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CMS1500 Billing Tips 
 
 
 

 

 

 

 

INSTRUCTION ADVICE FOR COMPLETING THE CMS1500 FORM  
FOR WORKERS’ COMPENSATION CLAIMS 
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Field 1: 
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Field 1: 
 
 
 
 
 1:   Always mark the “OTHER” box. This informs the insurer that this is a workers’ 
compensation claim. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

x 
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Field 1a: INSURED’S ID NUMBER: 
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Field 1a:  INSURED’S I.D. NUMBER: 
 
 
 
 
 
 
1a:  Put the worker’s social security number here (if it is known). 

If worker does not have a SSN put five 9’s (99999) in this box so the insurer knows 
you didn’t just forget to put it in. 
 
Note: this is different information than what is usually put in this box for a general 
health/Medicare claim. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Put the worker’s SSN here (if known) 
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Field 4:  INSURED’S NAME: 
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Field 4:  INSURED’S NAME: 
 
 
 
 
 
 
 
 
 
 
4:  Put the employer’s name here. For workers’ compensation claims, the “insured” is 
the employer. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Put the employer’s name here 
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Field 7: INSURED’S ADDRESS: 
 
 
 
 
Field 7:  INSURED’S ADDRESS 
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Field 7: INSURED’S ADDRESS: 
 
 
 
 
Field 7:  INSURED’S ADDRESS 
 
 
 
 
 
 
 
 
 
 
 
 
7.  Put the employer’s address here; telephone number is also useful but not required. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Put the employer’s address here (include City, State, and 

Zip Code). 
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Field 10:  IS PATIENT’S CONDITION RELATED TO: 
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Field 10:  IS PATIENT’S CONDITION RELATED TO: 
 
 
10: Always check the “YES” box under 
      “a.” EMPLOYMENT? (Current or 
       Previous)”. 
 
      If the injury was due to an 
      automobile accident, check the 
      “YES” box in “b.  AUTO 
      ACCIDENT?” 
 

If the injury was due to an 
automobile accident, put the state 
where the automobile accident 
occurred under “PLACE” in “b”. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

x 

x MD 
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Field 11:  INSURED’S POLICY GROUP OR FECA NUMBER: 
 
 
 
 
Field 11:  Insured’s Policy Group or FECA Number 
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11: INSURED’S POLICY GROUP OR FECA NUMBER: 
 
 
 
 
 
 
 
 
 
11:  Put the workers’ compensation claim number here (if known). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Put the worker’s compensation claim number here (if known). 
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Field 11c:  INSURANCE PLAN NAME OR PROGRAM NAME: 
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Field 11c:  INSURANCE PLAN NAME OR PROGRAM NAME: 
 
 
 
 
 
 
 
 
 
11c:   Put the Workers’ Compensation employer department or division here (if different 

from box 4). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Put the employer’s department or division (if different from box 4)  


