New Hampshire Medicaid

Medicare Crossover Form

Medicaid Provider Name:


________________________________

Medicaid Provider Number:

________________________________

Medicaid Recipient Last Name:

________________________________

Medicaid Recipient First Name:               ________________________________
Medicaid Recipient ID Number:

________________________________

Billed Amount:



________________________________


Medicare Allowed Amount:


________________________________

Medicare Deductible Amount:

________________________________

Medicare Coinsurance Amount:

________________________________

Medicare Provider Paid Amount:

________________________________

From Date of Service:


________________________________

Through Date of Service:


________________________________

Type of Bill (if applicable):


________________________________

Procedure Code  (if applicable):

________________________________

Medicare Paid Date:


________________________________

**Claim form must be attached**


SMH

5/2/03


