CMS-1500 Claim Form —
Physician Office

Box 21:Enter the appropriate
ICD-9-CM diagnosis code

Box 24D: Enter the appropriate HCPCS

and CPT codes. Example:

J9160 (Injection, denileukin diftitox, 300 mcg)
96413 (Chemotherapy administration,
intravenous infusion technique; up to 1 hour,
single or initial substance/drug)

Other administration codes may be appropriate

Box 24G: Enter the appropriate number of units
(eg, 2 for a 405 mcg dose of ONTAK®)

Box 241-J: National Provider Identifier
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