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WEEKLY BILLING DIVISION OF SPECIALIZED CARE 
FOR HOME NURSING FOR CHILDREN 

  

1.  PROVIDER NAME       2.  PROVIDER NUMBER  3.  PROVIDER INVOICE NO. 

                    
4.  PROVIDER BILLING ADDRESS     5.  CITY, STATE, ZIP 

             
6.  CHILD’S NAME (FIRST, MI, LAST)     7.  SITE ADDRESS (CITY, STATE, ZIP) 

             
8.  PRIOR APPROVAL  9.  RECIPIENT NUMBER 10.  DSCC NUMBER    11.  BIRTHDATE 
                           

 

12.  SERVICE SECTIONS 
   PROCEDURE DESCRIPTION       PROC CODE   MODIFIERS 

                    
   DATE OF SERVICE    UNITS/QTY      INSURANCE AMT  PROVIDER CHARGE  

                             

   REPEAT     PROCEDURE DESCRIPTION      PROC CODE   MODIFIERS 

                        
   DATE OF SERVICE    UNITS/QTY      INSURANCE AMT  PROVIDER CHARGE  

                             

   REPEAT     PROCEDURE DESCRIPTION      PROC CODE   MODIFIERS 

                        
   DATE OF SERVICE    UNITS/QTY      INSURANCE AMT  PROVIDER CHARGE  

                             

   REPEAT     PROCEDURE DESCRIPTION      PROC CODE   MODIFIERS 

                        
   DATE OF SERVICE    UNITS/QTY      INSURANCE AMT  PROVIDER CHARGE  

                             

   REPEAT     PROCEDURE DESCRIPTION      PROC CODE   MODIFIERS 

                        
   DATE OF SERVICE    UNITS/QTY      INSURANCE AMT  PROVIDER CHARGE  

                             

   REPEAT     PROCEDURE DESCRIPTION      PROC CODE   MODIFIERS 

                        
   DATE OF SERVICE    UNITS/QTY      INSURANCE AMT  PROVIDER CHARGE  

                             

   REPEAT     PROCEDURE DESCRIPTION      PROC CODE   MODIFIERS 

                        
   DATE OF SERVICE    UNITS/QTY      INSURANCE AMT  PROVIDER CHARGE  

                             

   REPEAT     PROCEDURE DESCRIPTION      PROC CODE   MODIFIERS 

                        
   DATE OF SERVICE    UNITS/QTY      INSURANCE AMT  PROVIDER CHARGE  

                             
15.  CERTIFICATION: 
By signature I certify the above billing is an accurate report of service hours rendered and hourly rates billed are 
in accordance with the Medical Plan of Care approved by Illinois Department of Healthcare and Family Services.  
All services billed were provided by nurses with a valid Illinois license or home health aide certified by the State 
of Illinois.  Verification of services billed must be documented through the time sheets and nursing notes which 
must be maintained by your Agency for review upon request. 
 
 

       
Signature   Date 

 
 13.  TOTAL CHARGES 

       
 
 14.  TOTAL DEDUCTIONS 

      
 

 

SEE REVERSE SIDE FOR INSTRUCTIONS 


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text20: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 

	Text21: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 

	Text22: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 

	Text23: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 

	Text24: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 

	Text25: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 

	Text26: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 

	Text75: 0
	Text76: 0


