopmmmmmm e frmemmme——eam——————— -;----T ------- 4|- ------- -:- ------- +
EDITS: LOt 953
A14677539{0905602322004700A 175.00 0.00|R|1023148501IK § CAGLE
01 090407 99306 175.00 0.00|R 000 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
A67TS7710905602323004700A 39.00 0.00|R]1023148501]K S CAGLE
01 012208 99307 39.00 0.00|R 000 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
A1467T972|0905602324004700A 90.00 0.00|R|1023148501|K S CAGLE )
01 120407 99308 90.00 0.00|R 000 0.00 0.00
EDITS: LOO 316 L01 510
EDITS: LO1 958
A1467T109]0905602325004700A ' 90.00 0.001R|1023148501|K S CAGLE
01 021408 99308 90.00 0.00[|R ‘ 000 0.00 0.00
: EDITS: LOO 316 LO1 510
EDITS: LO1 953
A1467T10910905602326004700A 90.00 0.00|R|8718046501|8 J HORNER
. 01 021408 99308 90.00 0.00[R oGV 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
A1467T97610905602327004700A ] 130.00 0.00|R|8718046501]8 J HORNER
01 120407 99309 130.00 0.00IR oGvY 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
A1367T405|0905602328004700A 130.00 0.00|R[8718046501{B J HORNER
01 103007 99309 130.00 0.00|R oGvY 0.00 0.00
EDITS: LOO 316 Lo1 510
EDITS: LO1 953
| i | I
| i | |
ittt Frmmmmrmmc—cae———— e Fmmmem———— N Fommmm——— Fommmm— Fodmdmmmm———— $ommmmmecmmm—————— cmmpmm e m——— $mmmm——— fmmm———— *
| $0.00 |
e an———— * Fommceme————— STATUS CODES: PROVIDER NAME AND ADDRESS
FOR AN EXPLANATION OF THE . CERT. PG TOT MEDICAID PG TOT pm————— ——msemmsmscr e e s ————— +*
ERROR CODES LISTED ON THIS = #-=emese==c==- * Fermmecenca==- P = PAYMENT MADE |SHREEDHAR M NAGNUR |
FORM REFER TO: "MEDICAID | I R = REJECTED IDOCTOR'S CARE PA |
PROVIDER MANVAL". = #=—==mee=caee-- $ FoSmmsSEame - S = IN PROCESS |po BOX 100193 i
CERTIFIED AMT HEDIOAID TOTAL E = ENCOUNTER |COLUMBIA SC 29202 {
IF YOU STILL HAVE QUESTIONS#-=--========= + $mmomemccccace 4+ $eermmecsoeeaa pmemmmm——— + | I
PHONE THE D.H.H.S. NUMBER | i | | | L e intnddedladede L
SPECIFIED FOR INQUIRY OF fmmmmermm————- + pemmeme———ae——— * Fmmmmmmemesmce—as Fmmmm————— +

CLAIMS IN THAT MANUAL.

CHECK TOTAL

CHECK NUMBER




PROVIDER ID. 000131149 PROFESS |ONAL SERVICES PAYMENT DATE PAGE

-------------- + DEPT OF HEALTH AND HUMAN SERVICES e o
| 1538168968 | REMITTANCE ADVICE | 03/13/2009 | | &l
-------------- + SOUTH CAROLINA MEDICAID PROGRAM frmmmm——————aad dmmmt
e mm——— frmmm e e ————— m————— F T L L Y T L pumm————— Fmmm————— Pepmemmmmm——— e L e e LT fommmpmm————— fomm———— e mm——— +
PROVIDERS CLAIM SERVICE RENDERED AMOUNT|TITLE 19|SIRECIPIENT |RECIPIENT NAME M |[TLE. 18] COPAY | TITLE
OWN REF. REFERENCE DATE(S) | BILLED} PAYMENTIT ID. F M O |ALLOWED| AMT 18
NUMBER NUMBER PY IND|MMDDYY | PROC. |- MEDICAIDIS] NUMBER [l 1 LAST NAME D|CHARGES PAYMENT
fmmm——mm—— frmmcccs e m e —— Fmmmm—— femmm——m——- pmmmm—— Fmmmmmme- mmmm———— $pmmmmmmm——— fremcane e ———— pemmpmm————— fmmmm—— mmmm———
A1467T248]0905602329004700A 90.00 0.00|R|6727505601
01 100907 99308 90.00 0.00IR oGV 0.00 0.00
EDITS: LOO 316 LOO 950
EDITS: LO1 510
A1467T290]|0905602330004700A 39.00 0.00|R]6727805601|R  JOLLEY
01 101607 99307 39.00 0.00|R oGV 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
A1467T106[0905602331004700A 175.00 0.00|R|6727805601|R  JOLLEY
01 091107 99306 175.00 0.00|R oGV 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
A1467T11710905602332004700A 90.00 0.00|R|6727805601|R  JOLLEY
01 030108 99308 90.00 0.00|R oGV 0.00 0.00
EDITS: LOO 316 LO1 953
A1467T101]0905602333004700A 90.00 0.00|R|6727805601}R  JOLLEY
01 121707 99308 90.00 0.00|R oGV 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
A1467T204]0905602334004700A 90.00 0.00|R|3780103693|N J DARBY
01 091307 99308 90.00 0.00|R oGV 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953
AT467T12910905602335004700A 175.00 0.00|R]|1327080201]|H CHAVIS
01 091807 99306 175.00 0.00|R oGv 0.00 0.00
EDITS: LOO 316 LO1 510
EDITS: LO1 953 :
A1467T435]|0905602336004700A 90.00 0.00|R|{7716486701|M  WALKER |
, 01 010108 99308 90.00 0.00|R 000 0.00] 0.00
EDITS: LO1 510 | | I :
e me-— L EEE L L LD Dkl pmm———— e me-—-—- o m—- o ———— - EXY LI LT DL LD laltel Lol e o e e o A fomnfeeema=— e m- e me-- L
| i | . $0.00 I
dmmmmmm—————- +  dmemmmmem—eaa STATUS CODES: PROVIDER NAME AND ADDRESS
FOR AN EXPLANATION OF THE CERT. PG TOT MEDICAID PG TOT e et T P PP *
ERROR CODES LISTED ON THIS fummmm—eman——— 4+ Femmeemmeeane- * P = PAYMENT MADE |SHREEDHAR M_NAGNUR
FORM REFER TO: "MEDICAID | | I | R = REJECTED |DOCTOR'S CARE PA
PROVIDER MANUAL". Frmmem—m————— + $emmmmmmmmema- = IN PROCESS |PO BOX 100193
: CERTIFIED AMT HEDIcAID TOTAL E = ENCOUNTER | COLUMBIA SC 29202
IF YOU STILL HAVE QUESTIONS#-—----=cwuc==x 4 $ommmmmmme———- + fememmmcmcaca= + pmmm—a——— + [
PHONE THE D.H.H.S. NUMBER | 11 1 1 | i | Y LG EE L EEE PP L PR P e E PP +
SPECIFIED FOR INQUIRY OF #-—-=w=ce-==== * Fmmmmmmeea———- + Femmcm—————aea + dommmm e

CLAIMS IN THAT MANUAL. CHECK TOTAL CHECK HUMBER




PROVIDER 1D, 000131150 PROFESS |ONAL SERVICES PAYMENT DATE PAGE

-------------- + DEPT OF HEALTH AND HUMAN SERVICES T $momm
I 1538168968 | REMITTANCE ADVICE I 03/13/2009 | 1 51
-------------- + SOUTH CAROLINA MEDICAID PROGRAM $mmmmm—mmmm et *mm—t
L LD L LT e aram—aen--- e/ L L LY DL DL i o i o fmmmccne= e e e e ==t e e e oo - - +
PROVIDERS CLAIN SERVICE RENDERED| AMOUNT|TITLE 195 RECIPIENT RECIPIENT NAME M ITLE. 18| COPAY | TITLE
OWN REF. REFERENCE DATE(S) | BILLED| PAYMENT|T ID. F M 0 [ALLOWED| AMT 18
NUMBER NUMBER PY INDIMMDDYY = | PROC. MEDICAID|S| NUMBER |1 ! LAST NAME D | CHARGES PAYMENT
dommmmaa—a fommmemmmem e m—————— Fomm——— fommme—n—— e o N $obommmmme——— drmmmmmmm e e —— PR O LT Frmmmm=— Fmmm———— +
A1467T107]0905602337004700A ' 90.00 0.00[R|7716446701|M  WALKER
01 020708  |99308 90.00 0.00[R 000 0.00l 0.00
EDITS: LO1 510
A1467T118|0905602338004700A 90.001 42.95|P|7716446701|M  WALKER
01 030708  |99308 90.00] 42.95|P 000 0.00 0.00
A1467T120]0905607 1100 17400A 90.00 0.00|5]3061087301{R L DONALDSON
o1 030708  |99308 90.00 0.00|S 000 0.00] 0.00
A467T152|0905607 1110174004 175.00 0.00|S]|2388686001{M  WYATT
: 01 092507 [99306 175.00 0.00|S oGV 0.00 0.00
A1467T24 [0905607 1120 17400A 90.00 0.00]S|3780103693|N J DARBY
01 011707  |99308 90.00 0.00]s 000 0.00 0.00
A1467T309 0905607 1130 17400A 90.00 0.00[S|3780103693|N J DARBY
01 041907  [99308 90.00 0.00]s 000 0.00 0.00
A467T583 0905607 1140 17400A 90.00 0.00|S[6727805601fR  JOLLEY
_ 01 012208 |99308 90.00 0.00[s oGV 0.00 0.00
A1467T824]0905607 1150 17400A 130.00 0.00{S13061087301|R L DONALDSON
01 112207  [99309 130.00 0.00|S 000 0.00 0.00
A1467T134]0905607 1160 17400A 90.00 0.00]S}3061087301|R L DONALDSON
01 |. 041708  [99308 90.00 0.00[S 000 0.00] 0.00
A1467T123]0905607 1170 17400A 90.00 0.00]S]1023148501|K S CAGLE
01 040208 [99308 90.00 0.00[S 000 6.00] o0.00
A1467T84 |0905607 1180 17400A 175.00 0.00|S[8718046501|B J HORNER
01 090407  |99306 175.00 0.00]S 000 0.00] o0.00
A1467T128{0905607119017400A] 90.00 0.00]S|1327080201|H  CHAVIS
01 low1s08  |99308 90.00 0.00|S 000 0.00] 0.00
b nna— frmmmmmecascm——aaa #mmm——— #m———————- Fmm———— fommm———— #memmom——— e LT LT LT T il R e et e ————— Fem————— *
| | I $u2.95 I
it *  Amemmmme-m—ooa STATUS CODES: PROVIDER NAME AND ADDRESS
FOR AN EXPLANATION OF THE CERT. PG TOT  MEDICAID PG ToT #mmmemmmmommemm——mem e me—amm— - +
ERROR CODES LISTED ON THIS T L + dmmmme—mmmeeeo- + P = PAYMENT MADE |SHREEDHAR M NAGNUR
FORM REFER TO: "™MEDICAID [ b | R = REJECTED IDOCTOR'S CARE PA
PROVIDER MANUAL"™. #mmmmmmmm e + dmmmm—mmmme—e- + = IN PROCESS |PO BOX 100193
CERTIFIED AMT  MEDICAID TOTAL E = ENCOUNTER {COLUMBIA SC 29202
IF YOU STILL HAVE QUESTIONS#--—-----~=--- R R *  Ammm———ee- + i
PHONE THE D.H.H.S. NUMBER | o | I | | #mmm e e +
SPECIFIED FOR INQUIRY OF #--—=—==---omm R i *  kmmmmmeee- +

CLAIMS IN THAT MANUAL. CHECK TOTAL CHECK NUMBER




PROVIDER 1iD, 000131151 PROFESS IONAL SERVIGES PAYMENT DATE PAGE
-------------- + DEPT OF HEALTH AND HUMAN SERVICES L bttt latad 4 fo———t
l 1538168968 | ) REMITTANCE ADVICE | 03/13/2009 | I 61
------------- + SOUTH CAROLINA MEDICAID PROGRAM e el FELEE
e ——— e L pmmmm—— Fommm————— L il et ] fmmm————— e ————— e ae e s ———— P fm—————— fmmmm———— +
PROVIDERS CLAIM SERVIGE RENDERED AMOUNTITITLE 19|SIRECIPIENT {RECIPIENT NAME M TLE. 18| COPAY TITLE
OWN REF. REFERENCE DATE(S) | BILLED| PAYMENTIT ID. F 0 |ALLOWED| AMT 18
NUMBER NUMBER PY IND|MMDDYY | PROC. MEDICAID]S NUMBER I | LAST NAME D | CHARGES PAYMENT
$emmmmmS e — s e — e ——— m————— R fo————— fmm——— e ———— $opmmmmmmem—— e - e ———————— L i $ommm—em—- A ———— +
A1467T11310905607120017400A 39.00 0.0015]10231485011K S CAGLE
01 022808 99307 39.00 0.00]|S 000 0.00 0.00
A1467T160]0905607 1210174004 90.00 0.00|s|8718046501|8 J HORNER
01 100407 99308 90.00 0.001S oGV 0.00 0.00
AT467T320]0905607 122017400A 90.00 0.0018]1327080201{H CHAVIS
01 101607 99308 90.00 0.00]S oGV 0.00 0.00
A1467T500 [ 0905607 1230 17400A 90.00]| 0.001S13780103693IN J DARBY
01 082107 99308 90.00 0.00|S oGY 0.00 0.00
A1467T709| 0905607 124017400A 130.00 0.00]1816727805601([R JOLLEY
: 01 110607 99309 130.00 0.00]S oGY 0.00 0.00
A1467T144]0905607 1250 17400A 39.00 0.00]5]1023148501|K S CAGLE
01 051208 99307 39.00 0.00}S 000 0.00 0.00
TOTALS '} 4985.00 42,95 0.00 0.00
e ———— fmmmm e ————— m————— gmmmmem——— Fmm———— Fmm—mm——— o ————— T e e e P e P P e P L o ———— E LT S +*
1 I | $0.00 l
e cnccnaa)  femmma== - STATUS CODES: PROVIDER NAME AND ADDRESS
FOR AN EXPLANATION OF THE CERT. PG TOT MEDICAID PG TOT L il D D D Dt L +
ERROR CODES LISTED ON THIS e — e — e ——— + $emmmmmmmm—mae + P = PAYMENT MADE ISHREEDHAR M NAGNUR
FORM REFER TO: "MEDICAID i | | R = REJECTED |DOCTOR'S CARE PA
PROVIDER MANUAL"™. Prmmmm e ————— + Fmmmmomccsm—-- + $ = IN PROCESS |PO BOX 100193
CERTIFIED AMT MEDICAID TOTAL E = ENCOUNTER |GOLUMBIA SC 29202
IF YOU STILL HAVE QUESTIONS#+-=~-= mm—————— L SR L LEE TP $ dm—m—m——mme-- -+ e ———— + |
PHONE THE D.H.H.S. NUMBER | - [ i I | | o —————— e m————— remeasme———— +
SPECIFIED FOR INQUIRY OF #----=-co--==- # bmmmmmm— e + bemmm—mmom—e—— + Fmmmmm——aad

CLAIMS IN THAT MANUAL.

CHECK TOTAL

CHECK NUMBER




PAGE

PROVIDER ID. 000131152 fommmmmmme—c—a—a— + PAYHENT DATE
demmmm—— e ————— DEPT OF HEALTH AND HUMAN SERVICES CLAIM | #emememec——== et )
| 1538168968 | ADJUSTMENTS | I 03/13/2009 | | 71
Ammmmm——mm—m - SOUTH CAROLINA MEDICAID PROGRAM | | et
P m—cm—ce=- ——— fm————— —me——— +
e ——— L L L L L T T e e L L L L Ly fmm—mm——— o ———————— fofmmmem e a—— e ———-————— - e e L L L L Ll &
PROVIDERS CLAIM . ISERVICE RENDERED|] AMOUNT| TITLE 19|S|RECIPIENT |RECIPIENT NAME|M ORG |
OWN REF. REFERENCE PY | DATE(S) | BILLED| PAYMENT |T 1D. F M| O |CHECK OR1GINAL GCN
NUMBER NUMBER INDIMMDDYY | PROC. MEDICAID|S| NUMBER |[LAST NAME | 1]l D] DATE
o ———— e mmsee—c e e ———— fommpe e ——————— furmmm———— $mmmmmc——— e ————— omm e ————— oo m——— fom——— e +
TOTALS 00000 0.00 0.00
e m——- P ———— fommpmmm e e —————— rmm————— formmm—ama— L e L e m e —————— L e ecccaer e am—————— +
MEDICAID TOTAL CERTIFIED ANT TO BE REFUNDED
DEBIT BALANCE Fm————— R O # Amemmmemm————- + IN THE FUTURE
PRIOR TO THIS | B2, 95| | 0.00] | 0.00f = #==mmmem—eee +
REMITTANCE T e R i ————- + | 0.00]
$m—mm—mmeema—- oo mm——— +
| 15 10| ADJUSTMENTS
d-m—mmemmmeaea + dmmmmmmc—eeman + Fmmmmmmmm——aa— + PROVIDER NAME AND ADDRESS
| -75.701 { 0.00] #-~=-=-——-—memmsmececmemesee—————o +
YOUR CURRENT e i et + | SHREEDHAR M NAGNUR |
DEBIT BALANCE CHECK TOTAL CHECK HUMBER | DOCTOR'S CARE PA 1
Fmmmm - + Fommmmm——————— * Pommm————— | PO BOX 100193 I
| 32.75| | 0.001 I I | COLUMBIA SC 29202 |
e mme————— —-—— Frmmmm e ———— + fommmmmm——— + e et o e e e e +




RUN DATE 03/10/2009 000131153 S

REPORT NUMBER CLM3500

C DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

ANALYST 1D HIC - 20 PRAC SPEC - 15
SIGNON 1D DOC IND N
TAXONOMY: SFL ZIP: 29817 PRV ZIP: 30023
1 2 3 4 5 6 7 8 9
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC COORD ==== DIAGNOSI|S ----
1D iD NUMBER -CODE PRIMARY  SECONDARY
221904 3061087301 H 707.03 .
NPi: 1538168968
10 RECIPIENT NAME - ROBERT L DONALDSON 11 DATE OF BIRTH 01/14/1963 12 SEX
13 14 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY
NO SERVICE CODE PROV/XWALK IND
23
NDC
.00 1 10/04/07 32 99308 000 2219504 90.00
NPI: 1538168968 TA;OHOMY:
2
NP1L: TAXONOMY :
3 /_/
NPI: TAXONOMY :
oy /_ 1/
NPI: TAXONOMY :
5 /_ 1
NPI: TAXONOMY :
6 /
NPI: TAXONOMY :
7 /_ 1/
NP1: TAXONOMY :
8 /
NPI: TAXONOMY:
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 90.00
01 248335519A 28 AMT REC'D INS
02 29 BALANCE DUE 54.05
03 30 OWN REF # A1467T193
RESOLUTION DECISION
ADDITIONAL DIAG CODES: . . . . . .
RETURN TO: INSURANCE POLICY INFORMATION
MEDICAID CLAIMS RECEIPT
P, 0. BOX 14132
COLUMBIA, S$.C. 29202-1412
PROVIDER:
SHREEDHAR M NAGNUR

DOCTOR'S CARE PA
PO BOX 100193
COLUMBIA

SC 29202-3193

CLAIM CONTROL #0905602307004700A
PAGE 36143 ECF 36143 PAGE

1 OF
EMC

ORIGINAL CCN:

UNITS

1.000

ADJ CCN:
EDITS
INSURANCE EDITS
01-953

CLAIM EDITS
316

LINE EDITS
01) 510

SN0 N O O O A I 0 0

i AGENCY USE ONLY i
*w APPROVED EDITS bl

* *%
REJECTED LINE EDITS
*H

i
*
A A N A 2 3 A 2k 40 03 0 3 A0 3

! 11yt
CLAIMS/LINE PAYMENT 1|
EDIT PAYMENT
! 1

)
1
!
1
! NN R R RRRRE

“p| EASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

# |NDICATES A SPLIT CLAIM

1




RUN DATE 03/10/2009 000131154
‘REPORT NUMBER CLM3500

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

ANALYST ID HIC - 20 PRAC SPEC - 15

SIGNON 1D DOC IND N
TAXONOMY : SFL ZIP: 29817 PRV ZIP: 30023

1 2 3 I 5 6 7 8 9
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC COORD --—- DIAGNOSIS ----

1D 1D NUMBER CODE PRIMARY  SECONDARY
221904 3061087301 H 780.39 501, 1
NPI: 1538168968

10 RECIPIENT NAME - ROBERT ° L DONALDSON 11 DATE OF BIRTH 01/14/1963 12 SEX
13 14 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY
NO SERVICE CODE PROV/XWALK IND
23
NDC
.00 1 09/18/07 31 99306 000 221904 175.00
NPI: 15381689638 TA’OHOHY:
2
NPI: TA;OHOHY:
3
NPI: TAXONOMY :
b /_ 1
NPI: TAXONOMY :
5 /_ 7/
NPI: TAXONOMY :
6 /
NPI: TAXONOMY :
7 /_/
NPI: TAXONOMY :
8 /_ 17
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER . NUMBER PAID 27 TOTAL CHARGE 175.00
01 248335519A 28 AMT REC'D INS
02 29 BALANCE DUE 106.85
03 30 OWN REF # A1467T135
RESOLUTION DECISION ___
ADDITIONAL DIAG CODES: . . . .
RETURN TO: INSURANGE POL ICY INFORMATION
MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S.C. 29202-1412

PROVIDER:
SHREEDHAR M NAGNUR
DOCTOR'S CARE PA
PO BOX 100193

COLUMBIA SC 29202-3193

CLAIM CONTROL #0905602308004700A
PAGE 36144 ECF 36144 PAGE

1 OF
EMC

ORIGINAL CCN:

UNITS

1.000

ADJ CCN:
EDITS
INSURANCE EDITS
01-953

CLAIM EDITS
316

LINE EDITS
01) 510

SN O A A S AT T I 0 0 0 B

* AGENCY USE ONLY il
bl APPROVED EDITS *u

*H *
##+  REJECTED LINE EDITS e

*¥ o
A 0 3 A 3 Ak 3 3 3 0 20 3 1 3 3 3

“pLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE D | SREGARDED"

# INDICATES A SPLIT CLAIM

1




RUN DATE 03/10/2009 000131155
REPORT NUMBER CLM3500

ANALYST ID
SIGNON 1D
TAXONOMY : SFL ZIP: 29817
1 2 3 4
PROV/XWALK RECIPIENT P AUTH TPL IN
ID ID NUMBER c
221904 3061087301 H
NPI1: 1538168968
10 RECIPIENT NAME - ROBERT L DONALD
13 il 15 1
RES ALLOWED LN DATE OF PLA
NO SERVICE
.00 1 10/16/07 3
NPi: 1538168968 TA?ONOMY:
2
NPI: TAXONOMY :
3 / 7/
NPI: TAXONOMY :
[ / /7
NPI: TAXONOMY :
5 / [/
NPI: TAXONOMY :
6 /_/
NPI: TAXONOMY :
7 / 7/
NPI: TAXONOMY:
8 / [/
NPI: TAXONOMY:
24 25
INS CARR POLICY I
NUMBER NUMBER
01 248335519A
02
03
RESOLUTION DECISION ____
ADDITIONAL DIAG CODES: .
RETURN TO:
MEDICAID CLAIMS
P. 0. BOX 1412
COLUMBIA, S.C. 2
PROVIDER:

SHREEDHAR M NAGN
DOCTOR'S CARE PA
PO BOX 100193
COLUMBIA

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES

CLAIM CONTROL #0905602309004700A

EDIT CORRECTION FORM PAGE 36145 ECF 36145 PAGE 1 OF 1
HIC - 20 PRAC SPEC - 15 EMC
DOC IND N ORIGINAL CCN:
PRV ZIP: 30023 ADJ CCN:
5 6 7 8 9 EDITS
JURY EMERG PC COORD -——- DIAGNOSIS ---- INSURANCE EDITS
ODE PRIMARY  SECONDARY 01-953
707.00 3441
CLAIM EDITS
316
SON 11 DATE OF BIRTH 01/14/1963 12 SEX M 5‘?55§3|T5
1
6 17 18 19 20 21 22
CE PROC  MOD INDIVIDUAL CHARGE PAY UNITS HERHIHE AN
CODE PROV/XWALK  IND ##  AGENCY USE ONLY b
23 e APPROVED EDITS o
NDC *H *a
, #%  REJECTED LINE EDITS bl
2 99308 000 221904 90.00 1.000 ** bl
Jo 9030303 3 A0 30 0 30 3k 1 30 4 3 303 - B 3 3
PRRTENYIETELR IR
I CLAIMS/LINE PAYMENT INFO 1
! !
! EDIT PAYMENT DATE !
RN EER R R R R NN R RN AR AR R
26
NS CARR
PAID 27 TOTAL CHARGE 90.00
28 AMT REC'D INS
29 BALANCE DUE 54.05
30 OWN REF # A14677333
INSURANCE POLICY INFORMATION
RECEIPT
9202-1412
UR

SC 29202-3193

“pLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

* INDICATES A SPLIT CLAIM




RUN DATE 03/10/2009 000131156 ‘SC DEPARTMENT OF HEALTH AND HUMAN SERVICES

CLAIM CONTROL #0905602310004700A

REPORT NUMBER CLM3500 EDIT CORRECTION FORM PAGE 36146 ECF 36146 PAGE 1 OF 1
ANALYST ID HIC - 20 PRAC SPEC - 15 ENC
SIGNON 1D DOC IND N ORIGINAL CCN:
TAXONOMY : SFL ZIP: 29817 PRV ZIP: 30023 ADJ CCN:
1 2 3 4 5 6 7 8 9 EDITS
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC COORD ~--- DIAGNOSIS ---=- INSURANCE EDITS
iD ID NUMBER CODE PRIMARY  SECONDARY 01-953 02-953
221904 3061087301 H 401.1 599.0
NPI: 1538168968 CLAIM EDITS
316
10 RECIPIENT NAME - ROBERT L DONALDSON 11 DATE OF BIRTH 01/14/1963 12 SEX M L:?EsﬁngS
0
13 1 15 16 17 18 19 20 21 22 02) 510
RES ALLONED LN  DATE OF PLACE PROC  MOD INDIVIDUAL CHARGE PAY UNITS
NO SERVICE CODE PRoV/x"ALK IND ***‘I‘****************ﬂ'*********
23 #%  AGENCY USE ONLY "4
NDC ot APPROVED EDITS *
*# *n
.00 1 01/01/08 32 99308 000 221904 90.00 1.000 ** REJECTED LINE EDITS  *#
NP1: 1538168968 TAXONOMY : * 4
.00 2  01/29/08 32 99308 000 221904 90.00 1,000 #3IIHIHEIEHHEHEHEE
NPI: 1538168968 TAXONOMY :
3 / SRR IR R R R RN RERAL
NPI: . /TAXONOMY: 1 CLAIMS/LINE PAYMENT INFO !
/ ! 1
NPI: TAXONOMY : 1 EDIT PAYMENT DATE |
5 / I AR R TR RN R
NPI: TAXONOMY :
6 /_ [/
NPI: TAXONOMY :
7 /_/
NPI: TAXONOMY :
8 /_/
NPI: TAXONOMY :
24 25 26
INS CARR PoL1CY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 180.00
01 248335519A 28 AMT REC'D INS
02 29 BALANCE DUE 91.64
03 30 OWN REF- # A1467T384
RESOLUTION DECISION ___
ADDITIONAL DIAG CODES: . . ; . . ;

RETURN TO:

MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412 .
COLUMBIA, S.C. 29202-1412

PROVIDER:
SHREEDHAR M NAGNUR
DOCTOR'S CARE PA
PO BOX 100193

COLUMB I A SC 29202-3193

INSURANCE POL ICY |NFORMATION

"p) EASE NOTE: EDIT CORRECT!ON FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

* INDICATES A SPLIT CLAIM




RUN DATE 03/10/2009 000131157
REPORT NUMBER CLM3500

ANALYST 1D
SIGNON ID
TAXONOMY' SFL ZIP: 29817

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM
HIC - 20 PRAC SPEC - 15

PRV ZIP: 30023
7

DOC IND N

3 4 5 6 -8 9
PROVIXHALK REGIPIEHT P AUTH TPL INJURY EMERG PC COORD ==-== DIAGNOS|S =~=--~
ID NUMBER CODE PRIMARY  SECONDARY
221904 1023148501 H 453.8 564.00
NPI: 1538168968
10 RECIPIENT NAME - KIMBERLY S8 CAGLE 11 DATE OF BIRTH 10/25/1957 12 SEX
13 14 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE - PROC MOD INDIVIDUAL CHARGE PAY
NO SERVICE CODE PROV/XWALK IND
23
NDC
.00 - 1 03/27/08 32 99308 000 221904 90.00
NPI: 1538168968 TA?ONOMY:
NPI: TAXONOMY :
3 /_/
NPI: TAXONOMY :
4 /
NPI: TAXONOMY :
5 /_ [/
NPI: TAXONOMY :
6 /_/
NPI: TAXONOMY :
7 /
NPI: TAXONOMY :
8 /_ 1/
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 90.00
01 250117062A 28 AMT REC'D INS
02 29 BALANCE DUE 45.82
03 30 OWN REF # AI467T133
RESOLUTION DECISION ____
ADDITIONAL DIAG CODES: . . ) . .
RETURN TO: INSURANCE POLICY I|NFORMATION
MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, §.C. 29202-1412
PROVIDER:
SHREEDHAR M NAGNUR

DOCTOR'S CARE PA
PO BOX 100193

COLUMBIA SC 29202-3193

F

UNITS

CLAIM CONTROL #0905602311004700A

PAGE 36147 ECF 36147 PAGE 1 OF 1
EMC
ORIGINAL CCN:
ADJ CCN:
EDITS
INSURANCE EDITS
01-953
CLAIM EDITS
316
LINE EDITS
Fe b H N A A0 36 030 36 0 3 A 0 3E 0 3 3 00 b R B B
#%  AGENCY USE ONLY il
* APPROVED EDITS *
L 23 *H
##  REJECTED LINE EDITS  ##
*¥ *8

1.000

A B3 A 0 B 0 0O 0 A

11
MS/L INE PAYMENT I

!
N
T PAYMENT DA
SR NN RRRRERRERRE

_m Q=

11
LA
D
1

"pLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DI SREGARDED"

# INDICATES A SPLIT CLAIN




RUN DATE 03/10/2009 000131158 $C DEPARTMENT OF HEALTH AND HUMAN SERVICES CLAIM CONTROL #0905602312004700h

REPORT NUMBER CLM3500 EDIT CORRECTION FORM PAGE 36148 ECF 36148 PAGE 1 OF 1
ANALYST 1D HIC - 20 PRAC SPEC - 15 EMC
SIGNON 1D DOC IND N ORIGINAL CCN:
TAXONOMY : SFL ZIP: 29817 PRV ZIP: 30023 ADJ CCN:
1 2 3 L) 5 6 7 8 9 EDITS
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC COORD «-=- DIAGNOSIS ~=~=- INSURANCE EDITS
1D 1D NUMBER CODE PR IMARY SECONDARY 01-953
221904 8718046501 H 438.9 342.90
NPI: 1538168968 : CLAIM EDITS
316
10 RECIPIENT NAME - BETTY J HORNER 11 DATE OF BIRTH 07/09/1933 12 SEX F t=§E5ﬁngs
13 1% 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY UNITS A A 0100 BB S0
NO SERVICE CODE PROV/XWALK IND *# AGENCY USE ONLY ¥
23 * APPROVED EDITS *u
NDC w ¥
H REJECTED LINE EDITS ¥
.00 1 01/15/08 32 99308 oGv 221904 90.00 1.000 #*# *#
NPI: 1538 168968 TAXO“OHY: Fryversvavern vy e R ETE U R T U L L L L
2 /_/
NPI: TAXONOMY : preppppeR OB RRRQBPRESQORRLYALY
3 / / 1 CLAIMS/LINE PAYMENT INFO !
NP1 TAXONOMY: - 1 |
) /7 7/ t EDIT PAYMENT DATE !
NPI: TA’ONOMY: EEER R RN R R R RN E
5 /
NPI: TAXONOMY :
6 I/ 7/
NPI: TAXONOMY :
7 / [/
NPI: TAXONOMY :
8 / /
NPI: TAXONOMY :.
24 25 2
INS CARR POL ICY INS GARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 90.00
01 250625240A 28 AMT REC'D INS
02 29 BALANGE DUE 45.82
03 30 OWN REF # A1467T525

RESOLUTION DECISION
ADDITIONAL DIAG CODES: . . . . .

RETURN TO: INSURANCE POLICY INFORMATION
MEDICAID CLAIMS RECEIPT

P. 0. BOX 1412

COLUMBIA, S.C. 29202-1412

PROVIDER:

SHREEDHAR M NAGNUR

DOCTOR'S CARE PA

PO BOX 100193

COLUMBIA SC 29202-3193

"pLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"
# INDIGATES A SPLIT CLAIM




’

RUN DATE 03/10/2009 000131159 SC DEPARTMENT OF HEALTH AND HUMAN SERVICES CLAIM CONTROL #0905602313004700A

REPORT NUMBER CLM3500 EDIT CORRECTION FORM PAGE 36149 ECF 36149 PAGE 1 OF 1
ANALYST ID HIC - 20 PRAC SPEC - 15 EMC
SIGNON ID DOC IND N ORIGINAL CCN:
TAXONOMY' SFL ZiP: 29817 PRV ZIP: 30023 ADJ CCN:
2 3 4 5 6 7 8 9 EDITS
PROV/XWALK RECIPIEHT P AUTH TPL [INJURY EMERG PC COORD ---- DIAGNOSIS =---- INSURANCE EDITS
ID NUMBER CODE PR IMARY SECONDARY 01-953
221904 - 1327080201 - H 783.1 707.15
RPI: 1538168968 CLAIM EDITS
316
10 RECIPIENT NAME - HELEN CHAVIS 11 DATE OF BIRTH 01/14/1954 12 SEX F LINE EDITS
01) 510
13 14 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY UNITS #HEHMMERIEIENRIE I N
NO SERVICE CODE . PROV/XWALK IND i) AGENCY USE ONLY i
23 Lot APPROVED EDITS "
NDC (2 wr
Ll REJECTED LINE EDITS "
.00 1 01/29/08 32 99309 000 221904 130.00 1.000 ** bkl
NP1:. 1538168968 TAXONOMY : P R Y R T R S S
NPI: /TA40HOMY: RN RN R RN R R R R RN Y
3 A A § OCLAIMS/LINE PAYMENT INFO !
NPI: TAXONOMY : g {
L /_/ ! EDIT PAYMENT DATE !
NPI: 5 TA;OHOMY: (R R R RN R RN RN RN RN R RN RN
NPI: TAXONOMY :
6 /_/
NPI: TAXONOMY :
7 /_ [/
NPI: TAXONOMY :
8 /_/
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 130.00
01 249984682A 28 AMT REC'D INS
02 29 BALANCE DUE 71.09
03 30 OWN REF # A1467T612

RESOLUTION DECISION ____
ADDITIONAL DIAG CODES: . . . . . .

RETURN TO: INSURANCE POLICY INFORMATION
MEDICAID CLAIMS RECEIPT

P. 0. BOX 1412

COLUMBIA, S.C. 29202-1412

PROVIDER:

SHREEDHAR M NAGNUR

DOCTOR'S CARE PA

PO BOX 100193 _
COLUMBIA SC 29202-3193

“PLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"
# |NDICATES A SPLIT CLAIM




RUN DATE 03/10/2009 000131160 SC DEPARTMENT OF HEALTH AND HUMAN SERVICES CLAIM CONTROL #0905602314004700A

REPORT NUMBER CLM3500 EDIT CORRECTION FORM PAGE 36150 ECF 36150 PAGE 1 OF 1
ANALYST 1D HIC - 20 PRAC SPEC - 15 EMC
SIGNON ID DOC IND N ORIGINAL CCN:
TAXONOMY: SFL ZIP: 29817 PRV ZIP: 30023 ADJ CCN:
1 2 3 4 5 6 7 8 9 EDITS
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC COORD ~=== DIAGNOSIS =---- INSURANCE EDITS
iD ID NUMBER CODE PRIMARY  SECONDARY 01-953
221904 1327080201 H 787.91 438.9
NP1: 1538168968 CLAIM EDITS
316
10 RECGIPIENT NAME - HELEN - CHAVIS 11 DATE OF BIRTH 01/14/1954 12 SEX F LI?E EgITS
01) 5
13 1 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY UNITS MHHHHEEGEEEEER IR
NO SERVICE CODE PROV/XWALK IND *a AGENCY USE ONLY *i
23 bl APPROVED EDITS e
NDC wE i
#%  REJECTED LINE EDITS bl
.00 1 11/20/07 32 99309 000 221904 130.00 1.000 ** e
NPI: 1538168968 TAXONOMY : T S S B e S
2 /_/
NPI: TAXONOMY : ppprnRRERBIRL BRI RRRRRRRRROLAN,
3 / / I CLAIMS/LINE PAYMENT INFO !
NPI: TAXONOMY : ! 1
4 / 7/ 1 EDIT PAYMENT DATE !
NPI: 5 ,TA70NOMY: prpprepRR LRI BB R RRRRALQLIRLLNY
NPI: TAXONOMY :
6 /_ 1/
NPI: TAXONOMY :
7 /_ 17
NPI: TAXONOMY :
8 /_ 1/
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 130.00
01 249984682A 28 AMT REC'D INS
02 29 BALANCE DUE 73.95
03 30 OWN REF # A1467T7808

RESOLUTION DEGISION ___
ADDITIONAL DIAG CODES: . . . . . .

RETURN TO: INSURANCE POLICY INFORMATION
MEDICAID CLAIMS RECEIPT

P. 0. BOX 1412

COLUMBIA, S.C. 29202-1412

PROVIDER:

SHREEDHAR M NAGNUR

DOCTOR'S CARE PA

PO BOX 100193

COLUMBIA SC 29202-3193

“pLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE D | SREGARDED"
# |NDICATES A SPLIT CLAIM




RUN DATE 03/10/2009 000131161
REPORT NUMBER CLM3500

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

ANALYST ID HIC - 20 PRAC SPEC - 15
SIGNON ID boC IND N
TAXONOMY : SFL ZIP: 29817 PRV ZIP: 30023
1 2 3 s 5 6 7 . 8 9
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC COORD =-== DIAGNOSIS ----
1D ID NUMBER CODE PRIMARY  SECONDARY
221904 1327080201 401.1 438.9
NPI: 1538168968
10 RECIPIENT NAME - HELEN CHAVIS 11 DATE OF BIRTH 01/14/1954 12 SEX
13 14 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY
NO SERVICE CODE PROV/XWALK IND
23
NDC
.00 1 12/11/07 32 99308 000 221904 90.00
NPI: 1538168968 TA}ONOMY:
2
NPI: TAXONOMY :
3 /_/
NP1: TAXONOMY :
& /_ 7/
NPI: TAXONOMY ¢
5 /_/
NPI: TAXONOMY :
6 /_/
NPI: TAXONOMY :
7 /_/
NPI: TAXONOMY :
8 /
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 90.00
01 249984682A 28 AMT REC'D INS
02 29 BALANCE DUE 50.05
03 30 OWN REF # A1467T989
RESOLUTION DECISION ___
ADDITIONAL DIAG CODES: . . .
RETURN TO: INSURANCE POLICY INFORMATION

MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S.C. 29202-1412

PROVIDER:
SHREEDHAR M NAGNUR
DOCTOR'S CARE PA
PO BOX 100193

COLUMBIA SC 29202-3193

CLAIM CONTROL #0905602315004706A
PAGE 36151 ECF 36151 PAGE

1 OF
EMC

ORIGINAL CCN:

F

UNITS

1.000

ADJ CCN:
EDITS
INSURANCE EDITS

© 01-953

CLAIM EDITS
316

LINE EDITS
01) 510

Frevevere TR TR 2 T R S Ll L Lk

e AGENCY USE ONLY bl
* APPROVED EDITS il

i "
REJECTED LINE EDITS

kL *#
kL *%
FraveweraTr e e UL R L L Lk ke

“pLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

#* |NDICATES A SPLIT CLAIM

1




RUN DATE 03/10/2009 000131162

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES

REPORT NUMBER CLM3500 EDIT CORRECTION FORM PAGE 36152 ECF 36152 PAGE 1 OF
ANALYST ID HIC - 20 PRAC SPEC - 15 EMC
SIGNON 1D DOC IND N ORIGINAL CCN:
TAXONOMY : SFL ZIP: 29817 PRV ZIP: 30023 ADJ CCN:
1 2 3 § 5 6 7 8 9 EDITS
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC COORD --== DIAGNOSIS ---- INSURANCE EDITS
ID ID NUMBER CODE PRIMARY  SECONDARY 01-953
221904 1327080201 B34.91 428.0
NP1: 1538168968 CLAIM EDITS
316
10 RECIPIENT NAME - HELEN CHAVIS 11 DATE OF BIRTH 01/14/1954 12 SEX F LINE EDITS
13 14 15 16 17 18 19 20 21 22 030 3 3 O A 4 B A6 3 3 B 0 2 36 b 2 - 0 O
RES ALLOWED LN  DATE OF PLACE PROC  MOD INDIVIDUAL CHARGE PAY UNITS **  AGENCY USE ONLY "
NO  SERVICE CODE PROV/XWALK  IND bl APPROVED EDITS "
23 L1 *N
NDC #%  REJECTED LINE EDITS  #¥
L L] ) W
.00 1 03/07/08 32 99308 000 221904 90.00 1,000 HHHHEEIHEI R
NPI: 1538168968 TAXONOMY :
2 / / TR E R R R RN R RN R Y
NPI: /TA;ONOHY: ! CLAIMS/LINE PAYMENT INFO !
3 ! 1
NPI: TAXONOMY : 1. EDIT PAYMENT DATE !
i 7/ TN R RR EY
NPI: TAXONOMY :
5 /_ 7/
NPI: TAXONOMY :
_ 6 /
NPIL: TAXONONY :
7 /_/
NPI: TAXONOMY :
8 /_/
NPI: TAXONOMY :
24 25 26
INS CARR POL1CY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE * 90.00
01 2199846824 28 AMT REC'D INS
02 29 BALANGE DUE 45.82
03 30 OWN REF # A1467T120
RESOLUTION DECISION ___
ADDITIONAL DIAG CODES: . : . . .
RETURN TO: INSURANCE POLICY INFORMATION
MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S.C. 29202-1412
PROVIDER:
SHREEDHAR M NAGNUR

‘DOCTOR'S CARE PA
PO BOX 100193
COLUMBIA SC 29202-3193

“pLEASE NOTE: EDIT CORRECTION FORMS RETURNED
# INDICATES A SPLIT CLAIM

TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

CLAIM CONTROL #0905602316004700‘

1




RUN DATE 03/10/2009 000131163
REPORT NUMBER CLM3500

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

ANALYST 1D HIC - 20 PRAC SPEC - 15
SIGNON 1D DOC IND N
TAXONOMY : SFL ZIP: 29817 PRV ZiP: 30023
1 2 3 L 5 6 7 8 9
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC COORD -=== DIAGNOSIS =----
1D ID NUMBER CODE PRIMARY SECONDARY
221904 1023148501 B 528.2 787.02
NP1: 1538168968
10 RECIPIENT NAME - KIMBERLY § CAGLE 11 DATE OF BIRTH - 10/25/1957 12 SEX
13 14 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY
NO SERVICE CODE PROV/XWALK IND
23
NDC
.00 1 09/11/07 32 99308 000 221904 90.00
NPI: 1538168;68 TA;ONOMY:
NPI: TAXONOMY :
3 /_1
NPI: TAXONOMY :
4 /_ 1
NPL: : TA;ONOHY:
NPI: TAXONOMY :
6 /_17
NPI: TAXONOMY :
: 7 /_/
NPI: TAXONOMY :
8 /_/
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 90.00
01 250117062A 28 AMT REC'D INS
02 29 BALANCE DUE 54.05
03 30 OWN REF # A1467T119
RESOLUTION DECISION
ADDITIONAL DIAG CODES: . . .
RETURN TO: INSURANCE POLICY INFORMATION

MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S.C. 29202-1412

PROVIDER:
SHREEDHAR M NAGNUR
DOCTOR'S CARE PA
PO BOX 100193

COLUMB I A $C 29202-3193

PAGE 36153 ECF 36153 PAGE

CLAIM CONTROL #0905602317004706A
10F 1
EMC

ORIGINAL CCN:

F

UNITS

1.000

ADJ CCN:
EDITS
INSURANCE EDITS
01-953

CLAIM EDITS
316

LINE EDITS
01) 510

B A A6 A B R IO 30 A 33 B

*a AGENCY USE ONLY el

el APPROVED EDITS bl
»* *
REJECTED LINE EDITS el
*H *i

A0 A DU IS0 3 A A T 3 3 S 4 1 3 S 0

"p EASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WiITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

# INDICATES A SPLIT CLAIM




RUN DATE 03/10/2009 000131164 SC DEPARTMENT OF HEALTH AND HUMAN SERVICES

CLAIM CONTROL #0905602318004700A

REPORT NUMBER CLM3500 EDIT CORRECTION FORM PAGE 3615k ECF 36154 PAGE 1 OF
ANALYST ID HIC - 20 PRAC SPEC - 15 EMC
SIGNON 1D DOC IND N ORIGINAL CCN:
TAXONOMY : SFL ZIP: 29817 PRV ZIP: 30023 ADJ CCN:
1 2 3 L 5 6 7 8 9 EDITS
PROV/XWALK RECIPIENT P AUTH TPL [INJURY EMERG PC COORD ---- DIAGNOS|S =-~= INSURANCE EDITS
1D iD NUMBER CODE PRIMARY  SECONDARY 01-953
221904 1023148501 H 599.0 458.9
NP1: 1538168968 CLAIM EDITS
316
10 RECIPIENT NAME - KIMBERLY S CAGLE 11 DATE OF BIRTH 10/25/1957 12 SEX F kl?E ﬁngs
1) 5
13 10 15 16 17 18 19 20 21 22
RES  ALLOWED LN  DATE OF PLACE PROC  MOD INDIVIDUAL CHARGE PAY UNITS HHHHHHHHEHHHEHHHHOMEHHOHHH
NO  SERVICE CODE PROV/XWALK  IND #*  AGENCY USE ONLY n
23 ** APPROVED EDITS -
NDC L 2 ] Lo
, #%  REJECTED LINE EDITS  ##
.00 1 10/04/07 32 99309 000 221904 130.00 1.000 ** "
NPI: 1538 168968 TAXONOMY : A HE AN A0 e e B D 4 3 D696 34 96 b 6 - 3030 -
2
NPI: TAXONOMY : RN RN RN SRR N AN NN NEY
3 / ! CLAIMS/LINE PAYMENT INFO |
NPI: TAXONOMY : ! !
8 / 7/ 1 EDIT PAYMENT DATE |
NPI: ,TAXOHOMY: TR R R R RN SRR RN TN AR EY
5 /
NPI: TAXONOMY :
6 /7
NPI: TAXONOMY :
7 /
NPI: TAXONOMY :
8 /_/
NPI: TAXONOMY :
24 25 26
INS CARR POL ICY INS CARR
" NUMBER NUMBER PAID 27 TOTAL CHARGE 130.00
01 250117062A 28 AMT REC'D INS
02 29 BALANCE DUE 79.56
03 30 OWN REF # A1467T169
RESOLUTION DECISION ___
ADDITIONAL DIAG CODES: . . . : . .

RETURN TO:

MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412

COLUMBIA, S$.C. 29202-1412

PROVIDER:
SHREEDHAR M NAGNUR
DOCTOR'S CARE PA
PO BOX 100193

COLUMBIA S$C 29202-3193

INSURANCE POLICY INFORMATION

“PLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

* INDICATES A SPLIT CLAIM

1



RUN DATE 03/10/2009 000131165 SC DEPARTMENT OF HEALTH AND HUMAN SERVICES CLAIM CONTROL #0905602319004700A

REPORT NUMBER CLM3500 EDIT CORRECTION FORM PAGE 36155 ECF 36155 PAGE 1 OF 1
ANALYST ID HIC - 20 PRAC SPEC - 15 EMC
SIGNON ID DOoC IND N ORIGINAL CCN:
TAXONOMY : SFL ZIP: 29817 PRV ZIP: 30023 ADJ CCN:
1 2 3 i 5 6 7 8 -9 EDITS
PROV/XWALK RECIPIENT P AUTH TPL {INJURY EMERG PC GOORD -=== DIAGNOSIS ---- I NSURANCE EDITS
ID ID NUMBER CODE PR IMARY SECONDARY 01-953
221904 1023148501 H 599.0 .
NPl: 1538168968 CLAIM EDITS
316
10 RECIPIENT NAME - KIMBERLY S CAGLE 11 DATE OF BIRTH 10/25/1957 12 .SEX F 5=?E5$31Ts
13 14 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLAGE PROC MOD INDIVIDUAL CHARGE PAY UNITS Nt 000 0 it el a A0
NO SERVICE CODE PROV/XWALK IND bk AGENCY USE ONLY Ll
23 Lk APPROVED EDITS *
NDC *# N
*# REJECTED LINE EDITS *i
.00 1 10/09/07 32 99307 000 221904 39.00 1.000 #* b
NP1 : 1538 16896_8 TAXONOMY . e A6 3 3 NI A B B B3 30 0 M A R
: 2 / [/
NPI: TAXONOMY : frppppenpEn R R RRRRORRRRRLLY
3 / I GCLAIMS/LINE PAYMENT INFO !
NPI: TAXONOMY : ! 1
L ]/ 7/ . f EDIT PAYMENT DATE !
NPI: TAXONOMY : IR RSN R R R R R R RN RN RN RN
5 /7 /
NPI: TAXONOMY :
6 / 7/
NPI: TAXONOMY :
7 /7 7/
NPI: TAXONOMY ;
8 /7 /
NP1: TAXONOMY :
24 25 26
INS CARR POL ICY INS CARR
NUMBER NUMBER PAID 27 TOTAL GCHARGE 39.00
01 250117062A 28 AMT REC'D INS
02 29 BALANCE DUE 17.36
03 30 OWN REF # A1467T210

RESOLUTION DECISION ____
ADDITIONAL DIAG CODES: . . . . . .

RETURN TO: INSURANCE POLICY INFORMATION
MEDICAID CLAIMS RECEIPT

P. 0. BOX 1412

COLUMBIA, S.C. 29202-1412

PROVIDER:

SHREEDHAR M NAGNUR

DOCTOR'S CARE PA

PO BOX 100193

COLUMBIA SC 29202-3193

"p) FASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE D1SREGARDED"
* |NDICATES A SPLIT CLAIM




RUN DATE 03/10/2009 000131166

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES

CLAIM CONTROL #0905602320004700A

REPORT NUMBER CLM3500 EDIT CORRECTION FORM PAGE 36156 ECF 36156 PAGE 1 OF
ANALYST 1D HIC - 20 PRAC SPEC - 15 EMC
SIGNON 1D DOC IND N ORIGINAL CCN:
TAXONOMY : SFL ZIP: 29817 PRV ZIP: 30023 ADJ CCN:
1 2 -3 L 5 6 1 8 9 EDITS
PROV/XWALK RECIPIENT P AUTH TPL [INJURY EMERG PC GOORD ==== DIAGNOS[S ~=~==- INSURANCE EDITS
1D ID NUMBER CODE PRIMARY SECONDARY 01-953
221904 1023148501 H 12, 3441
NPi: 1538168968 CLAIM EDITS
316 :
10 RECIPIENT NAME - K IMBERLY . 8 CAGLE 11 DATE OF BIRTH 10/25/1957 12 SEX k%?Esﬁngs
13 14 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY UNITS ittt ittt it ien i 90 i i
NO SERVICE CODE PROV/XWALK IND i AGENCY USE ONLY *
23 »e APPROVED EDITS i
NDC L1 4
* REJECTED LINE EDITS i
.00 1 10/30/07 32 99308 000 221904 90.00 1.000 #** i
NPI: 1538168968 TAXONOMY : R R R I T L S L L ]
2 / 7/
NPI: TAXONOMY : fpeeepppR R R R RO RRRRRROLNLY
3 !/ [/ { CLAIMS/LINE PAYMENT INFO 1
NPI: TAXONOMY ; H !
i 7/ ! EDIT PAYMENT DATE !
NPI: /TA;ONOMY: IRE RN R R R R R R R R R R R AR R RR AR R
5
NPI: TAXONOMY :
6 / 7/
NPI: TAXONOMY
7 / 7/
NPI: TAXONOMY :
8 / 7/
NPI: TAXONOMY ;
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 90.00
01 250117062A 28 AMT REC'D INS
02 29 BALANCE DUE 50.05
03 30 OWN REF # A46TTROT
RESOLUTION DECISION
ADDITIONAL DIAG CODES: . . . . .
RETURN TO: INSURANCE POLICY |INFORMATION
MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S.C. 29202-1412

PROVIDER:
SHREEDHAR M NAGNUR
DOCTOR'S CARE PA
PO BOX 100193
COLUMBIA

“pLEASE NOTE: EDIT CORRECTION FORMS RETURNED

* INDICATES A SPLIT CLAIM

SC 29202-3193

TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

1




RUN DATE 03/10/2009 000131167

REPORT NUMBER CLM3500

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES

EDIT CORRECTION FORM

PAGE 36157 ECF 36157 PAGE

CLAIM CONTROL #0905602321004;00%
10

EMC

ORIGINAL CCN:

F

1.000

ANALYST 1D HIC - 20 PRAC SPEC - 15
SIGNOR ID DocC IND N
TAXONOHV' SFL ZIP: 29853 PRV ZIP: 30023
3 L 5 6 7 8 9
PROVIXWALK RECIPIENT P AUTH TPL [INJURY EMERG PG GOORD ===~ DIAGNOSIS =----
iD NUMBER CODE PR IMARY SECONDARY
221904 1023148501 H 599.0 782.3
NP1: 1538168968
10 RECIPIENT NAME - KIMBERLY $ CAGLE 11 DATE OF BIRTH 10/25/1957 12 SEX
13 1 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLAGE PROC MOD INDIVIDUAL GHARGE PAY UNITS
NO SERVICE CODE PROV/XWALK IND
23
NDC
.00 1 01/08/08 32 99309 000 221904 130.00
NPI: 1538168268 TA’ONOHY:
NPI: TAXONOMY :
3 /_/
NPI: TAXONOMY :
b /_ 17
NPIL: TAXONOMY :
5 /_/
NPI: TAXONOMY :
6 /_/
NPI: TAXONOMY :
7 /_/
NPIL: TAXONOMY :
8 /
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 130.00
01 250117062A 28 AMT REC'D INS
02 29 BALANCE DUE 71.09
03 30 OWN REF # A1467T505

RESOLUTION DECISION ____
ADDITIONAL DIAG CODES:

RETURN TO:

MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412

COLUMBIA, S.C. 29202-1412

PROVIDER:
SHREEDHAR M NAGNUR
DOCTOR'S CARE PA
PO BOX 100193
COLUMBIA

$C 29202-3193

INSURANCE POLICY INFORMATION

ADJ CCN:
ERITSE
INSURANCE EDITS
01-953

CLAIM EDITS
316

LINE EDITS
01) 510

FrenraraT R SR TR RS S U L L L L kL

*a AGENCY USE ONLY bl
e APPROVED EDITS el

* ¥
## REJECTED LINE EDITS  **
*H %
S5 303 0 3 B 3 0 3 B 90 A DR A6 B0 4 0 3 A0 0 90 2 4 0 B0

"p EASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"
# |NDICATES A SPLIT CLAIM




RUN DATE 03/10/2009 000131168
REPORT NUMBER CLM3500

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

ANALYST 1D HIC - 20 PRAC SPEC - 15
SIGNON ID DOC IND N
TAXONOMY : SFL ZIP: 29817 PRV ZIP: 30023
1 2 3 o 5 6 7 8 9
PROV/XWALK RECIPIENT P AUTH TPL [INJURY EMERG PC COORD =-== DIAGNOSIS ===~
iD 1D NUMBER CODE PRIMARY  SECONDARY
221904 1023148501 401.1 344.1
NP1: 1538168968
10 RECIPIENT NAME - KIMBERLY S CAGLE 11 DATE OF BIRTH 10/25/1957 12 SEX

13 14 15 16 17 18

RES ALLOWED LN DATE OF PLACE PROC MOD
NO SERVICE CODE
.00 1 09/04/07 © 31 99306 000
NPI: 1538168268 TA}ONOMY:
NPI: TAXONOMY :
3 /_ 1/
NPI: TAXONOMY :
L /_/
NPI: TAXONOMY :
5 /_ 1/
NPI: TAXONOMY :
6 /_ [/
NP1: TAXONOMY :
7 /_/
NPI: TAXONOMY :
. 8 /_ 17
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID
01 250117062A
02
03
RESOLUTION DECISION ____
ADDITIONAL DIAG CODES: . . .
RETURN TO:

MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S.C. 29202-1412

PROVIDER:
SHREEDHAR M NAGNUR
DOCTOR'S CARE PA
PO BOX 100193

COLUMBIA S$C 29202-3193

19 20 21 22

CLAIM CONTROL #0905602322004700A

PAGE 36158 ECF 36158 PAGE 1 OF
EMC
ORIGINAL CCN:
ADJ CCN:
EDITS
INSURANCE EDITS

01-953

CLAIM EDITS
316

LINE EDITS
01) 510

INDIVIDUAL CHARGE PAY URITS MHEHHEHHE I e 3 4

PROV/XWALK IND

23
NDC
221904 175.00
27 TOTAL CHARGE 175.00
28 ANMT REC'D INS
29 BALANCE DUE 106.85
30 OWN REF # A1467T539

INSURANCE POLICY INFORMATION

- AGENCY USE ONLY *a
* APPROVED EDITS joitd
e "

##  REJECGTED LINE EDITS a
*

1.000 **

AN 30 0 T 0 2 B O

"p)| EASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

# INDICATES A SPLIT CLAIM

1




RUN DATE 03/10/2009 000131169 SC DEPARTM
REPORT NUMBER CLM3500

ANALYST ID H

SIGNON ID -
TAXONOMY : SFL ZiP: 29817
1 2 3 4 5 6
PROV/XWALK RECIPIENT P AUTH TPL [INJURY EMER
1D 1D NUMBER CODE
221904 1023148501 H
NPl: 1538168968
10 RECIPIENT NAME - KIMBERLY S CAGLE
13 14 15 16 17
RES ALLOWED. LR DATE OF PLACE PROC .
NO SERVICE CODE
.00 1 01/22/08 32 99307
NP1: 1538168968 TAXONOMY :
2 /_7/
NPI: TAXONOMY :
3 /_/
NPI: TAXONOMY :
L] /_7/
NPI: TAXONOMY :
5 /_ 1/
NPI: TAXONOMY :
6 /_ 17
NPI: TAXONOMY:
7 /_/
NPI: TAXONOMY :
8 /_/
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID
01 250117062A
02
03
RESOLUTION DECISION ____
ADDITIONAL DIAG CODES: . . .
RETURN TO: _
MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S.C. 29202-1412
PROVIDER:

SHREEDHAR M NAGNUR
DOCTOR'S CARE PA
PO BOX 100193

COLUMBIA SC 29

ENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM
IC - 20 PRAG SPEC ~ 15

DOC IND N
PRV ZI;: 30023

8 9
==-= DIAGNOSIS ----

G PC COORD
PRIMARY  SECONDARY
595.0 .
11 DATE OF BIRTH 10/25/1957 12 SEX
18 19 20 21 22
MoD INDIVIDUAL CHARGE PAY UNITS
PROV/XWALK IND
23
NDC
000 221904 39.00
27 TOTAL CHARGE 39.00
28 AMT REC'D INS
29 BALANCE DUE 10.26
30 OWN REF # A1467T577
INSURANCE POL ICY INFORMATION
202-3193

F

1.000 ##

 CLAIM CONTROL #0905602323004700A
PAGE 36159 ECF 36159 PAGE 1 OF 1
EMC
ORIGINAL CCN:
ADJ CCN:
EDITS
INSURANCE EDITS
01-953

CLAIM EDITS
316

LINE EDITS
01) 510

A M 32 A 26 A0 B B SE 330 30 4 2 B 1

bl AGENCY USE ONLY ll
b APPROVED EDITS. kel

* "
REJECTED LINE EDITS

i i
*4
0 S 26 3 B A I 0 B

"pLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE D I SREGARDED"

# |NDICATES A SPLIT CLAIM




RUN DATE 03/10/2009 000131170

REPORT NUMBER CLM3500
ANALYST 1D

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM
HIC - 20 PRAC SPEC - 15

SIGNON ID

TAXONOMY : SFL ZIP: 29817

1 2 3 i 5 6 8 9
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC COORD -=== DIAGNOSIS =~---
1D ID NUMBER CODE PRIMARY  SECONDARY
221904 1023148501 453.8 564.00
NPI: 1538168968
10 RECIPIENT NAME - KIMBERLY 8 CAGLE 11 DATE OF BIRTH 10/25/1957 12 SEX
13 14 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROGC MOD INDIVIDUAL CHARGE PAY UNITS
NO SERVICE CODE PROV/XWALK IND
23
RDC
.00 1 12/04/07 32 99308 000 221904 90.00
NPI: 1538168368 TA’ONOHY:
NPI: TAXONOMY:
3 /_ 1
NPI: TAXONOMY :
§ /_/
NPI: TAXONOMY :
5 /_ 1
NPI: TAXONOMY :
6 /_/
NP1: TAXONOMY :
7 /_/
NPI: TAXONOMY :
8 /_ /7
NPI: TAXONOMY:
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 . TOTAL CHARGE 90.00
01 2501170624 28 AMT REC'D INS
02 29 BALANCE DUE 50.05
03 30 OWN REF # A1467T972
RESOLUTION DECISION ___
ADDITIONAL DIAG CODES: . . . . .
RETURN TO: INSURANCE POLICY |NFORMATION

MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S.C. 29202-1412

PROVIDER:
SHREEDHAR M NAGNUR
DOCTOR'S CARE PA
PO BOX 100193
COLUMBIA

"pLEASE NOTE: EDIT CORREGTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE

#% INDICATES A SPLIT CLAIM

PRV ZI;: 30023

SC 29202-3193

poC IND N

.

CLAIM CONTROL #0905602324004700A
PAG: 36160 ECF 36160 PAGE 1 OF 1
EMC
ORIGINAL CCN:
ADJ CCN:
EDITS
INSURANCE EDITS
01-953

CLAIM EDITS
316

F LINE EDITS

01) 510

S0 303E 3 B 6 S 3 B 2 2 30 0 B B 3 A IR

*a AGENCY USE ONLY bt
. APPROVED EDITS o
" -
#% REJECTED LINE EDITS el
* i
SR T R S s L

1.000

D | SREGARDED"




RUN DATE 03/10/2009 000131171
REPORT NUMBER CLM3500

ANALYST ID HIC - 20 PRAC SPEC - 15
SIGNON 1D DOC IND N
TAXONOMY : SFL ZIP: 29817 PRV ZiP: 30023
1 2 3 4 5 6 7 8 9
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC COORD ==== DIAGNOS IS =~--
1D ID NUMBER CODE PRIMARY  SECONDARY
221904 1023148501 466.0 242,90
NPI: 1538168968
10 RECIPIENT NAME - KIMBERLY § CAGLE 11 DATE OF BIRTH 10/25/1957 12 SEX
13 Lk 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY UNITS
NO SERVICE CODE PROV/XWALK IND
) 23
NDC
.00 1 02/14/08 32 99308 000 221904 90.00
NPI: 1538168968 TA;ONOMY:
2
NPI: TAXONOMY :
3 /_ 1
NPI: TAXONOMY :
L /_/
NPI: TAXONOMY :
5 /_ 1/
NPI: TAXONOMY :
6 /_1
NPI: TAXONOMY :
7 /_ 1/
NPI: TAXONOMY :
8 /_ 7
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 90.00
01 250117062A 28 AMT REC'D INS
02 29 BALANCE DUE 45.82
03 30 OWN REF # A1467T109
RESOLUTION DECISION _
ADDITIONAL DIAG CODES: . . . . .
RETURN TO: INSURANCE POLICY INFORMATION

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

MEDICAID CLAIMS RECEIPT

P. O,

BOX 1412

F

COLUMBIA,

PROVIDER:
SHREEDHAR

$.C. 29202-1412

M NAGNUR

DOCTOR'S CARE PA
PO BOX 100193

COLUMBIA

§C 29202-3193

CLAIM CONTROL #0905602325004700A
PAGE 36161 ECF 36161 PAGE 1 OF 1
EMC
ORIGINAL CCN:
ADJ CCN:
EDITS
INSURANGE EDITS
01-953

CLAIM EDITS
316

LINE EDITS
01) 510

P36 30 I3 0 FE A S0 A A B 0 A0 O 3 4

*a AGENCY USE ONLY *a
bl APPROVED EDITS el
* "
##  REJECTED LINE EDITS el
*a *

1.000
IR IR DT 03 O A 4 30

"p) EASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"
# |INDICATES A SPLIT CLAIM




RUN DATE 03/10/2009 000131172
REPORT NUMBER CLM3500

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

- CLAIM CONTROL #0905602326004706A
PAGE 36162 ECF 36162 PAGE

1 OF

ANALYST ID HIC - 20 PRAC SPEC - 15 EMC
SIGNON ID pDoC IND N ORIGINAL CCN:
TAXONOMY: SFL ZIP: 29817 PRV ZIP: 30023 ADJ GCN:
1 2 3 [/ 5 6 7 8 9 EDITS
PROV/XWALK RECIPIENT P AUTH TPL |[INJURY EMERG PC COORD ===~ DIAGNOSIS ---- INSURANCE EDITS
ID ID NUMBER CODE PRIMARY SECONDARY 01-953
221904 8718046501 H 787.01 434,91
NPIl: 1538168968 CLAIM EDITS
316
10 RECIPIENT NAME - BETTY J HORNER 11 DATE OF BIRTH 07/09/1933 12 SEX F h;?Esﬁngs
13 14 15 16 17 18 19 - 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY UNITS A EE
NO SERVICE CODE PROV/XWALK IND ¥ AGENCY USE ONLY o
23 ¥ APPROVED EDITS L
"Dc L 2 ] *¥
*% REJECTED LINE EDITS i
.00 1 02/14/08 32 99308 oGY 221904 90.00 1.000 ##* Lk
“Pl: 1538168968 TAxo"oMY: S4B 30 5 40 O 30 3 A P A 36 90 0 3 B O - 0
2 7
NPI: TAXONOMY prenpppER LRI ROQR RO pROYRRLOLLEY
3 !/ 7/ 1 CLAIMS/LINE PAYMENT INFO !
NPI: TAXONOMY : ! H
L / 7/ 1 EDIT PAYMENT DATE 1
NPI: TAXONOMY : AR RN AR R AR RN RN RN RRE
5 Al :
NPI: TAXONOMY :
6 YA
NPI: TAXONOMY :
7 /7
NPI: TAXONOMY :
8 /
NP1: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 90.00
01 250625240A 28 ANMT REC'D INS
02 29 BALANGE DUE 45.82
03 30 OWN REF §# A1467T109
RESOLUTION DECISION ____
ADDITIONAL DIAG CODES: N 3 i . .
RETURN TO: INSURANCE POLICY INFORMATION

MEDICAID CLAIMS RECEIPT
P. 0, BOX 1412
COLUMBIA, S.C. 29202-1412

PROVIDER:
SHREEDHAR M NAGNUR
DOCTOR'S CARE PA
PO BOX 100193

COLUMBIA §C 29202-3193

"pL EASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

* |NDICATES A SPLIT CLAIM

1




SC DEPARTMENT OF HEALTH AND HUMAN SERVICES

RUN DATE 03/10/2009 000131173
EDIT CORRECTION FORM

REPORT NUMBER CLN3500

CLAIM GONTROL #0905602327004106A
PAGE 36163 ECF 36163 PAGE

1 OF

ANALYST ID HIC - 20 PRAG SPEC - 15 EMC
SIGNON ID DOC IND N ORIGINAL CCN:
TAXONOMY : SFL ZIP: 29817 PRV ZI1P: 30023 ADJ CCN:
1 2 3 4 5 6 7 8 -9 EDITS
PROV/XWALK RECIPIENT P AUTH TPL [INJURY EMERG PC COORD -=== DIAGNOSIS ---- INSURANCE EDITS
ID 1D NUMBER CODE PR IMARY SECONDARY 01-953
221904 8718046501 H 434,91 331.0
NPt: 1538168968 CLAIM EDITS
316
10 RECIPIENT NAME - BETTY J HORNER 11 DATE OF BIRTH 07/09/1933 12 SEX F LI?ESﬁgITS
01
13 . L 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROGC MOD INDIVIDUAL CHARGE PAY UNITS s L St s
NO SERVICE CODE PROV/XWALK IND bl AGENCY USE ONLY 4
23 * APPROVED EDITS i
NDC > i
L REJECTED LINE EDITS Lk
.00 1 12/04/07 32 99309 oGV 221904 130.00 1.000 ** bt
NPl: 1538168968 TAXONOMY : PyrpppeprrppepneRr e T T R L
2 /
NPI: TAXONOMY : perppee R RO R BRERRRORRLRRN
3 / ! CLAINMS/LINE PAYMENT INFO !
NPI: TAXONOMY : ! H
) / 1t EDIT PAYMENT DATE !
NPi: ITAXOHOMY: pregnpanappLI R LR ORRRLQLERLLLLY
5 /
NPI: TAXONOMY :
6 / 7/
NPI: TAXONOMY :
7 /
NPI: TAXONOMY :
8 /7 7/
NPI: TAXONOMY :
24 : 25 26
INS CARR POLICY NS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 130.00
01 250625210A 28 ANT REC'D INS
02 29 BALANCE DUE 79.56
03 30 OWN REF # A1467T976
RESOLUTION DECISION
ADD I TIONAL DIAG CODES: - " . . . !
RETURN TO: INSURANCE POLICY INFORMATION

MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S.C. 29202-1412

PROVIDER:
SHREEDHAR M NAGNUR
DOCTOR'S CARE PA
PO BOX 100193

COLUMBIA $C 29202-3193

"pLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

# [NDICATES A SPLIT GLAIM

1




RUN DATE 03/10/2009 000131174
REPORT NUMBER CLM3500

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

PAGE 36164 ECF 36164 PAGE

CLAIM CONTROL #0905602328004700A
10F 1
EMC

ORIGINAL CCN:

F

1.000

ANALYST ID HIC - 20 PRAC SPEC - 15
SIGNON ID DOC IND N
TAXONOMY : SFL ZIP: 29817 PRY ZIP: 30023
1 2 3 i 5 6 7 8 9
PROV/XWALK REGCIPIENT P AUTH TPL INJURY EMERG PG COORD -=== DIAGNOSIS ====
ID iD NUMBER CODE PR IMARY SECONDARY
221904 8718046501 H 707.03 707.06
NPIl: 1538168968
10 RECIPIENT NAME - BETTY J HORNER 11 DATE OF BIRTH 07/09/1933 12 SEX
13 14 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY UNITS
NO SERVIGE CODE PROV/XWALK IND
23
NDC
.00 1 10/30/07 32 99309 oGV 221904 130.00
NPI: 1538168268 TA;OHOMY:
NPI): TAXONONY :
3 / [/
NPI: TAXONOMY :
[} / /
NPI: TAXONOMY :
5 / [/
NP1 : TAXONOMY :
6 /
NPI: TAXONOMY :
7 /. /
NPI: TAXONOMY :
8 / 7/
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 130.00
01 250625240A 28 AMT REC'D INS
02 29 BALANCE DUE 79.56
03 30 OWN REF # A1467T4O5
RESOLUTION DECISION ____
ADDITIONAL DIAG CODES: . . 3 . . .
RETURN TO: INSURANCE POLICY INFORMATION
MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S$.C. 29202-1412
PROVIDER:
SHREEDHAR M NAGNUR

DOCTOR'S CARE PA
PO BOX 100193

COLUMBIA

SC 29202-3193

ADJ CCN:
EDITS
I NSURANCE EDITS
01-953

CLAIM EDITS
316

LINE EDITS
01) 510

SN B A A 36 400 103303 OE 20300 23 3 S0 1

" AGENCY USE ONLY *ak
ol APPROVED EDITS bl
* *
#4#  REJECTED LINE EDITS -
* *

FEHE A T R M N R R

"pLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"
# INDICATES A SPLIT CLAIM




$C DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

RUN DATE 03/10/2009 000131175
REPORT NUMBER CLM3500

CLAIM CONTROL #0905602329004700A
PAGE 36165 ECF 36165 PAGE 1 OF 1

ANALYST 1D HIC - 20 PRAG SPEC - 15 EMC
SIGNON 1D DOC IND N ORIGINAL CCN:
TAXONOMY : SFL ZIP: 29817 PRV ZIP: 30023 ADJ CCN:
1 2 3 i 5 6 7 8 9 EDITS
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC COORD -—-- DIAGNOSIS ---- INSURANCE EDITS
ID ID NUMBER CODE PRIMARY  SECONDARY
221904 6727505601 401.1 600.00 CLAIM EDITS
NPI: 1538168968 316 950
LINE EDITS
10 RECIPIENT NAME - 11 DATE OF BIRTH  / / 12 SEX 01) 510
13 1 15 16 17 18 19 20 21 22 PP R T Y L L
RES ALLOWED LN  DATE OF PLACE PROC  MOD INDIVIDUAL CHARGE PAY UNITS ##  AGENCY USE ONLY b
NO  SERVICE CODE PROV/XWALK  IND bl APPROVED EDITS a
23 *H *
NDC #% REJECTED LINE EDITS  **
*¥ *H
.00 1 10/09/07 32 99308  OGV 221904 90.00 1.000 MR
NPI: 1538168968 TAXONOMY :
2 / SRR RES AR R RN RRRRRNRAE
NPI: ITA§0N0HY: {- CLAIMS/LINE PAYMENT INFO !
3 1 !
NPI: TAXONOMY : 1 EDIT PAYMENT DATE |
1 / ARCEERRREER AR N R AR NR N Y
NPI: TAXONOMY :
5 /_/
NPI: TAXONOMY :
6 /7 7/
NPI: TAXONOMY :
7 /_/
NPI: TAXONOMY :
8 /_/
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 90.00
01 251127368C1 28 AMT REC'D INS
02 29 BALANCE DUE 5h.05
03 30 OWN REF #  A1467T248
RESOLUTION DECISION ___
ADDITIONAL DIAG CODES: . . : P ;
RETURN TO: INSURANCE POLICY 1|NFORMATION
MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S.C. 29202-1412
PROVIDER:
SHREEDHAR M NAGNUR

DOCTOR'S GARE PA
PO BOX 100193

COLUMB | A SC 29202-3193

“pLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

# |NDICATES A SPLIT CLAIM




RUN DATE 03/10/2009 000131176
REPORT NUMBER CLM3500

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

v

CLAIM CONTROL #0905602330004700A
PAGE 36166 ECF 36166 PAGE

1 OF
EMC

ORIGINAL CCN:

1.000

ANALYST ID HIC - 20 PRAC SPEC - 15
SIGNON ID DOC IND N
TAXONOMY: SFL ZIP: 29817 PRV ZIP: 30023
1 2 3 4 5 6 7 8 9
PROV/XWALK RECGIPIENT P AUTH TPL [INJURY EMERG PC COORD ==== D|AGNOSIS =-=-~~-
1D 1D NUMBER CODE PRIMARY  SECONDARY
221904 6727805601 H 466.0 .
NP1: 1538168968
10 RECIPIENT NAME - RAYMOND JOLLEY 11 DATE OF BIRTH 04/11/1934 12 SEX
13 14 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY UNITS
NO SERVICE CODE PROV/XWALK IND
23
NDC
.00 1 10/16/07 32 99307 oGV 221904 39.00
NPI: 1538168968 /TA’OHOHY:
2
NPI: TAXONOMY:
3 /_/
NP : TAXONOMY:
b /_ 1
NPI: TAXONOMY :
5
NPI: TAXONOMY :
6 /_/
NPI: TAXONOMY :
7 /_ 7/
NPI: TAXONOMY :
8 /_ 7
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 39.00
01 251127368C1 28 AMT REC'D INS
02 29 BALANCE DUE 17.36
03 30 OWN REF # A1467T290
RESOLUTION DECISION ____
ADDITIONAL DIAG CODES: ; . . .
RETURN TO: INSURANCE POLIGY JINFORMATION

MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S.C.- 29202-1412

PROVIDER:
SHREEDHAR M NAGNUR
DOCTOR'S CARE PA
PO BOX 100193

COLUMBIA SC 29202-3193

ADJ CCN:
EDITS
INSURANCE EDITS
01-953

CLAIM EDITS
316

LINE EDITS
0t1) 510

A A3 D HE 0 B BP0 B0 00 30 46 0 300 006 A0 A0

ok AGENCY USE ONLY bl
il APPROVED EDITS ]
i wh
##  REJECTED LINE EDITS bl
* "o
P L L AT 2

"PLEASE NOTE: EDIT GORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

* INDICATES A SPLIT CLAIM




RUN DATE 03/10/2009 000131177 SC DEPARTMENT OF HEALTH AND HUMAN SERVICES CLAIM CONTROL #090560233100#706A

REPORT NUMBER CLM3500 EDIT CORRECTION FORM PAGE 36167 ECF 36167 PAGE 1 OF 1
ANALYST 1D HIGC - 20 PRAC SPEC - 15 EMC
SIGNON 1D DOC IND N ORIGINAL CCN:
TAXONOMY : SFL ZiP: 29817 PRV ZIP: 30023 ADJ CCN:
1 -2 3 4 5 . 6 7 8 9 EDITS
PROV/XWALK RECIPIENT P AUTH TPL |INJURY EMERG PC COORD --=- DIAGNOS[|S =---- INSURANCE EDITS
ID ID NUMBER CODE PRIMARY  SECONDARY 01-953
221904 6727805601 H 501.1 600.00
NPi: 1538168968 CLAIM EDITS
316
10 RECIPIENT NAME - RAYMOND JOLLEY 11 DATE OF BIRTH O04/11/1934 12 SEX N LI?E ﬁgITS
01) 5
13 1 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY URITS HEHMIEII IO
NO SERVICE CODE PROV/XWALK IND Ll AGENCY USE ONLY kil
23 - APPROVED EDITS wa
NDC * *
#% REJECTED LINE EDITS il
.00 1 09/11/07 31 99306 oGV 221904 175.00 1.000 *# bl
NPIl: 1538168968 TAXONOMY : B e s T T L S Ll
2 /
NPI: TAXONOMY : RSN AR R RN NN R
3 /7 [/ ! CLAIMS/LIKE PAYMENT INFO !
NPI: TAXONOMY : ! !
L) / 7/ ! EDIT PAYMENT DATE |
NPI: 5 TA)OHOMY: prenpyeIgbRLpLRRRRRRRRRLLRRLLL
NPI: TAXONOMY ¢
6 /_ 1
NPI: TAXONOMY :
7 /_/
NPI: TAXONOMY :
8 /77
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 175.00
01 251127368C1 28 ANT REC'D INS
02 29 BALANCE DUE 106.85
03 30 OWN REF # A1467T106

RESOLUTION DECISION
ADDITIONAL DIAG CODES: . . . . . .

RETURN TO: INSURANCE POLICY INFORMATION
MEDICAID CLAIMS RECEIPT

P. 0. BOX 1412

COLUMBIA, S.C. 29202-1412

PROVIDER:

SHREEDHAR M NAGNUR

DOCTOR'S CARE PA

PO BOX 100193

COLUMBIA SC 29202-3193

"pLEASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"
# INDICATES A SPLIT CLAIM




SC DEPARTMENT OF HEALTH AND HUMAN SERVICES

RUN DATE 03/10/2009 000131178
EDIT CORRECTION FORM

REPORT NUMBER CLM3500

ANALYST 1D HIC - 20 PRAC SPEC - 15

SIGNON ID poc IND N
TAXONOMY : SFL ZIP: 29817 PRV ZIP: 30023

1 2 3 L 5 6 7 8 9
PROV/XWALK REGCIPIENT P AUTH TPL [INJURY EMERG PC COORD ~=== DIAGNOSIS ==---

ID 1D NUMBER CODE PRIMARY  SECONDARY
221904 6727805601 H 501.1 600.00

NPl: 1538168968

10 RECIPIENT NAME - RAYMOND JOLLEY 11 DATE OF BIRTH 04/11/1934
13 14 15 16 17 18 19 20 21
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY
NO SERVICE CODE PROV/XWALK IND
23
NDC
.00 1 03/01/08 32 99308 oGV 221904 90.00
NPI: 1538168968 TAXONOMY :
2
NP1 : TAXONOMY :
' 3 /_ 17
NPI: TAXONOMY :
b /_ 17
NPI: TAXONOMY :
5 /_ 7
NPI: TAXONOMY :
6 /_ [/
NPI: TAXONOMY :
7 /_/
NP1 : TAXONOMY :
8 /_/
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE
01 251127368C1 28 AMT REC'D INS
02 29 BALANCE DUE
03 30 OWN REF ¥ A1467T117
RESOLUTION DEGISION
ADDITIONAL DIAG CODES: . . . . . .
RETURN TO: INSURANCE POLICY INFORMATION

MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S.C. 29202-1412

PROVIDER:
SHREEDHAR M NAGNUR
DOCTOR'S GCARE PA
PO BOX 100193

COLUMBIA SC 29202-3193

22
UNITS **

GLAIM CONTROL #0905602332004706A

PAGE 36168 ECF 36168 PAGE 1 OF
EMC
ORIGINAL GCN:

ADJ CCN:
EDITS
INSURANCE EDITS
01-953
CLAIM EDITS
316
LINE EDITS
oS X SR S L LS
AGENCY USE ONLY bl
bl APPROVED EDITS e
*H "
bl REJECTED LINE EDITS kel
* (2]

1.000 Frevevwrt ETEE S S Lk f L

"pLEASE NOTE: ED!T GORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE DISREGARDED"

# |NDICATES A SPLIT CLAIM

1




RUN DATE 03/10/2009 000131179
REPORT NUMBER CLM3500

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

CLAIM CONTROL #0905602333004700A
PAGE 36169 ECF 36169 PAGE

1 OF

ANALYST 1D HIC - 20 PRAC SPEC - 15 EMC
SIGNON 1D DOC IND N ORIGINAL CCN:
TAXONOMY : SFL ZIP: 29817 PRV ZiP: 30023 ADJ CCN:
1 2 3 K 5 6 7 8 9 ) EDITS
PROV/XWALK RECIPIENT P AUTH TPL I[NJURY EMERG PC GOORD ~=~-= DIAGNOSIS ---- INSURANCE EDITS
1D ID NUMBER GODE PR IMARY SECONDARY 01-953
221904 6727805601 600.00 331.0
NPl: 1538168968 CLAIM EDITS
316
10 RECIPIENT NAME - RAYMOND JOLLEY 11 DATE OF BIRTH 04/11/1934 12 SEX M 5I§E5ﬁgITS
1
13 10 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY UNITS SEAEAE IR 00 A I T B B
NO SERVICE CODE PROV/XWALK IND el AGENCY USE ONLY il
23 aE APPROVED EDITS il
NDC e o
##  REJECTED LINE EDITS e
.00 1 12/17/07 32 99308 oGV 221904 90.00 1.000 *# bl
NPI: 1538168968 TAXONOMY : B Y e s T TR LS S Sl
2 /
NP1: TAXONOMY : pprnppppERRRRRRRRRLRLOLRRQQILS
3 /7 7/ ! CLAIMS/LINE PAYMENT INFO !
NPI: TAXONOMY : 1 1
L / 7/ ! EDIT PAYMENT DATE !
NPI: TAXONOMY: ERENR SRR AR RN RN RN AR Y
5 /_/
NPI: TAXONOMY:
6 /_ [/
NPI: TAXONOMY :
7 /_/
NPI: TAXONOMY :
8 /_ 7
NPI: TAXONOMY:
24 25 . 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 90.00
01 251127368C1 28 AMT REC'D INS
02 29 BALANCE DUE 54.05
03 30 OWNN REF # A1R67T101

RESOLUTION DECISION ____
ADDITIONAL DIAG CODES: " .

RETURN TO:

MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412

COLUMBIA, S.C. 29202-1412

PROV IDER:
SHREEDHAR M_NAGNUR
DOCTOR'S GARE PA
PO BOX 100193

COLUMBIA SC 29202-3193

INSURANCE POLICY INFORMATION

"p| EASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE D ISREGARDED"

# INDICATES A SPLIT CLAIM

1




RUN DATE 03/10/2009 000131180 SC DEPARTMENT OF HEALTH AND HUMAN SERVICES CLAIM CONTROL #0905602334004700#

REPORT NUMBER CLM3500 EDIT CORRECTION FORM PAGE 36170 ECF 36170 PAGE 1 OF
ANALYST ID HIC - 20 PRAC SPEC - 15 EMC
SIGNON D poc IND N ORIGINAL CCN:
TAXONOMY : SFL ZIP: 29853 PRV ZIP: 30023 ADJ CCN:
1 2 3 I 5 6 7 8 9 EDITS
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC GOORD ~=-— DIAGNOSIS ---- INSURANCE EDITS
) 1D NUMBER CODE PRIMARY  SECONDARY 01-953
221904 3780103693 H 458.9 453.8
NPI: 1538168968 CLAIM EDITS
316
10 RECIPIENT NAME - NEVA J DARBY 11 DATE OF BIRTH 11/15/1930 12 SEX F b%?Esﬁngs
13 14 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY UNITS IS A IS 0 3
NO SERVICE CODE PROV/XWALX  IND *h AGENCY USE ONLY "
23 *h APPROVED EDITS "
"Dc ¥ *
) ## REJECTED LINE EDITS *H
.00 1 09/13/07 32 99308 oGV 221904 90.00 1.000 ** i
“p 1 e 1538 168968 TAXONO"Y : -II'IHI-***************************
2 /7 /
NPI: TAXONOMY: propgpyeaRLRLLRRRLILRLILLILLL
3 /7 / 1 CLAIMS/LINE PAYMENT INFO !
NPI: TAXONOMY : ! 1
L / ! EDIT PAYMENT DATE !
NPI: TA}ONOMY: EEEERRRE RN R R RN R ARRRE
5 /
NPI: TAXONOMY :
6 /7 7/
NPI: TAXONOMY :
7 !/ /
NPI: TAXONOMY :
8 /7 7/
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 90.00
o1 24834309938 28 AMT REC'D INS
02 29 BALANCE DUE 54.05
03 30 OWN REF § A1467T204
RESOLUTION DECISION ____
ADDITIONAL DIAG CODES: . . . . . .
RETURN TO: INSURANCE POLICY INFORMATION

MEDICAID CLAIMS RECELPT
P. 0. BOX 1412
COLUMBIA, S.C. 29202-1412

PROVIDER:

SHREEDHAR M NAGNUR

DOCTOR'S CARE PA

PO BOX 100193

COLUMBIA SC 29202-3193

"pL EASE NOTE: EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE D 1 SREGARDED"
#* |NDICATES A SPLIT CLAIM




RUN DATE 03/10/2009 000131181
REPORT NUMBER CLM3500

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES

EDIT CORRECTION FORM

ANALYST 1D HIC - 20 PRAC SPEC - 15
SIGNON ID DOC IND N
TAXONOMY : SFL ZIP: 29817 PRV ZIP: 30023
1 2 3 4 5 6 7 9
PROV/XWALK RECIPIENT P AUTH TPL INJURY EMERG PC COORD === DIAGNOSIS ----
1D 1D NUMBER CODE PRIMARY SECONDARY
221904 1327080201 H 599,0 428.0
NPI: 1538168968
10 RECIPIENT NAME - HELEN CHAVIS 11 DATE OF BIRTH 01/14/1954 12 SEX
13 I 15 16 17 18 19 20
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE
NO SERVICE CODE PROV/XWALK  IND
23
NDC
.00 1 09/18/07 31 99306 oGV 221904 175.00
NPI: 1538168968 TA’ONOMY:
2
NPI: TAXONOMY :
3 / /
NP!: TAXONOMY :
L / 7/
NPI: TAXONOMY :
5 /7 /7
NPI: TAXONOMY :
6 /7 7/
NPI: TAXONOMY :
7 /
NPI: TAXONOMY ;
8 /7 [/
NPI: TAXONOMY :
24 25 26
INS CARR POLIGY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 175.00
01 249984682A 28 AMT REC'D INS
02 29 BALANCE DUE 106.85
03 30 OWN REF # A1467T129
RESOLUTION DECISION ___
ADDITIONAL DIAG CODES: . i . . .
RETURN TO: INSURANCE POLICY |INFORMATION
MEDICAID CLAIMS RECEIPT
P. 0. BOX 1312
COLUMBIA, S.C. 29202-1412
PROVIDER:
SHREEDMAR M NAGNUR

DOCTOR'S CARE PA
PO BOX 100193
COLUMBIA

"pLEASE NOTE:
# INDICATES A SPLIT CLAIM

§C 2

9202-3193

F

21 22
PAY UNITS

CLAIM CONTROL #0905602335004700A
PAGE 36171 ECF 36171 PAGE 1 OF 1
EMC
ORIGINAL CCN:
ADJ CCN:
EDITS
INSURANCE EDITS
01-953

CLAIM EDITS
316

LINE EDITS
01) 510

pravevpnrerre s 2R RSN L N R g L

¥ AGENCY USE ONLY ok

*a APPROVED EDITS bkl
*a "

##%  REJECTED LINE EDITS ]

1.000 ** ]

prevevenrar R R R L DL DL e g

EDIT CORRECTION FORMS RETURNED TO DHHS WITH NO CORRECTIVE ACTION WILL BE D1 SREGARDED"




RUN DATE 03/10/2009 000131182
REPORT NUMBER CLM3500

SC DEPARTMENT OF HEALTH AND HUMAN SERVICES
EDIT CORRECTION FORM

ANALYST ID HIC - 20 PRAC SPEC -~ 15
SIGNON 1D DOC IND N
TAXONOMY : SFL ZIP: 29817 PRV ZIP: 30023
1 2 3 i 5 6 7 8 9
PROV/XWALK REGIPIENT P AUTH TPL [INJURY EMERG PG COORD -=—- DIAGNOSIS ==--
ID iD NUMBER CODE PR1IMARY SECONDARY
221904 T716446701 716.96 682.6
NPI: 1538168968
10 RECIPIENT NAME - MARY WALKER 11 DATE OF BIRTH 09/17/1944 12 SEX
13 14 15 16 17 18 19 20 21 22
RES ALLOWED LN DATE OF PLACE PROC MOD INDIVIDUAL CHARGE PAY
NO SERVICE CODE PROV/XWALK IND
23
NDGC
.00 1 01/01/08 32 99308 000 221904 90.00
NP1: 1538168968 TAXONOMY :
2
NPI: TAXONOMY :
3 /7 /
NP1I: TAXONOMY :
L /
NPL: - TAXONOMY :
5 /7 7/
NPI: TAXONOMY :
6 / 7/
NPI: TAXONOMY :
7 /7 /
NPI: TAXONOMY :
8 /
NPI: TAXONOMY :
24 25 26
INS CARR POLICY INS CARR
NUMBER NUMBER PAID 27 TOTAL CHARGE 90.00
01 28 ANT REC'D INS .00
02 29 BALANCE DUE 90.00
03 30 OWN REF # A1467TH35
RESOLUTION DECISION ____
ADDITIONAL DIAG CODES: . . : . .
RETURN TO: INSURANCE POLICY INFORMATION
MEDICAID CLAIMS RECEIPT
P. 0. BOX 1412
COLUMBIA, S.C. 29202-1412
PROVIDER:
SHREEDHAR M NAGNUR

DOCTOR'S CARE PA
PO BOX 100193

COLUMBIA SC 29202-3193

CLAIM CONTROL #0905602336004700A
PAGE 36172 ECF 36172 PAGE 1

OF
EMC

ORIGINAL CCN:

F

UNITS
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State of South Carolina
Bepartment of Health and Himum Serfices

Mark Sanford Emma Forkner
Governor Director

March 31, 2009

Ms. Karen G. Hardy

Billing Manager

Doctors Care

4416 Forest Drive

Columbia, South Carolina 29206

Dear Ms. Hardy:

We have received your request to stop delivery of Error Correction Forms (ECF’s) and
remittances that are intended for Dr. Shreedhar M. Nagnur to your facility.

We researched and found that Dr. Nagnur’s address on his individual NPl number had
not been changed from your facility address to his new address. This change has been

made and you should no longer receive Dr. Nagnur's ECF’'s and remittances.

We apologize for any inconvenience this may have caused you. Thank you for your
continued support and participation in the South Carolina Medicaid program.

Sincerely,

Deputy Director

FCM/rst

Office of the Medical Services
P.O. Box 8206 ¢ Columbia, South Carolina 29202-8206
(803) 898-2501 » Fax (803) 2558235



