	Your Name
	Reference No: XXXXXXXXXX

	Your Address
	Provider: N/A

	Your Address
	Specialist: Penny Lane

	
	Patient DOB: XX-XX-XXXX

	
	Patient: Your Name

	Anthem Blue Cross and Blue Shield
	Subscriber: xxxxxxxxxxxxx

	
	Initial Date: XX-XX-XXXX

	PO Box 105187
	Date Created: XX-XX-XXXX

	Atlanta, GA 30348
	Policy Number: XXXXXXXXXX

	
	DATE

	To whom it may concern:
	


I am writing to request reimbursement for covered services I received through Penny Lane, DNP, CNM, IBCLC and Believe Midwifery Services, LLC, which operates as a cash-only practice.

The services of Believe Midwifery are very cost effective. In Indianapolis, IN, a hospital birth with no interventions costs approximately $ 14,000 to $18,000. The cost of my homebirth was much less, and the care I received was much more time intensive and thorough.

Please also bear in mind that my labor included the complication of premature rupture of membranes (PROM) at X:XX PM on DAY, DATE. Our baby was born at X:XX PM on DAY, DATE - nearly 46 hours later. Management of PROM often includes admission to hospital with increased duration of stay, administration of antibiotics, induction of labor, and cesarean section at 24 hours after rupture. This would most likely create expenses exceeding $35,000. However, due to the evidence based care and careful management of Believe Midwifery Services, I was able to remain at home and safely deliver our baby, infection free, nearly 46 hours after rupture, for 1/6 of the cost.

I am seeking reimbursement for my out of pocket maternity expenses totaling $5903.00.

I am enclosing the invoice from Believe Midwifery Services as well as a claim outlining services we received.

Thank you in advance for your cooperation. I’d be happy to answer any further questions and can be reached at: (XXX) XXX-XXXX

Sincerely,

Your Name

enclosures: Believe Midwifery Services Invoice, Claim outline
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CUSTOMER AND PATIENT INFORMATION (please print or type)

Customer's name

Address

7.Patient’s name (first, middle, last)

city
) Now Address Phone(____)

2.Customerssex () male [ female

3.Group name

4. Customer's certificate or ID number

R m—

If arrow appears
onlD card, copy
numbers exacty.

Blue Cross Plan code
(numbers found on ID card)

8. Patient’s relation to customer

self self
(male)  (female)  husband
10 20 30
wife son daughter
40 501 601

other male other female
dependent dependent
10 80

5.Is the patient eligible for Medicare? Clyes (X no
Ifyes, please read fiing instructions on reverse side.

Medicare Health Insurance Claim No.

9. Patient’s birthdate Age

—

Customer's birthdate

Spouse’s birthdate:

N A

11.1fthe patient is other than the customer,is the patient covered by
any other group medical policy (including Blue Cross and Blue
Shield)? Clyes Cino Ifyes:
Other policyholder’s name
Patient’s employer
Other insurer

Other insurer's address

Patient’s certificate number

Effective date of patient’s contract

12. Was condition related to:

A Employment Clyes Clno 8. Accident O yes O no
Date

Date
Patient’s signature (parent or quardian, if minor)

10.1s patient a fulltme student
19years of age or older?

Cyes Ono
Ifyes, name of school:

13. Describe the liness, injury or symptom

Date symptom first appeared





	ICD-9
	Description

	Codes
	

	Used
	

	
	

	269.0
	Deficiency of vitamin k

	
	

	658.23
	Delayed delivery (more than 24 hours to the onset of labor) after spontaneous or

	
	unspecified rupture of membranes - antepartum condition or complication

	
	

	659.81
	Other specified indication for care or intervention related to labor and delivery, delivered

	
	

	659.83
	Other specified indication for care or intervention related to labor or delivery, antepartum

	
	

	661.43
	Hypertonic incoordinate or prolonged uterine contractions - antepartum condition not

	
	delivered

	
	

	664.0
	First degree perineal laceration during delivery

	
	

	V20.2
	Routine infant (>28 days) or child health check

	
	

	V20.31
	Health supervision for newborn under 8 days old

	
	

	V20.32
	Health supervision for newborn 8 to 28 days old

	
	

	V22.1
	Other Normal Pregnancy

	
	

	V24.0
	Postpartum care & examination, immediately after delivery

	
	

	V24.1
	Lactating Mother

	
	

	V27.0
	Single Liveborn

	
	

	V30.2
	Single, liveborn, born outside of hospital & not hospitalized

	
	


	[image: image2.jpg]


Date of
	Place of
	Type of service
	Description
	Diagnosis
	Charges
	Days

	Service
	service
	
	CPT IV
	code
	
	or

	
	
	
	
	
	
	Units

	
	
	
	
	
	
	

	
	
	ANTEPARTUM HOME VISIT
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Home visit for the evaluation and management of
	99349,
	659.83
	
	1

	
	
	an established patient,
	Planning
	
	
	

	
	
	home visit to assess readiness
	Homebirth
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	FALSE LABOR - WEDNESDAY
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Home visit for the evaluation and management of
	99350,
	658.23
	
	1

	
	
	an established patient,
	Homebirth
	
	
	

	
	
	premature rupture of membranes
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	The first hour of prolonged service in the office or
	99354,
	658.23
	
	1

	
	
	other outpatient setting requiring direct (face-to-
	Homebirth
	
	
	

	
	
	face) patient contact
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	FALSE LABOR - THURSDAY
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Service typically provided in the office, provided
	99056
	658.23
	
	1

	
	
	out of the office at request of the patient, in
	
	
	
	

	
	
	addition to the basic service.
	
	
	
	

	
	
	Fetal non-stress test
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Fetal non-stress test (FNST)
	59025
	658.23
	$240.00
	1

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Home visit for the evaluation and management of
	99350,
	658.23,
	
	1

	
	
	an established patient,
	Homebirth
	661.43
	
	

	
	
	prolonged management of labor due to premature
	
	
	
	

	
	
	rupture of membranes
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	The first hour of prolonged service in the office or
	99354,
	658.23,
	
	1

	
	
	other outpatient setting requiring direct (face-to-
	Homebirth
	661.43
	
	

	
	
	face) patient contact
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	FALSE LABOR - FRIDAY
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Service typically provided in the office, provided
	99056
	658.23,
	
	1

	
	
	out of the office at request of the patient, in
	
	661.43
	
	

	
	
	addition to the basic service.
	
	
	
	

	
	
	Fetal non-stress test
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Fetal non-stress test (FNST)
	59025
	658.23,
	
	1

	
	
	
	
	661.43
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Home visit for the evaluation and management of
	99350,
	658.23,
	
	1

	
	
	an established patient,
	Homebirth
	661.43
	
	

	
	
	prolonged management of labor due to premature
	
	
	
	

	
	
	rupture of membranes
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Date of
	Place of
	Type of service
	Description
	Diagnosis
	Charges
	Days

	Service
	service
	
	CPT IV
	code
	
	or

	
	
	
	
	
	
	Units

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	The first hour of prolonged service in the office or
	99354,
	658.23,
	
	1

	
	
	other outpatient setting requiring direct (face-to-
	Homebirth
	661.43
	
	

	
	
	face) patient contact
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Each additional 30 minutes beyond the first hour
	99355,
	658.23,
	
	8

	
	
	of prolonged service in outpatient setting
	Homebirth
	661.43
	
	

	
	
	requiring direct patient contact
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	BIRTH
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Home visit for the evaluation and management of
	99350-25,
	658.23,
	
	1

	
	
	an established patient,
	Homebirth
	661.43,
	
	

	
	
	Primary Service
	
	659.81
	
	

	
	
	
	
	(Planned
	
	

	
	
	
	
	Homebirth)
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	The first hour of prolonged service in the office or
	99354-25,
	658.23,
	
	1

	
	
	other outpatient setting requiring direct (face-to-
	Homebirth
	661.43,
	
	

	
	
	face) patient contact
	
	659.81
	
	

	
	
	
	
	(Planned
	
	

	
	
	
	
	Homebirth)
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Each additional 30 minutes beyond the first hour
	99355-25,
	658.23,
	
	3

	
	
	of prolonged service in outpatient setting
	Homebirth
	661.43,
	
	

	
	
	requiring direct patient contact
	
	659.81
	
	

	
	
	
	
	(Planned
	
	

	
	
	
	
	Homebirth)
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Routine obstetric care including antepartum care,
	59400
	659.81,
	$5495.00
	1

	
	
	vaginal delivery, and postpartum care
	
	(Planned
	
	

	
	
	**13 prenatal visits, attendance by the CNM for
	
	Homebirth)
	
	

	
	
	one hour at the birth, and the mother’s six week
	
	V30.2,
	
	

	
	
	postpartum visit.
	
	V22.1
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Attendance at delivery (when requested by
	99464
	658.23,
	
	1

	
	
	delivering physician) and initial stabilization of
	
	661.43,
	
	

	
	
	newborn,
	
	659.81
	
	

	
	
	birth assistants
	
	(Planned
	
	

	
	
	
	
	Homebirth)
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	SUPPLIES
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Surgical Repair Tray/Sterile Set-up
	A4550
	664.0,
	
	1

	
	
	(A surgical tray is a sealed set of reusable or
	
	V24.0
	
	

	
	
	disposable instruments that are opened for use in
	
	
	
	

	
	
	a surgical procedure)
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Injection, phytonadione (vitamin k), per 1 mg
	J3430
	V20.31,
	$38.00
	1

	
	
	
	
	269.0
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	48 HOUR VISIT
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Date of
	Place of
	Type of service
	Description
	Diagnosis
	Charges
	Days

	Service
	service
	
	CPT IV
	code
	
	or

	
	
	
	
	
	
	Units

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Home visit for the evaluation and management of
	99350
	V24.1
	
	1

	
	
	an established patient,
	
	
	
	

	
	
	Postpartum visit following homebirth
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Newborn metabolic screening panel
	S3620
	V20.31
	
	1

	
	
	
	
	
	
	

	xx/xx/xxxx
	4 (H)
	Initial newborn exam and care, in home
	99461
	V20.31
	
	1

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	2 WEEK VISIT
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	3 (O)
	Established patient, well visit 0-11 months old
	99391
	V20.32
	$65.00
	1

	
	
	
	
	
	
	

	xx/xx/xxxx
	3 (O)
	Developmental screening questionnaire
	96110
	V20.32
	
	1

	
	
	
	
	
	
	

	xx/xx/xxxx
	3 (O)
	Administration and interpretation of health risk
	99420
	V24.1
	
	1

	
	
	assessment instrument (e.g., health hazard
	
	
	
	

	
	
	appraisal), Postpartum depression screening
	
	
	
	

	
	
	questionnaire
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	6 WEEK VISIT
	
	
	
	

	
	
	
	
	
	
	

	xx/xx/xxxx
	3 (O)
	Established patient, well visit 0-11 months old
	99391
	V20.2
	$65.00
	1


	TOTAL CHARGES PAID OUT OF POCKET
	$5903.00


