Billing form for Targeted Case Management Services
Client Name ____________________________ Medicaid Number______________________________
Client Birthdate _________________________ Insurance Number _____________________________
Date of Service __________________________	Diagnosis Code ________________________________
Authorization number _________________________________   or write N/A if not applicable
Clinical Supervisor __Sameera Chowdary, LPCA, KY 0732___	 NPI#1902229982
[bookmark: _GoBack]Billing Supervisor –Kimberlee Scruggs, LCSW, KY 3538-   NPI# 1407079593      Medicaid #7100271130
Write in end date of month of service.
 Circle and/or write in the insurance company name:
Passport	Humana Caresource	Wellcare	MHNet		Other: ____________________
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