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The ICD TYP Values are defined as follows:  2=ICD-9, 3=ICD-10 

EOHHS 

ONLY 

BILLING PROV 

NPI 

TAXONOMY START 

DATE 

END 

DATE 

PROCEDURE                 

OR REVENUE 

CODE/MOD 

ADD 

MOD 

TTH 

SRF 

ICD 

TYP 

DIAG 

CODE 

UNITS/ 

OCCUR 

DOLLAR 

AMOUNT 

            

            

            

            

            

            

            

            

            

(Reason service is required, diagnosis/prognosis and treatment described) ________________________________________________________________________________ 

________________________________________________________________________________________________________________________________________________ 

PERFORMING PROVIDER SIGNATURE AND TITLE ______________________________________________________________________________________________ 

OFFICIAL USE    DO NOT WRITE BELOW 

EOHHS AUTHORIZED ____________________________________EOHHS  DENIED __________________________________ DATE __________________________ 

NOTES ______________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

 

  


