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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12

—‘_H PICA

SCREENING

PICA

1. MEDICARE MEDICAID TRICARE

D(Medicare#) |:| (Medicaid#) |:| (ID#/DaD#)

CHAMPVA OTHER

D (MemberiDg) D HEALTH PLAN D BLK LU D i0#)

1a. INSURED’S |.D. NUMBER (For Program in ltem 1)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE
MM DD YY
F[]

| MD

4. INSLIRED'S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Street) PATIENT RELATIONSHIP TO INSURED

Self|:| Spouselj ChiIdI:' 0ther|:|

7. INSURED'S ADDRESS (No., Street)

CITY STATE | 8. RESERVED FOR NUCC USE

ZIP CODE TELEPHONE (Includs Area Code)

()

cITY STATE

ZIP CODE TELEPHONE (Include Area Code)

C )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous)

(e
PLACE (State)
[Jvo
c. OTHER ACCIDENT?

[[Jves [ no

|:| YES
b. AUTO ACCIDENT?

[ ]ves

b. RESERVED FOR NUCC USE

c. RESERVED FOR NUCC USE

11. INSURED'S POLICY GROUP OR FECA NUUMBER

a. INSURED’S DATE OF BIRTH SEX
MM DD Yy

| | ML L]

b, OTHER CLAIM ID (Designated by NUCC)

., INSURANCE PLAN NAME OR PROGRAM NAME

MEDICARE ADVANTAGE

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Designated by NUCC)

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
|:| YES |:| NO If yes, complete items 9, 9a, and 8d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim, | also request payment of government benefits either to myself or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

PATIENT AND INSURED INFORMATION ———— > |<—CARRIER—>

(For govt. claims, see back)
YES NO

0]

below.
SIGNED DATE SIGNED v
14. DATE OF CURRENT : : 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
DATE OF GURRENT ILLNESS, INJURY, or PREGNANCY (LMP) W oo vy PATIENT U 70 RRENT OC( on y
| aua | aua| || rov || o | |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITAL[ZATION DATES RELATED TO CURRENT SERVICES
MM | DD Y MM | DD Yy
‘ 17b.| NPI FROM ‘ ‘ TO ‘ ‘
16, ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? 5 CHARGES
CT01234567 [Jves [wo | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service fine below (24E) €D I 22. RESUBMISSION
nd. CODE ORIGINAL REF. NO.
Al B. Z00.6 _ cl D. |
23, PAIOR AUTHORIZATION NUMBER
el F. _ el Wl
[ J. | K. | L |
2i. A DATE(S) OF SERVICE B. | C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G [H] T 5 =
From PLACE OF] (Explain Unusual Circumstances) DIAGNOSIS Yo (G| - RENDERING o
MM DD YY MM DD YY_|SERVCE| EMG | CPTHCPCS | MODIFIER POINTER § CHARGES UNTS | P | QuaL PROVIDER D. # B
=
T
12124 [16 | 1224 16 193010 | Q1 | | 2 ] N 5
L
=
o
I I | L[ L[ [ :
=
&
[ S T O [ O L | [ 5
7
«
O S Y B A O I I B K o
=
<
o
R T Y O Y O L | [w 3
>
T
N Y Y O [ N L [ [ &
25 FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 20. AMOUNT PAID | 30. Rsvd for NUCC Use

5 \

s |

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

32. SERVICE FACILITY LOCATION INFORMATION

33. BILLING PAOVIDER INFO & PH #

Dr. A

)

a. b

S|GNED DATE
—

|b.

NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE

APPROVED OMB-0938-1197 FORM 1500 (02-12)
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12

—‘_H PICA

SCREENING

PICA

1. MEDICARE MEDICAID TRICARE

D(Medicare#) |:| (Medicaid#) |:| (ID#/DaD#)

CHAMPVA OTHER

D (MemberiDg) D HEALTH PLAN D BLK LU D i0#)

1a. INSURED’S |.D. NUMBER (For Program in ltem 1)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE
MM DD YY
F[]

| MD

4. INSLIRED'S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED

Self|:| SpouseD ChiIdI:' 0ther|:|

7. INSURED'S ADDRESS (No., Street)

CITY STATE | 8. RESERVED FOR NUCC USE

ZIP CODE TELEPHONE (Includs Area Code)

()

cITY STATE

ZIP CODE TELEPHONE (Include Area Code)

C )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous)

(e
PLACE (State)
[Jvo
c. OTHER ACCIDENT?

[[Jves [ no

|:| YES
b. AUTO ACCIDENT?

[ ]ves

b. RESERVED FOR NUCC USE

c. RESERVED FOR NUCC USE

11. INSURED'S POLICY GROUP OR FECA NUUMBER

a. INSURED’S DATE OF BIRTH SEX
MM DD Yy

| | ML L]

b, OTHER CLAIM ID (Designated by NUCC)

., INSURANCE PLAN NAME OR PROGRAM NAME

MEDICARE ADVANTAGE

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Designated by NUCC)

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
|:| YES |:| NO If yes, complete items 9, 9a, and 8d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of govemment benefits either to myself or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

PATIENT AND INSURED INFORMATION ———— > |<—CARRIER—>

below.
SIGNED DATE SIGNED v
14. DATE OF CURRENT ; c 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CLIRRENT OCCUPATION
DATE OF ¢ NT ILLNESS, INJURY, or PREGNANCY (LMP) WM oD W PATIENT U J9 RRENT OCC on y
| aun | va | || Fow | | o | |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM | DD YY MM |~ DD %%
‘ 17b.| NP| FROM ‘ ‘ TO ‘ ‘
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? % CHARGES
CT01234567 [dves [no | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) 1CD Ind. 22. RESUBMISSION
nd. CODE ORIGINAL REF. NO.
A 1.Z00.6 B.L__ cl D. |
23, PRIOR AUTHORIZATION NUMBER
L F. . [ Hl
[ J- | K. | L |
24_ A.  DATE(S) OF SEF!VICE B. | C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F- G [ H] I X z
From PLACE OF] (Explain Unusual Circumstances) DIAGNOSIS Yo (G| - RENDERING o
MM DD YY MM DD YY |[SERVICE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNTS | Pan’ | QUAL. PROVIDER ID. # =
=
[
1224116 | 12124 16 171260 | Q1 | | |1 | NP 5
rd
=
1224016 |12[24 16| | [78300 | Q1 | | | 1 [ | | | =
=3
N Y A O Y 2
=
o
o«
N T T S Oy S O R A K S
=
<
%)
O A I I | L | L | [wm %
>
T
N N Y A I L[ | [w &
25. FEDERAL TAX .D- NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. Asvd for NUCC Use
(For govt. claims, see back)
1] YES NO s \ s }
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OF CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.) D r‘ B
L]
SIGNED DATE - & - |b' r
Rl S —
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 (02-12)



1 2 3a PAT. 4 TYPE
ONTL # OF BILL
b. MED.
SCREENING
5 FED. TAX NO. 3 SJSI);MENT COVEF_KI_?_' ;gﬁlgg 7
8 PATIENT NAME | a | 9 PATIENT ADDRESS |a |
b 0| o] 4] <]
10 BIRTHDATE 1SEX 1 pare “O4RR M4 TYPE 158RC |18 DHR|1I7STAT| g 19 20 a1 CRDTIONGODES, 25 % 27 il
31 OCCURRENCE 3  OCGCURRENCE 33 OCCURRENCE 34 OCCURRENCE OCCURRENCE SPAN | 36 OCCURRENCE SPAN 37
CODE DATE CODE DATE CODE DATE CODE DATE FROM THROUGH CODE FROM THROUGH
a
b
38 39 VALUE CODES VALUE CODES Pl VALUE CODES
CODE AMOUNT AMOUNT CODE AMOUNT :
aD4 1012345 !
b
. I
|
d I
42 REV. CD. 43 DESCRIPTION 44 HCPCS / RATE / HIPPS CODE 45 SERV. DATE 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
T T
; ECG 93005Q1 122416 : :
] ]
s CT 71260Q1 122416 : |
| |
4 | |
5 BUN 84520Q1 122416 | |
| |
¢ CREATININE 82565Q1 122416 ! !
7 1 1
. FULL BODY BONE SCAN 78300Q1 122416 ! !
| |
’ CONTRAST A9503Q1 122416 ! !
10}
) I I
| |
N | |
] ]
N | |
| |
N | |
] ]
| |
15| | |
| |
16} | |
| |
17| | |
| |
18 | |
| |
19| | |
| |
20| | |
| |
21 | |
| |
22| | |
2 PAGE OF CREATION DATE TALS HEp | |
50 PAYER NAME 51 HEALTH PLAN ID PERE] [oe | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56 NPI
" MEDICARE ADVANTAGE i RE:
g : : OTHER
o : : PRV ID

58 INSURED'S NAME

59 PREL

60 INSURED’S UNIQUE ID

61 GROUP NAME

62 INSURANCE GROUP NO.

63 TREATMENT AUTHORIZATION CODES

64 DOCUMENT CONTROL NUMBER

65 EMPLOYER NAME

66 68
DX 200.6
69 ADMIT 70 PATIENT 71PPS 7 7
DX REASON DX CODE ECI
74 PRINCIPAL PROCEDURE a OTHER PROCEDURE b. GTHER PROCEDURE 75
CODE DATE ODE DATE CODE DATE 76 ATTENDING |NP' |QUA'-| |
LAST |FIRST
OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE
ODE DATE CODE DATE CODE DATE 77 OPERATING |NP' |QUA"| |
LAST |FIRST
80 REMARKS 810 78 OTHER | |NPI |QUAL| |
g LAST |FIRST
c 79 OTHER | |NPI |QUAL| |
d LAST |FIRST

UB-04 CMS-1450

APPROVED OMB NO. 0938-0997

NUBC’” National Uniform
Biling Committee

THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12

—‘_H PICA

CiD1

PICA

1. MEDICARE MEDICAID TRICARE

D(Medicare#) |:| (Medicaid#) |:| (ID#/DaD#)

CHAMPVA OTHER

D (MemberiDg) D HEALTH PLAN D BLK LU D i0#)

1a. INSURED’S |.D. NUMBER (For Program in ltem 1)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE
MM DD YY
F[]

| MD

4. INSLIRED'S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Street) PATIENT RELATIONSHIP TO INSURED

Self|:| Spouselj ChiIdI:' 0ther|:|

7. INSURED'S ADDRESS (No., Street)

CITY STATE | 8. RESERVED FOR NUCC USE

ZIP CODE TELEPHONE (Includs Area Code)

()

cITY STATE

ZIP CODE TELEPHONE (Include Area Code)

C )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous)

(e
PLACE (State)
[Jvo
c. OTHER ACCIDENT?

[[Jves [ no

|:| YES
b. AUTO ACCIDENT?

[ ]ves

b. RESERVED FOR NUCC USE

c. RESERVED FOR NUCC USE

11. INSURED'S POLICY GROUP OR FECA NUUMBER

a. INSURED’S DATE OF BIRTH SEX
MM DD Yy

| | ML L]

b, OTHER CLAIM ID (Designated by NUCC)

., INSURANCE PLAN NAME OR PROGRAM NAME

MEDICARE ADVANTAGE

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Designated by NUCC)

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
|:| YES |:| NO If yes, complete items 9, 9a, and 8d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim, | also request payment of government benefits either to myself or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

PATIENT AND INSURED INFORMATION ———— > |<—CARRIER—>

(For govt. claims, see back)
YES NO

0]

below.
SIGNED DATE SIGNED v
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CLIRRENT OCCUPATION
MM T DD VY or (LMF) MM | DD | YY MM | DD Yy MM | DD vY 4
| quAL aua| || rov || o | |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM | DD vy MM |~ DD vy
‘ 17b.| NPI FROM ‘ ‘ TO ‘ ‘
19, ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
[ves [Jwo | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relats A-L to servioe line below (24E) €D Ind. 22, RESUBMISSION
nd. CODE ORIGINAL REF. NO.
Al B. Z00.6 _ e D. |
23. PRIOR AUTHORIZATION NUMBER
el F. _ el Wl
[ J. | K. | L |
24 A~ DATE(S) OF SERVICE B- | C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G A ] I i =
From PLACE OF] (Explain Unusual Circumstances) DIAGNOSIS Yo (G| - RENDERING o
MM DD YY MM DD YY |SERVICE| EMG | CPT/HCPCS | MODIFIER POINTER 5 CHARGES UNTTS | Pan | QuAL. PROVIDER ID. # B
=
o
010317 | | | |Go463 | Q1 | | 2 | NP S
L
=
o
I I O R N 1| I :
=
&
[ S T O [ O L 1 [ 5
7]
o«
O S Y B A O I | | | o
=
<
5]
R T Y O Y O Ll ] [ 3
>
T
N Y Y O [ N || | | e &
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID | 30. Rsvd for NUCC Use

s \ 5 \

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

32. SERVICE FACILITY LOCATION INFORMATION

|
33. BILLING PROVIDER INFO & PH # ( )

a. b

S|GNED DATE
—

|b.

NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE

APPROVED OMB-0938-1197 FORM 1500 (02-12)



1 2 3a PAT. 4 TYPE
ONTL # OF BILL
b. MED.
C1D3 -ARMB
- 5 FED. TAX NO. 3 SJSI);MENT COVEF_KI_?_' ;gﬁlgg 7
8 PATIENT NAME | a | 9 PATIENT ADDRESS |a |
b 0| o] 4] <]
10 BIRTHDATE 1SEX |1 pare  ATISRR I4TYPE 155RG|18DHR[ITSTAT| 45 19 o9 2o ORGP o 6 o7 o8 |‘Suae |
31 OCCURRENCE 3  OCGCURRENCE 33 OCCURRENCE 34 OCCURRENCE OCCURRENCE SPAN | 36 OCCURRENCE SPAN 37
CODE DATE CODE DATE CODE DATE CODE DATE FROM THROUGH | CODE FROM THROUGH
a
b
38 39 VALUE CODES VALUE CODES Pl VALUE CODES
CODE AMOUNT AMOUNT CODE AMOUNT :
aD4 1012345 !
b
. I
|
d I
42 REV. CD. 43 DESCRIPTION 44 HCPCS / RATE / HIPPS CODE 45 SERV. DATE 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
T T
1
. OFFICE VISIT G0463Q1 010317 : :
] ]
: CHEMO ADMIN INITIAL 96413Q1 010517 : |
| |
4 | |
\ CHEMO ADMIN, ADDL HR 96415Q1 010517 ! !
| |
° DRUG #2 J9045Q1 010517 ! !
7 1 1
. DRUG #3 19264Q1 010517 : :
o I I
10 | |
11 | |
12 | |
13 | |
14 | |
15 | |
16 | |
1] | |
18 | |
19 | |
2 | |
21 | |
| |
22| | |
2 PAGE OF CREATION DATE TALS HEp | |
50 PAYER NAME 51 HEALTH PLAN ID PERE] [oe | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56 NPI
" MEDICARE ADVANTAGE i RE:
g : : OTHER
o : : PRV ID

58 INSURED'S NAME 59 PREL

60 INSURED’S UNIQUE ID

61 GROUP NAME

62 INSURANCE GROUP NO.

63 TREATMENT AUTHORIZATION CODES

64 DOCUMENT CONTROL NUMBER

65 EMPLOYER NAME

66 68
DX
69 ADMIT 70 PATIENT 71PPS 7 7
DX REASON DX CODE ECI
74 PRINCIPAL PROCEDURE a OTHER PROCEDURE b. GTHER PROCEDURE 75
CODE DATE CODE DATE CODE DATE 76 ATTENDING |NP' |QUA'-| |
LAST |FIRST
OTHER PROCEDURE OTHER PROCEDURE OTHER PROCEDURE
ODE DATE CODE DATE CODE DATE 77 OPERATING |NP' |QUA"| |
LAST |FIRST
80 REMARKS 810 78 OTHER | |NPI |QUAL| |
g LAST |FIRST
c 79 OTHER | |NPI |QUAL| |
d LAST |FIRST

UB-04 CMS-1450 APPROVED OMB NO. 0938-0997

NUBC

National Uniform
Biling Committee

THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.




1 2 3a PAT. 4 TYPE
ONTL # OF BILL
b. MED.

C2D3 - ARMB
- & STATEMENT COVERS PERIOD |7

5 FED. TAXNO. FROM THROUGH

8 PATIENT NAME | a | 9 PATIENT ADDRESS |a |

b o] o] ] o]

ADMISSION CONDITION CODES 29 ACDT| 30

10 BIRTHDATE T SEX |45 patE 13HR 14TYPE 15SRC |16 DHR|17STAT| g 19 20 21 22 23 24 25 % 27 28 | sTATE

31 OCCURRENGE 32  OCCURRENCE 33 OCCURRENCE 34 OCCURRENCE OCCURRENGE SPAN 36 OCCURRENCE SPAN 37

CODE DATE CODE DATE CODE DATE CODE DATE FROM THROUGH | CODE FROM THROUGH

38 39 VALUE CODES VALUE CODES Pl VALUE CODES
CODE AMOUNT : AMOUNT CODE AMOUNT :
a | |
b l l
| |
c | |
d : :
42 REV. CD. 43 DESCRIPTION 44 HCPCS / RATE / HIPPS CODE 45 SERV. DATE 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
' CHEST X-RAY 71020 020217 i i
2 | |
. VENIPUNCTURE 36415 020217 ! !
| |
" CBC 85025 020217 | |
6 : :
] ]
, | |
| |
. | |
] ]
. | |
| |
“ | |
] ]
" | |
| |
N | |
] ]
N | |
| |
N | |
] ]
N | |
| |
N | |
] ]
17 | |
| |
N | |
] ]
N | |
| |
0 | |
] ]
” | |
| |
2 | |
] ]
2 PAGE OF CREATION DATE ALS Hp | |
50 PAYER NAME 51 HEALTH PLAN ID PERE] [oe | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56 NPI
" MEDICARE ADVANTAGE i RE:
g : : OTHER
o : : PRV ID

58 INSURED'S NAME

59 PREL

60 INSURED’S UNIQUE ID

61 GROUP NAME

62 INSURANCE GROUP NO.

63 TREATMENT AUTHORIZATION CODES

64 DOCUMENT CONTROL NUMBER

65 EMPLOYER NAME

66 68
DX Z00.6
69 ADMIT 70 PATIENT 71PPS 7 7
DX REASON DX CODE ECI
74 PRINCIPAL PROCEDURE a OTHER PROCEDURE b. GTHER PROCEDURE 75
CODE DATE CODE DATE CODE DATE 76 ATTENDING |NP' |QUA'-| |
LAST |FIRST
OTHER PROCEDURE GTHER PROCEDURE OTHER PROCEDURE
ODE DATE CODE DATE CODE DATE 77 OPERATING |NP' |QUA"| |
LAST |FIRST
80 REMARKS 810 78 OTHER | |NPI |QUAL| |
g LAST |FIRST
c 79 OTHER | |NPI |QUAL| |
d LAST |FIRST

UB-04 CMS-1450

APPROVED OMB NO. 0938-0997

NUBC’” National Uniform
Biling Committee

THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12

—‘_H PICA

FINAL VISIT

PICA

1. MEDICARE MEDICAID TRICARE

D(Medicare#) |:| (Medicaid#) |:| (ID#/DaD#)

CHAMPVA OTHER

D (MemberiDg) D HEALTH PLAN D BLK LU D i0#)

1a. INSURED’S |.D. NUMBER (For Program in ltem 1)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE
MM DD YY
F[]

| MD

4. INSLIRED'S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Street) PATIENT RELATIONSHIP TO INSURED

Self|:| Spouselj ChiIdI:' 0ther|:|

7. INSURED'S ADDRESS (No., Street)

CITY STATE | 8. RESERVED FOR NUCC USE

ZIP CODE TELEPHONE (Includs Area Code)

()

cITY STATE

ZIP CODE TELEPHONE (Include Area Code)

C )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous)

(e
PLACE (State)
[Jvo
c. OTHER ACCIDENT?

[[Jves [ no

|:| YES
b. AUTO ACCIDENT?

[ ]ves

b. RESERVED FOR NUCC USE

c. RESERVED FOR NUCC USE

11. INSURED'S POLICY GROUP OR FECA NUUMBER

a. INSURED’S DATE OF BIRTH SEX
MM DD Yy

| | ML L]

b, OTHER CLAIM ID (Designated by NUCC)

., INSURANCE PLAN NAME OR PROGRAM NAME

MEDICARE

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Designated by NUCC)

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
|:| YES |:| NO If yes, complete items 9, 9a, and 8d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim, | also request payment of government benefits either to myself or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

PATIENT AND INSURED INFORMATION ———— > |<—CARRIER—>

below.
SIGNED DATE SIGNED v
14. DATE OF CURRENT ; : 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
DATE OF ¢ NT ILLNESS, INJURY, or PREGNANCY (LWP) WM . DD - PATIENT Y I RRENT OCC oN A
| QUL oA || Frow | | © | |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM | DD Yy MM |~ DD Yy
‘ 17b.| NP FROM ‘ ‘ TO ‘ ‘
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
[Qves o | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) 1CD Ind 22. RESUBMISSION
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