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Nursing Facility, MA-3s 
Nursing facilities and swing bed providers bill routine services to Medicaid on the MA-3 form.
MA-3 forms are used when billing for new residents and coinsurance days. Below are instructions
for completing an MA-3. Required fields are indicated by an asterisk (*). 

Completing an MA-3 Form
Entry Field Name Instructions

1 Nursing facility – name and address List facility name and address

2* Prov. Information The provider’s NPI/API/taxonomy.

3* Patient Resident’s last name, first name, and middle initial. Do not 
use nicknames.

4 Sex F for female or M for male.

5 County Enter the two-digit county number where the facility is 
located.

6* Individual Number Resident’s nine-digit Medicaid ID number

7 Diagnosis Description of diagnosis

8* Diagnosis Code ICD diagnosis code

9* Date of Birth Resident’s birthdate in MMDDYY format

10* Date Admitted Day of admission to the nursing facility

11* Statement Period Enter the “from” and “to” dates being billed in MMDDYY 
format. Do not enter the day of discharge as “to” date.

12* No. of Days Number of billable days during the statement period. Billable 
days do not include unauthorized hospital hold days or unau-
thorized THV days, or the day of discharge.

13* Level of Care Enter 1 for skilled and 2 for intermediate. Medicaid pays the 
same daily rate regardless of the level of care; however, this 
field must be completed. Continued-stay reviews indicate 
whether the facility is a Level 1 or 2. If continued-stay 
reviews are not available, nursing staff are usually familiar 
with the level of care.

14* Total Charges Number of days multiplied by the Medicaid per diem rate. See 
the How Payment Is Calculated chapter in this manual for 
more information on the per diem rate.

15* Personal Resources This is the resident’s monthly obligation toward nursing facil-
ity care.

16* Net Charges Subtract the Personal Resources amount from Total Charges 
and enter the result here.

17* Provider Signature Authorized signature. This can be handwritten, stamped, or 
computer-generated.

18* Date Billing date in MMDDYYY format. This date must be later 
than the “to” date of the statement period (Field 11).


