- *THESE FORMSARE FICTIONAL AND ANY RELATION TO
; D Paid:
(Home Health  Scenario) ate Paid 10/15/2009 A REAL PERSONIS COINCIDENTAL.

' Advantage Home Care 4 S| 000-0245M .
8775 South Ave i e e 1532
Jacksonville, FL 32232-654B - S 062100 |%’lzﬂ%%—

¥ PATIENT NAME [s] 023456/01 spaentAcviess  |a] 127 Minerva Beach Ave, Lake Worth, FL 33463

s| Michael A. Mouse '
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hudsonm
Text Box
REVISION E DWC-90 Test File
(Home Health Scenario)


hudsonm
Text Box
Date Received:
Date Paid:

hudsonm
Text Box
*THESE FORMS ARE FICTIONAL AND ANY RELATION TO 
A REAL PERSON IS COINCIDENTAL.

hudsonm
Text Box
Submitter must insert - 
Insurer Name, Address
and Zip Code:

hudsonm
Text Box
332

hudsonm
Text Box
9

hudsonm
Text Box
04

hudsonm
Text Box
0270  MED-SURGICAL SUPPLIES             A6000        062409     1           65 00
0421  PHYSICAL THERAPY/VISIT            G0151        062409     1          150 00
0551  SKILLED NURSE-VISIT               G0154        062709     1          130 00


hudsonm
Text Box
 345 00

hudsonm
Text Box
10/01/2009
10/15/2009

hudsonm
Text Box
023456701

hudsonm
Text Box
Michael A. Mouse

hudsonm
Text Box
01/12/1945 M	 062409

hudsonm
Text Box
053009

hudsonm
Text Box
062409  062709

hudsonm
Text Box
127 Minerva Beach Ave, Lake Worth, FL 33463

hudsonm
Text Box
V57.1

hudsonm
Text Box
1

hudsonm
Text Box
1

hudsonm
Text Box
ME652202

Owner
Typewritten Text
Advantage Home Care
8775 South Ave
Jacksonville, FL 32232-6548

Owner
Typewritten Text
59-7654321

HUDSONM
Text Box
555-0245M

hudsonm
Text Box
781.2

hudsonm
Text Box
HH518859

hudsonm
Text Box
1013012000


*THESE FORMSARE FICTIONAL AND ANY RELATION TO

REVISION E DWC-90 Test File Date Received: 10/01/2009
X - A REAL PERSONIS COINCIDENTAL.
(Nursing  Home Scenario) Date Paid: 10/28/2009
' Faith Nursing Home Bia| 006-55545 -
4568 Service Bivd P 231
FTRTF T COVERS FERID
Stuart FL, 34995-9055 SFERTAXNO. v 4
e - 36-6548456 | 051009 | 051009
i o] 023456702 spmenTabowss  [o] 52 Castle Rd, Tampa, FL 33607
s|Yolanda White ; Is|
10 BIRTHDATE 18X |4y e BHR 14
0518753 [
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L
= &
R
W@RELCD. | 48 DESCIPTION 44 HCPCR / TE PP DODE |48 e e 48 9ERY.UNTS P B P
110300 LAB 86880 051009 1 19- 00
30301 CHEMISTRYTEST 82270 051009 it 25 29
310320 DX X-RAY ; ' 70220 051009 1 108 80
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hudsonm
Text Box
REVISION E DWC-90 Test File
(Nursing Home Scenario)


hudsonm
Text Box
Date Received: 10/01/2009
Date Paid: 10/28/2009

hudsonm
Text Box
*THESE FORMS ARE FICTIONAL AND ANY RELATION TO 
A REAL PERSON IS COINCIDENTAL.

hudsonm
Text Box
04

hudsonm
Text Box
023456702

hudsonm
Text Box
Yolanda White 

hudsonm
Text Box
52 Castle Rd, Tampa, FL 33607
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Text Box
05/18/53  F
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Text Box
1
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Text Box
1
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Text Box
Submitter must insert - 
Insurer Name, Address
and Zip Code:
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ME652199

Owner
Typewritten Text
Faith Nursing Home
4568 Service Blvd
Stuart FL, 34995-9055 

Owner
Typewritten Text
231

Owner
Typewritten Text
36-6548456

Owner
Typewritten Text
666-55545

Owner
Typewritten Text
051009	  051009

Owner
Typewritten Text
051009 16  3   1      01

Owner
Typewritten Text
050209 

Owner
Typewritten Text
153 09

Owner
Typewritten Text

Owner
Typewritten Text
294.8     401.9   V12.3

Owner
Typewritten Text

Owner
Typewritten Text
NPR

Owner
Typewritten Text
 0300   LAB                              86880        051009     1           19 00
 0301   CHEMISTRY TEST                   82270        051009     1           25 29
 0320   DX X-RAY                         70220        051009     1          108 80                 

Owner
Typewritten Text
1054133351

Owner
Typewritten Text
NH130230000


*THESE FORMSARE FICTIONAL AND ANY RELATION TO

REVISISN & RlVC-90 Jest File g:: Eziccjgiveg:lllz}()léo3/09 A REAL PERSONIS COINCIDENTAL.
"Memorial Hospital S 000254ALE

3900 S. Florida — Ave =BAL T OO RS
Memphis, TN 38103 5956123705

 PATIENT NAME |s] 023456703 spaEnT Apciess [« 301 First  Street,  Memphis, TN 38103

s| Katrina  Alexander '

l<]

10 BIRTHDATE

07/04/57 F
[§1OcoURPENGE

AHA 14

M REECD. | &8 DEBCRAPTION #4 HCPCR [ WATE / HIPPS DODE | 48 sEFNL DATE UNTS 47 TOTAL - L]
11 02/0 | MED-SURGSUPPLIES 1 - 858. /5
3l 0710 { RECOVERYROOM 1 300 00
3| 0360 | OPERATINGROOMSERV]CES 1 2528 00
«/ 0300 | LAB 1 22 00
5| 0250 | PHARMACY 1 1200 00
¢| 0120 | ROOM& BOARD- SEMI PRIVATE 1 1250 00
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Text Box
REVISION E DWC-90 Test File



hudsonm
Text Box
Date Received: 11/03/09
Date Paid: 11/12/09

hudsonm
Text Box
*THESE FORMS ARE FICTIONAL AND ANY RELATION TO 
A REAL PERSON IS COINCIDENTAL.

hudsonm
Text Box
04

hudsonm
Text Box
023456703

hudsonm
Text Box
Katrina Alexander

hudsonm
Text Box
301 First Street, Memphis, TN 38103
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Text Box
07/04/57   F
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Text Box
1
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Text Box
1
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Text Box
Submitter must insert - 
Insurer Name, Address
and Zip Code:

hudsonm
Text Box
ZZ99999999999

Owner
Typewritten Text
Memorial Hospital 
3900 S. Florida Ave
Memphis, TN 38103

Owner
Typewritten Text
111

Owner
Typewritten Text
59-4561237 052509  052609

Owner
Typewritten Text
052509 14  3   1  14  01

Owner
Typewritten Text
00000959984

Owner
Typewritten Text
000254ALE

Owner
Typewritten Text
052509  

Owner
Typewritten Text
A3    858 75           0 00

Owner
Typewritten Text
0270  MED-SURG SUPPLIES                                           1         858 75
0710  RECOVERY ROOM                                               1         300 00
0360  OPERATING ROOM SERVICES                                     1        2528 00
0300  LAB                                                         1          22 00
0250  PHARMACY                                                    1        1200 00
0120  ROOM & BOARD - SEMI PRIVATE                                 1        1250 00      
                         

Owner
Typewritten Text
6158 75

Owner
Typewritten Text
  813.00

hudsonm
Text Box
2152367859

hudsonm
Text Box
ZZ99999999999


*THESE FORMSARE FICTIONAL AND ANY RELATION TO

REMSIEN € BWC-20)Test  File B:,Ez E:i((:jellve(lj.zml}géOllog A REAL PERSONIS COINCIDENTAL.
" Daytona Regional Medical : Sis| 4445558-A m
4560 Hudson Bivd hec.
Melbourne, ~ FL 32901 srm TN e e |
36-9876543 1T
 PATIENT HAME |s] 023456704 spaentsoomss  [o] 4374 Silver — Drive,  Daytona Beach, FL 32114
s| Michael  Albright [<] d Is|
10 BIRTHDATE
01/12/1945 o
(1 OCCURPENGE

S ARPLCD. | & DEBCRIPTION &4 HCPCR | WATE | HIPPS DODE | 48 &N, DATE 48 DEFN UNITS 7 TOTAL - -
: 0120 | ROOM& BOARDSEMI PRIVATE 8 18680 ‘00 :

0250 | PHARMACY-GENERAL 13 279 00
: 0270 | MEDICAL SURGICAL SUPPLIES 3 199 00 :
: 0300 | LABORATORY-CLINICAL 2 618 00 B
B 0420 | PHYSICAL THERAPY-GENERAL 1 100 00 L
J 0450 | EMERGENCYROOM 1 750 00 i
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hudsonm
Text Box
REVISION E DWC-90 Test File





hudsonm
Text Box
Date Received: 12/01/09
Date Paid: 12/01/09

hudsonm
Text Box
*THESE FORMS ARE FICTIONAL AND ANY RELATION TO 
A REAL PERSON IS COINCIDENTAL.

hudsonm
Text Box
04

hudsonm
Text Box
023456704

hudsonm
Text Box
Michael Albright

hudsonm
Text Box
4374 Silver Drive, Daytona Beach, FL 32114

hudsonm
Text Box
01/12/1945 M

hudsonm
Text Box
1

hudsonm
Text Box
1

hudsonm
Text Box
Submitter must insert - 
Insurer Name, Address
and Zip Code:

Owner
Typewritten Text
Daytona Regional Medical
4560 Hudson Blvd
Melbourne, FL 32901

Owner
Typewritten Text
114

Owner
Typewritten Text
36-9876543

Owner
Typewritten Text
 110109 110109

Owner
Typewritten Text
110109  09 1  1   09  01 02

Owner
Typewritten Text
110109

Owner
Typewritten Text
A1  011245

Owner
Typewritten Text
V57.89    

Owner
Typewritten Text

HUDSONM
Text Box
4445558-A

harrellm
Text Box
0120  ROOM & BOARD SEMI PRIVATE                                   8      18680 00
0250  PHARMACY-GENERAL                                           13        279 00
0270  MEDICAL SURGICAL SUPPLIES                                   3        199 00
0300  LABORATORY-CLINICAL                                         2        618 00 
0420  PHYSICAL THERAPY-GENERAL                                    1        100 00
0450  EMERGENCY ROOM                                              1        750 00

harrellm
Text Box
ME652199

harrellm
Text Box
  20626 00

harrellm
Text Box
0152367859


*THESE FORMSARE FICTIONAL AND ANY RELATION TO

REVISION E DWC-90 Test File Ba:e :Ee%‘?"’ecli(:)/l 0}(%01/09 A REAL PERSONIS COINCIDENTAL.
(Ambulatory ~ Surgical Center Bypass ae S
Scenario for dates of service prior to 7/8/2010) —
REGIONAL MEDICAL HEALTHCARE |* ﬁm 5548/761-05
4469 MARTIN DRIVE 1, 83X
; ETRTE T COVERS PERICD
Fort Pierce, FL 34947-4985 EFEDLTAXNG. L 7
©Y-123456/ 092009 | 092009
s PATIENT WAME [-] 023456709 spaentaowss o] 2914 CREEPYCOVE, Fort  Pierce, FL 34947-4985
s| Wiliam _ Tell ' fs]
10 BIRTHDATE 1 BEX
05161973
¥ OooURAENGE 5
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hudsonm
Text Box
REVISION E DWC-90 Test File
(Ambulatory Surgical Center Bypass
Scenario for dates of service prior to 7/8/2010)



hudsonm
Text Box
Date Received: 10/01/09
Date Paid: 10/10/09

hudsonm
Text Box
*THESE FORMS ARE FICTIONAL AND ANY RELATION TO 
A REAL PERSON IS COINCIDENTAL.
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Text Box
04

hudsonm
Text Box
023456709

hudsonm
Text Box
William Tell
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Text Box
1

hudsonm
Text Box
1

hudsonm
Text Box
Submitter must insert - 
Insurer Name, Address
and Zip Code:
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Text Box
ASC9999999999



Owner
Typewritten Text
REGIONAL MEDICAL HEALTHCARE
4469 MARTIN DRIVE
Fort Pierce, FL 34947-4985


Owner
Typewritten Text

Owner
Typewritten Text
59-1234567  092009   092009

Owner
Typewritten Text
2914 CREEPY COVE, Fort Pierce, FL 34947-4985

Owner
Typewritten Text
83X

Owner
Typewritten Text
05161973   F  092009     9        

Owner
Typewritten Text
092009

Owner
Typewritten Text
0000	TREAT CLAVICLE DISLOCATION	      23520               	    1	       2162 00

				


Owner
Typewritten Text
2162 00

Owner
Typewritten Text
845.00

HUDSONM
Text Box
554876T-05

Owner
Typewritten Text
 NPI9999999

hudsonm
Text Box
NOTE: For testing purposes on ASC bills, the date 10/01/2009, will be used to simulate the effective date of Revision E production (07/08/2010). If the statement date covered from is prior to 10/1/2009 the ASC test bill must be submitted with the specific date elements identified in the ASC bypass document.



Owner
Typewritten Text
 ASC10982


REVISION E DWC-90 Test File Date Received: 12/04/2009 *THESE FORMSARE FICTIONAL AND ANY RELATION TO

(Modifier 1-4 Billed and Paid Date Paid: 12/18/2009 A REAL PERSONIS COINCIDENTAL.
Scenarios)
— : 7 ST 17350-04586M
Florida  Medical Center & 131
2250 Capital Gains Rd :mm SR COVER R |7
Fort Pierce, FL 34947-4985 : 12-7654321 W
¥ PATIENT NAME [.I 023456705 B PATENT ADU# 38 EllOl First Street, Fort Plerce, FL 34947-4985
s[Jonnie Good d [l
10 BIRTHDATE i :
06/11/58 v 112509 | |
| Cooe —_pwie 0 i P
s 04 "
L Ly
= TNUE GODEE
@RPLCD. | 43 DESCRIPTION 44 HCPCS [ WATE. /HIPPS DODE | s se 0 48 BER UNITS OO e P
110360 PPERATINGROOM 2/816 TWDH9 ST 52| 112509 1 1633 00 1
210250 PHARMACY 112509 23 136 32 2
3|0258 |V SOLUTION . J7110 112509 2 145 00 :
10271 NONSTERSUPPLY A6453 112509 2 30 25 .
510272 BTERILE SUPPLY A6454 112509 6 33 75 5
10274 PROST/ORTHDEV L1910 112509 1 249 00 U
710300 |LAB 87536 112509 4 22 00 7
*{0301 LAB/CHEMISTRY 84999 112509 1 53 00 .
"|0320 pX XRAY 73615 112509 4 327 00 .
™0370 ANESTHESIA 01462 112509 25 412 00 "
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L
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hudsonm
Text Box
REVISION E DWC-90 Test File
(Modifier 1-4 Billed and Paid Scenarios)



hudsonm
Text Box
Date Received: 12/04/2009
Date Paid: 12/18/2009

hudsonm
Text Box
*THESE FORMS ARE FICTIONAL AND ANY RELATION TO 
A REAL PERSON IS COINCIDENTAL.

hudsonm
Text Box
04

hudsonm
Text Box
023456705

hudsonm
Text Box
Jonnie Good

hudsonm
Text Box
101 First Street, Fort Pierce, FL 34947-4985

hudsonm
Text Box
06/11/58   M

hudsonm
Text Box
1

hudsonm
Text Box
1

hudsonm
Text Box
Submitter must insert - 
Insurer Name, Address
and Zip Code:

hudsonm
Text Box
ME652202

hudsonm
Text Box
ME652199

hudsonm
Text Box
SCHEDULED

Owner
Typewritten Text
Florida Medical Center
2250 Capital Gains Rd
Fort Pierce, FL 34947-4985

Owner
Typewritten Text
12-7654321

Owner
Typewritten Text
112509     2   7         02

Owner
Typewritten Text
112509  112509

Owner
Typewritten Text
112509   

Owner
Typewritten Text
0360 OPERATING ROOM                27816 TW 59 ST 52  112509     1         1633 00
0250 PHARMACY                                         112509    23          136 32
0258 IV SOLUTION                   J7110              112509     2          145 00
0271 NONSTER SUPPLY                A6453              112509     2           30 25
0272 STERILE SUPPLY                A6454              112509     6           33 75
0274 PROST/ORTH DEV                L1910              112509     1          249 00
0300 LAB                           87536              112509     4           22 00
0301 LAB/CHEMISTRY                 84999              112509     1           53 00
0320 DX XRAY                       73615              112509     4          327 00
0370 ANESTHESIA                    01462              112509     25         412 00
         

Owner
Typewritten Text
3041 32

Owner
Typewritten Text
131

Owner
Typewritten Text
824.6	   

HUDSONM
Text Box
17350-04586M

harrellm
Text Box

Owner
Typewritten Text
1152367859


REVISION E DWC-90 Test File ) *THESE FORMSARE FICTIONAL AND ANY RELATION TO
(Ambulatory ~ Surgical ~ Center Scenario Date Received:  11/25/09 A REAL PERSONIS COINCIDENTAL.
dates of service on or after 7/8/2010) Date Pﬂd: 11/30/09 %
3a AT, =
'MEDICAL DATA MEMORIALHOSPITAL Snfsf <> 202
8056 NORTHFLORIDA AVE hec R e | OS5
STUART, FL 34995 o e
59-7654321 | 100109 |1()()109
 PATIENT NAME [s] 023456706 spaEnTApUess o] 6235 W. 14th  Ave, Cocoa, FL 3292/
s|Patrick  Carillo [<] d o[
10 BIRTHOATE T CoT]
07/04/57 |V ; :
FROM _ THAOUGH
o 04 b
L Ly
» NLUE CODEE
-t —
W@RELCD. | 48 DESCIPTION 44 HCPCR / TE PP DODE |48 e e 48 9ERY.UNTS P B P
I 0360 | NJX C+-DX/LUMBAR SAC 62311 100109 it 1600: 00 v
3 0329| FLUORGID & LOCLZJ CATH 77003 100109 1 2500 00 £
a l ]
] (]
i NOTE: For testjhg  purposes on ASC bills, | the date i
J 10/01/2009, ill be used to simulate thg effective :
i date of Revis\il\ln E production (p7/08/2010).1f the L
i statement  datg covered from is |on or after : ¢ i
i 10/1/2009 the | ASC test bill mus$t be subfnitted  witl ; i
“ all of the required Revision E|data elements founf
u in the 2010 MEIG.
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hudsonm
Text Box
REVISION E DWC-90 Test File
(Ambulatory Surgical Center Scenario
dates of service on or after 7/8/2010)

        


hudsonm
Text Box
Date Received: 11/25/09
Date Paid: 11/30/09

hudsonm
Text Box
*THESE FORMS ARE FICTIONAL AND ANY RELATION TO 
A REAL PERSON IS COINCIDENTAL.

hudsonm
Text Box
04

hudsonm
Text Box
023456706

hudsonm
Text Box
Patrick Carillo

hudsonm
Text Box
6235 W. 14th Ave, Cocoa, FL 32927

hudsonm
Text Box
07/04/57  M

hudsonm
Text Box
1

hudsonm
Text Box
1

hudsonm
Text Box
Submitter must insert - 
Insurer Name, Address
and Zip Code:

hudsonm
Text Box
ME652199

Owner
Typewritten Text
MEDICAL DATA MEMORIAL HOSPITAL
8056 NORTH FLORIDA AVE
STUART, FL 34995

Owner
Typewritten Text
59-7654321 100109 100109

Owner
Typewritten Text
831

Owner
Typewritten Text
100109 22  1  7      01

Owner
Typewritten Text
092809

Owner
Typewritten Text
0360  NJX C+-DX/LUMBAR SAC	             62311        100109       1 	 1600 00
0329  FLUOR GID & LOCLZJ CATH           77003        100109       1        2500 00

Owner
Typewritten Text
  4100 00

HUDSONM
Text Box
25196-041

Owner
Typewritten Text
  ASC10982

Owner
Typewritten Text
  1336166527

hudsonm
Text Box
ME652202

Owner
Typewritten Text
 724.2

hudsonm
Text Box
NOTE: For testing purposes on ASC bills, the date 10/01/2009, will be used to simulate the effective date of Revision E production (07/08/2010).If the statement date covered from is on or after 10/1/2009 the ASC test bill must be submitted with all of the required Revision E data elements found in the 2010 MEIG.

        



REVISION E DWC-90 Test File Date Received: 12/12/09 *THESE FORMSARE FICTIONAL AND ANY RELATION TO
Date Paid: 12/28/09 A REAL PERSONIS COINCIDENTAL.
' WCMEDICAL CENTER Ba| 17341223
6688 Fast Pace Ave Rec e TR TS 131
Fort Pierce, FL 34947-4985 S Am_l_mm_ A
36-1234567 112209 112209
¥ PATIENT NAME |s] 023456707 spaewtAooms  [of 3506 Adina Rd, Fort  Plerce, FL 34947-4985
s[Captain  Crook p [s]
10 BIRTHDATE
07/02/87
| GO0 DATE FROM _ THROUGE y
o 04 112209 N
L Ly
" _ ot |
S ARPLCD. | & DEBCRIPTION &4 HCPCR | WATE | HIPPS DODE | 48 sEFNL DATE 48 DEFN UNITS 7 TOTAL - -
10320 DX X-RAY 73620 112209 1 455 - 00 i
3 0450 EMERGENCYOOM 99283 112209 1 398 60 :
. .
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hudsonm
Text Box
REVISION E DWC-90 Test File


 


hudsonm
Text Box
Date Received: 12/12/09
Date Paid: 12/28/09

hudsonm
Text Box
*THESE FORMS ARE FICTIONAL AND ANY RELATION TO 
A REAL PERSON IS COINCIDENTAL.

hudsonm
Text Box
04

hudsonm
Text Box
023456707

hudsonm
Text Box
Captain Crook

hudsonm
Text Box
3506 Adina Rd, Fort Pierce, FL 34947-4985

hudsonm
Text Box
07/02/87  M

hudsonm
Text Box
1

hudsonm
Text Box
1

hudsonm
Text Box
Submitter must insert - 
Insurer Name, Address
and Zip Code:

hudsonm
Text Box
ME652202

Owner
Typewritten Text
WC MEDICAL CENTER
6688 Fast Pace Ave
Fort Pierce, FL 34947-4985

Owner
Typewritten Text
36-1234567  112209   112209
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REVISION E DWC-90 Test File
(Employee Reimbursement Scenario)

*THESE FORMSARE FICTIONAL AND ANY RELATION TO
A REAL PERSONIS COINCIDENTAL.

[Your Company Name]
[Your Company Slogan]

[Street Address], [City, ST ZIP Code]
Phone [000.000.0000] Fax [000.000.0000]

[e-mail]

BILL [Name]

TO [Company Name]
[Street Address]
[City, ST ZIP Code]

EMPLOYEE
REIMBURSEMENT
STATEMENT

DATE RECEIVED: 11/14/2009

COMMENTS RE: Reimb. to Injured Employee
Mrs. Minnie Mouse
SSN: 023-45-6715
DOA: 10/15/2009

[Phone] Claim File #: TEST66459
DATE DESCRIPTION BALANCE AMOUNT
10/15/2009 | X-Ray 215.00 215.00
1-30 DAYS 31-60 DAYS 61-90 DAYS OVER 90 DAYS
CURRENT PAST DUE PAST DUE PAST DUE PAST DUE AMOUNT DUE
215.00 215.00
REMITTANCE
Statement # 103
Date Paid 12/25/2009
Amount Due 215.00
Amount Enclosed 215.00

MAKE ALL CHECKS PAYABLE TO [YOUR COMPANY NAME]
THANK YOU FOR YOUR BUSINESS!



hudsonm
Text Box
REVISION E DWC-90 Test File
(Employee Reimbursement Scenario)


hudsonm
Text Box
*THESE FORMS ARE FICTIONAL AND ANY RELATION TO 
A REAL PERSON IS COINCIDENTAL.


	ADP1457.tmp
	EMPLOYEE REIMBURSEMENT STATEMENT
	BILL TO
	COMMENTS
	REMITTANCE
	Statement #
	Date Paid
	Amount Due
	Amount Enclosed




	Text1: 79.00
	Text8: IMPLANT - $11,907.90
	Text9: 


