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Department of Hedfthand Human Sarvices
Inteprated Auccess und Suppart Services

. 396 Griffin Road

11 State House Station

Bangor. Malrsy 03401455

e, (207) BE1-534%; Fax {207} 561.4453

Toll Free (300) 432.752%; TTY {300} 606-0215

Cornrmiisionar
BILLING INFORMATION
DRFT, OF HEALTH & HUMAN SERVICES

FAMILY INOEFENDENCHE
396 Oniffis Road

Baagor, ME 04401

£51.4333 DR 1-800-432.7825

) DQE}Jb/j__M Case Numbet: J3 45(97.3'” A

47 Brimmgr Streat Date; Deoeember 3, 2011
Brower, ME 04412

MaineCare will pay & part of the redical bl listed below if it is allowed under the MeineCare Benefits Manual.

- You nmAmsponjllle for-pazt of the bill that MeinsCare doss not pay.

,' : E :f)éfien't’sﬂh'mc" Dok Tt OHN
" Ppatient’s Number (Program) L a3YSLTEA
Provider/Services . ANY Maing }@Sﬁfiﬂ /
Date(s) Servicos Provided ¢ September 13, 2011 - September 23, 2011
Totel Bill : $2,624.58
Paticnt's Responsibiity 1 $1,279.29

Give this letter to the provider of medics) services. Show thern your MeineCara Identification Cerd. This letter
tells the provider to bill MalneCare for the rest of the bill. You or your insurance, If you have any, are responsibie

foif the reat of the il
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: INSTRUCTIONS TO PROVIDER OF MEDICAL SERVICES
The person named above 18 cligible for assistance, Flease hill the Department of Health and Human Services on
yous usual invoice for covered aervices if payment is allowed under the MaineCare Benefits Manuat, Bill onty for
covered services provided on the date(s) indicated above. You will bs pald the rates gltowed by MalneCare minus
credits from patient and {nsvrance, if applicable, Therefore, the payment you et may b legs than the amount you
bill, -

PLEASE ATTACH A COPY OF THIS FORM T0 YOUR INVOICE
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Phons. 5814333 Fag 551446 TTY; 5844202
15004327825
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Paul R. lePage, Governor

Mary C. Mavhew, Commissioner

Spend Down
Split Billing Form

Form

Spend Down Split Billing:

This calculation sheet needs to be attached with the original Spend Down

Letter, and accompany each claim being submitted. The breakdown of the member responsibility amount
for each claim, needs to equal the total member responsibility on the original Spend Down Letter.

Facility Charges:

(UB~-04)

Provider Name:
Provider NPI:
Member Name:
Member ID:

Any Maine Hospital
1100110021
Doe, John
12345678A

Biiled Amount:
Member Responsibility Amount:

Date of Service:
From

09 / 13 / 11

To

08 / 23 / 11

$2,501.58
$1,279.29

Professional Charges:

{CMS 1500)

Provider Name:
Provider NPI:
Member Name:
Member ID:

Doctors Medical Office
1234567800
Doe, John
12345678A

Billed Amount:
Member Responsibility Amcunt:

Date of Service:
From

09 / 13 / 11

To

08 / 13 / 11

$ 123,00
-0-

Professional Charges:

(CMS 1500)

Provider Name:
Provider NPI:
Member Name:
Member ID:

Date of Service:
From

To

Billed Amount:
Member Responsibility Amount:




