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The sample CMS-1500 claim form below shows the fields to complete when using the recommended dose of BLENREP.
In this scenario, the specific payer requires providers to report using J9053 for BLENREP in Box 24D and include additional
information about BLENREP in Box 19.
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Please confirm billing and diagnosis codes with individual payers; their requirements may vary.

The information contained on this form is provided for your information and is compiled from sources believed to be accurate for the
Medicare Part B program. It is up to the provider to ensure that the information submitted is accurate and consistent with the patient’s
diagnosis and medical condition.

Questions?

Call your Access and Reimbursement Manager (ARM) or Together with BLENREP at 1-844-4GSK-ONC
(1-844-447-5662) Monday-Friday, 8 AM-8 PM ET.

CMS=Centers for Medicare & Medicaid Services; CPT®=Current Procedural Terminology; HCPCS=Healthcare Common Procedure Coding System;
ICD-10-CM=International Classification of Diseases, Tenth Revision, Clinical Modification; NDC=National Drug Code.

Trademarks are property of their respective owners.
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