CMS1500 Billing Tips

INSTRUCTION ADVICE FOR COMPLETING THE CMS1500 FORM
FOR WORKERS’ COMPENSATION CLAIMS
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Field 1:

o B * 1 O A

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATICNAL UNIFORM CLAIM COMMITTEE caios
PICA

1. MEDICARE MEDICAID { CHAMPVA ﬁEﬂ_

:lIrMEﬂIBﬁlE #) l:l (Medicaid # I:‘ |’Spor.\sors 88N) l:l (MamberiDw) l:‘ fSSNorN}} EE?IiNG l:l HD,I

PICA

1a. INSURELYS 1.0, NUMEER {For Program in em 1)

gL
2. PATIEMT'S MAME (Last Mama, First Marre, Midde | 3. PATIENT'S BIRTH

4. INSUREL'S MAME (Last Mame, First Mame, Mddls Initial)

| 1 X
1 1
5. PATIENT'S ADDRESS (Mov, Street) & PATIENT RELATICHSHIP TC INSURED

8= ] spous=[ | chid[ | Criher|:|

7. INSUREL'S ADDRESS (Mo, Strest)

Ty STATE | & PATIENT STATUS
Dther |_

single | Mamied [

Employed || Gatenr” || Gmcomr L]

ZIP GODE TELEPHOMNE (Include Area Cods)

Cmy STATE

ZIP GODE TELEPHCHE {Inchide Area Cods)

9. OTHER INSURED'S MAME (Last Name, First Mame, Middle Initial) 10, 15 PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROLP NUMEER a EMPLOYMENT? (Curment or Previous)

I 1
¢ EMPLOYER'S NAME OR SCHOOL NAME @ OTHER ACCIDENT?

[ves [ ne

11. INSURELYS POLICY GROUP OR FECA NUMBER

a INSURED'S DATE OF BIRTH BEX
MM | DD v

! ML LI

ves [ |no
b OTHER INSURED'S DATE OF BIRTH b. AUTO AGCIDENT?
WA DD SEX PLAGE (Stats)
[ | M L] YES NO

b. EMPLOYER'S NAME CR SCHOOL NAME

. INSLURAMCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE

315 THERE ANOTHER HEALTHBENEFIT PLANT
[Jves [Ime  i#yes mmtoand compleis item 8 sl

AEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIENT S OR AUTHORIZED PERSOM'S SIGMATURE | authorize the ralease of any medcal or other infomnation necessary
to process this claim. | alse request payment of govermment bersfits sither 1 mysslf of to the party who acsapts assignment
bebow,

SIGNED DATE

15, INSURELD'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits 1o the urdersigred physician or supplier for
services described below.

SIGNED

ILLNESS (First symptom) OF 45 IF PATIENT HAS
14.EQTTOEELIIRREW: ‘ .Junwio:: =t sympten) 5. F DATI

PREGNANCY(LMP)

————
H.AER E OB SIMI ILLMESE.
GIVE FIRST DATE EAM BB Lﬁ,ﬂ

1 |
17. NAME OF REFERRING PROVIDER OR OTHER SOUACE 178,

17b. | NP

18 HOSDITﬁHZ;\TIBH DIATE%ELATED TO CUEEENT [E);I%RI'.’I EIE,%“r

FROM I I TO ! I

12. AESERVED FOR LOCAL USE

I
20, OUTSIDE LAR? $ CHARGES

[Jves [ ]no | |

21, DIAGMNOEIS OR MATUIRE OF ILLMESS OR IMJURY | Ralate Itzms 1, 2, 3 or 4 to lbem 24E by Line)

R

= E‘EB?’”D RESUEMISSION CRIGINAL REF. NOv.

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

-

FROM T

SIGHED DATE

a. |h

1 f =) . _
23, PRIOA AUTHCAEATION NUMBER
2 | X 4. | X
a4 A DATE{S) OF SERVICE B. . | 0. PROCEDURES, SERVICES, OR SUPPLES E F. [} H. I W =
From To FLACEC (Explain Unususl Gircumstances) DIAGHOSIS oaxs Furdy| - REMCERING =]
(] [u]u] Al MM DD Y [SERWCE| EMG | CPTHCPCS | MOCIFIER POINTER $CHARGES LMITS | Pln | OUAL. PRCOVIDERID. # =
<
1 | | | | | | | | | Fo=o-—---—-——-=—-= -IE
N N N L1 R I I S
=
Ll L] R I ) =
| I | | | | | NP w
z
| | | | | F-—od-——-- === <|
N R O O I I I 5
| | | | | F-—g-————— == o
| | | | | | | | | | | | | L | WPl o
1 | | | | | | z
| | | | Fo—o-—-—==-—==---- 5
T I S S B [ S S Ll | [w 3
-
, I 3
N T I O Y A [ I I I =
25, FEDERAL TAX I.D. NUMEER &8N EIN 26, PATIEMNT'S ACCOLUNT MO, a7, %CCE‘?I nk'§§|GN£v|§‘NT° 28 TOTAL CHARGE 20, AMOLINT PAID 30, BALANCE DUE
| | |
0] [he Tho | I T
a1. SIGNATURE OF PHYSICIAM OR SUPPLER az, SERVICE FACILTY LOCATION INFORMATION a3, BILLING PROVIDER INFO & PH # { )
INCLUDING DEGREES OR CRECENTIALS
(I carify that the statements on the reverse
apply b this bil and ars mads a part thereof)
a b

= - -
NUCC Instruction Manual available at: www.nucc.org
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Field 1:

L N
1. MEDICARE  MEDICND _ TAICARE. CHNPVA  gaolR | EECA EA | 1a. INSUREL'S 1.0, NUMEER {ForProgram i kem) |
]{Memmm u,nD (Medzaid #) D (Sponsor's SN) Dmt-msrrm,n D |'SSHnr|'G,I Dfss.v Eﬂm ]
o DATIFNT'S MAMF {1 ast Marma Firet Mama Midda Inifiali % DATIFMT'S RICTH MATE CCW A IMSHOFTYS MEKMF 1 act Mama Firet Mama Bddk Iniial |

1: Always mark the “OTHER” box. This informs the insurer that this is a workers’
compensation claim.
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Field 1a: INSURED’S ID NUMBER:

o N B L N =

HEALTH INSURANCE CLAIM FORIM

APPROVED BY NATICHAL UMIFORM CLAIM COMMITTEE calos

—|_|_|PIGk

1. MEDICARE MEDICAID % CHAMPYA ﬁEﬂ
:ll'Meulmre rl,l[l(M'eucam # D (Sponsors SSN) I:lmtmﬁa'n't}d,l D ﬁanrfD}

B¢l

|:| (SaN) l:lﬁ'D,l

m—
1a. INSUJRED'S |.D. MUMBER {For Program in ltem 1)

2, PATIENT'S MAME (Last Mame, First Marme, Middle Initial)

SRR

I I
& PATIENT RELATICNSHIP TO INSURED

self| | spouss[ | chid[ | O‘Ifer|:|

5. PATIENT'S ADDRESE {MNo., Street)

7. INSURED'S ADDRESS (Mo., Strest)

CTY STATE | & PATIENT STATUS
Other |_

singe [ | mamea[ |
Employsd l:‘ Full-Tirme |:| gd;r{\elj

Student

ZIP CODE TELEPHOME (Include Arsa Cods)

oIy ETATE

ZIP CODE TELEPHCHE (Inchude Area Cods)

CARRIER —»

8, OTHER INSURED'S NAME (Last Mame, First Mame, Micle Initial) 10, 15 PATIENT'S CONDITION RELATED TO:

a CTHER INSURED'S POLICY OR GROUP NUMEER a EMPLOCYMENT? {Current or Pravious)

ves [ Jno
b, ('i)"'lr"‘HE:Q IH%UII?ED S BATE OF BIATH o b. AUTO ACCIDENT? PLAGE (St
P | v (] [ves ND

) EMPLOYEFI S MNAME OR SCHOOL MAME . OTHER ACGIDENT ?

[Jves [ ne

11, INSURED'S POLICY GROUP OR FEGA NUMBER

a INSURED'S DATE OF BIRTH BEX
WM | DD Y

! ML LI

b. EMPLOYER'S NAME CR SCHOOL NAME

€. INSLIRANGCE PLAN MAME OR PROGHAM NAME

d. INSLIRANCE PLAM NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE

315 THERE ANOTHER HEALTH BENEFTT PLANT
[ves [ Jmo  ifyes eumioand complets tem @ o

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIENT'S OR AUTHORIZED PERSON'S SIGMATURE | authorize the release of any medcal or other information necessary
to pracess this claim. | also request payment of government bensfits sither o mysslf or to the party who accepts assignment
bekow,

13 INSUREL'S OR AUTHORIZED PERSON'S SIGNATURE | authorizes
payment of medical benefits to the undersigned physician or supplier for
senvices described balow.

SIGNED

SIGNED. DATE.
— e ————————————————
4. EﬁTE OBSURREW ‘ |LLPLIIERSS F derﬂ;n Eml OFI 18, gl 521;|EHNS1{_B&STEHA[;“WME BB SIMIL@ ILLMESS.
PREGNANCY(LMP)

17, NAME OF REFERRING PROVIDER OR OTHER SOURGCE 17a.

17b. | NPI

|
18, I-lOSPI'I'ﬁHZ:\TIBH DIkTES\ﬁELATED TO OLEEEFT EI%F:'.'IGE%'Y
|

1% RESERVED FOR LOGAL USE

— L L
20, OUTSIDE LAB? $ CHARGES

[ves [ Jno | |

21, DIAGNOSIS OR MATURE OF ILLMESS OR IMJURY {Falate ltems 1, 2, 3 or 4 to ftam 24E by Line)

R

= B‘EBE;ND RESUBMISSION ORIGIMAL REF. NO\.

PATIENT AND INSURED INFORMATION

%

T e e e
FROM i i TO ! !

27. é,CCEPT ASSIGN!-!ENT"

e o, clams

L sl |
23. PRIOR AUTHOREZATION MUMEBER
2 X 4, X
24, A DATE(S) OF SERVICE B. [+ . PROCEDURES, SERVICES, OR SUPPLES E F. [N H. I J =
From To Pl.N:E-IF{ (Explain Unusual Gircumstaries) DIAGNCSIS ‘ s Fordy| 1D RENDERING =]
MM oo ¥ MM oo ¥ |SERVEE| EMG CPTHCPCE | MODIFIER POINTER $ CHARGES LNITS | Pln | QUAL PROVIDER ID. =
g
. 1=
1 1 1 1 1 1 1 =
I I O S B I I L [ | [um 5
1 1 1 1 1 1 e E
N Y O N A [ T I I K g
a
1 1 | 1 | F-=A--——---———————1
N N O A O A O S N I I g
w
| | | 1 | oA ——— - e
I A N O O I [ O L | [wm S
I I 1 1 v g
I A [ Pl | [ 2
=
| | 1 | 1 et B
I N A R T I [ R L || [#a a
25, FECERAL TAX I.0. HUMBER SEMN EIN 26, PATIENT'S ACCOUNT MO, 28, TOTAL CHARGE 22, AMOLINT PAID a0, BALANCE DUE

SIGHNED DATE

(1] [ |ves N 3 ! $ s |
I I
a1, SIGNATLURE OF PHYSICIAN OR SUPFLIER az. SERVICE FACIUTY LOCATION INFORMATION a3, BILLING PROVIDER INFO & PH # { )
INGLUDING DESREES OR CREDCEMTIALS
(I certify that the statements on the reverse
apply to this bil and ar mads a part thereof.)
a b.

a. |h

e - -
MUCC Instruction Manual available at: www.nucc.crg
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Field 1a: INSURED’S I.D. NUMBER:

Put the worker’s SSN here (if known)

‘A | 1a. INSURELD'S 1.0, HUMEER iFor Program in lbem 1)
I )[

[ 4. INSURED'S MAME iLast Mame. First Mame. Mddie Initiah

la: Put the worker’s social security number here (if it is known).
If worker does not have a SSN put five 9's (99999) in this box so the insurer knows

you didn’t just forget to put it in.

Note: this is different information than what is usually put in this box for a general
health/Medicare claim.
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Field 4:

o B * 1 O A

INSURED’S NAME:

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATICNAL UNIFORM CLAIM COMMITTEE caios
PICA

1. MEDICARE MEDICAID {

CHAMPYVA
:lIrMEﬂIBﬁlE #) l:l (Medicaid # I:‘ |’Spor.\sors 88N) l:l (MamberiDw) l:‘ fSSNorN}}

T T

|:| ficm] |:| r.'ﬂ,u

—_
1a. INSURELYS |.D. NUMEER

PICA

—
{Far Program in lb=m 1)

2. PATIENT'S NAME (Last Mara, First Marme, Midde Iritial)

R

4. INSUREL'S MAME (Last Mame, First Mame, Mddls Initial)

5. PATIENT'S ADDRESS (Mo, Street)

1
& PATIENT RELATICNSHIP TC INSURED

8= ] spous=[ | chid[ | Criher|:|

7. INSUREL'S ADDRESS (Mo, Strest)

Ty STATE

ZIP GODE TELEPHOMNE (Include Area Cods)

& PATIENT STATUS
Dther |_

single | Mamied [
Ermployed l:‘ Fulk-Time |:| I;:thd;llrtrel:‘

Student

Cmy STATE

ZIP GODE TELEPHCHE {Inchide Area Cods)

()

9. OTHER INSURED'S MAME (Last Name, First Mame, Middle Initial)

a. OTHER INSURED'S POLICY OR GROLP NUMEER

b. OTHER INSURED'S DATE OF BIRTH

| 1 |M|:|

SEX
I I

L]

[} EMDLOYEFI S MAME OR SCHOOL NAME

10, 15 PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

[Jves  [Jue

b. ALTO AGGIDENT? PLAGE (Siate)

D YES D ND

. OTHER ACCIDENT?
[

[Jves

11. INSURELYS POLICY GROUP OR FECA NUMBER

a INSURED'S DATE OF BIRTH BEX
MM | DD v

! ML LI

b. EMPLOYER'S NAME CR SCHOOL NAME

. INSLURAMCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

315 THERE ANOTHER HEALTHBENEFIT PLANT
[Jves [Ime  i#yes mmtoand compleis item 8 sl

AEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIENT S OR AUTHORIZED PERSOM'S SIGMATURE | authorize the ralease of any medcal or other infomnation necessary
to process this claim. | alse request payment of govermment bersfits sither 1 mysslf of to the party who acsapts assignment
bebow,

15, INSURELD'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits 1o the urdersigred physician or supplier for
services described below.

SIGNED DATE SIGNED
B m——
TLLNESS F OR IF PATIENT HAS H.AER E OB SIMI TLLNESS.
" EQTE OEEURREW ‘ INSE(?;J!NC\FBUT? o s GIVE FIRST DATE %AM BB L$n

e MWMBHMBLEJ? WW mn
FROM | | o ||

17. NAME OF HH— ERRING PROVICER OR OTHER SOURCE

17a.

17h.

MNPl

18, HOSPIT, TICH DATE! LATED TO CURRENT SERMICES
AP TR oA B Sy,
FROM I I TO I

12. AESERVED FOR LOCAL USE

I I I
20, OUTSIDE LAR? $ CHARGES

[Jves [ ]no | |

21, DIAGMNOEIS OR MATUIRE OF ILLMESS OR IMJURY | Ralate Itzms 1, 2, 3 or 4 to lbem 24E by Line)

R

= E‘EB?’”D RESUEMISSION CRIGINAL REF. NOv.

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

-

or g, clams, ses

YES MO

1. B =3 .
23, PRIOA AUTHCR ZATION MUMBER
2 | , 4| —_—
24, A DATE{S) OF SERVICE B. [N O PROCEDURES, SERVICES, OR SUPPUES E F. [} H. I o =
From To FLACEC (Explain Unususl Gircumstances) DIAGHOSIS oaxs Furdy| - REMCERING =]
(2L oo ks MM DD Y¥Y |SERWECE| EMG CPTHCPCS | MCOIFIER POINTER FCHARGES LNITS | Plon | QAL PROVIDERID. # =
g
1 1 1 1 | | 1 1 1 i ‘IE
N I I N S [ I | | [we S
=
1 | | | | | | | F——=—— === ————————1 E
N T T N N I T N I I g
&
| | | | | e ~|
N S N S O I T S I I I 5
I 0
N N N T T A [ O N Lo | [nm o
. . . . z
I I I I i Fxy
N T I N S B I O I I I g
o
T X
N T N N S Ll L || [we =
25. FEDERAL TAX I.0n. NUMEER 55N EIN 26, PATIENT'S ACCOUNT NG = %CCEPT A,SSIGNE-!E‘NT” 28 TOTAL CHARGE =3, AMOLUINT PAID 30, BALANCE DUE

I I
3 | $ i !

b I

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDIMG DEGREES OR CREDENTIALS
(I carify that the statements on the reverse
apply b this bil and ars mads a part thereof)

3z, SERVICE FACIUTY LOCATION INFORMATION

I
33, BILLING PROVIDER INFO & PH # {

a

SIGHED DATE
—

b

|h

NUCC Instruction Manual available at: www.nucc.org
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Field 4: INSURED’S NAME:

4. INSURED'S MAME (Last Mame, First Mames, Mddls Initial)
Put the employer’s name here

T IMNSHOFEMS ANNOFSS (M Shreat)

4: Put the employer’s name here. For workers’ compensation claims, the “insured” is
the employer.
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Field 7:

(= % B e R

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATICMAL UNIFORM CLAIM COMMITTEE caios
PICA

INSURED’S ADDRESS:

E—
1. MEDICARE MEDICAI i} I

% CH.AMDJA
:lIrMEDINrE r{,ll:l(Meﬂcam # l:‘ (Sponsors S8N) I:lfhtmﬁerﬂ}q,l l:l ﬁSNorfD}

R, fine

|:| (5N |:| HD,I

2. PATIENT'S NAME (Last Nams, First Marme, Middle Iritial)

PICA

<+ CARRIER—»

Sa. INSIREL'S |.D. NUMBER For Program in e 1)

SR

4. INSURELD'S NAME (Last Mame, First Mame, Mddks Initial)

5. PATIENT'S ADDRESS (Mo, Street)

1
& PATIENT RELATICHSHIP TO INSURED

s=it] | spouss[ ] chid[ | Oﬂ'\erD

7. INSUREL'S ADDRESS (Mo., Strest)

Ty

STATE

& PATIENT STATUS
Qther |_

ZIP GODE TELEPHOME (Include Area Cods)

single || Mamied[_|
Employed || Guoene: | Gsent L

cmy STATE

ZIP GODE 'TELEPHONE(Inclee Ama Coda)

9, OTHER INSURED'S MAME (Last Mame, First Mama, Micle Initial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLIGY OR GROUP NUMEER

a. EMPLOYMENT? (Curment or Pravious)

b. OTHER INSURED'S DATE OF BIRTH
MM oo Y
| | | M

ves [ |no
b. AUTO AGCIDENT? PLACE (Ste)
YES )

I 1
e, EMPLOYER'S NAME OR SCHOOL MAME

@ OTHER ACCIDENT ?

[Jves  [ne

a INSURED'S DATE OF BIRTH BEX
WM | DD ¥

! ML LI

b. EMPLOYER'S MAME OR SCHOOL NAME

e INSLIRANCE PLAN MAME OR PROGHAM NAME

d. INSLIRANCE PLAM NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

3 15 THERE ANOTHER HEALTH BENEFIT PLANT
[dves [ Jmo  ifyes mumioand complets m 8 s

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIEMTS OR AUTHORIZED PERSON'S SIGMATURE | authorize the release of any medcal o other infomation necessary
to pracess this daim. | also request payment of government bensfits sither o mysalf or to the party whe accepts assignment
below,

DATE.

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
payrment of medical banefits to the undersigred physician or supplier for
senvices described balow.

SIGNED

SIGHED,
—
ILLNESS (First symptom) OF
JURYuim ymg '

14 RATE OESLIlnnE[ﬂ;:
| I ‘ PREGNANCY(LMP)

— ———
15. [F PATIEMT HAS HA[R E OF SIMI ILLMESE.
GIVE FIRST DATE EAM BB L'%F

1 I
17. NAME OF REFERRING PROVICER OR OTHER SOURCE

17a.

18 HOSDITﬁHZ;\TIBH DIATEWLATED TO CL;'I‘?EENT EEP:'.‘I CES

17b. | NP

vy
FROM 10 [

1g. AESERVED FOR LOCAL USE

L 1 I I
20, OUTSIDE LAB? $ CHARGES

[ves [ Jno | |

21, DIAGNOEIS OR MATURE OF ILLMESS OR IMJURY {Palate ltams 1, 2, 3 or 4 to Itam 24E by Lina)

R

= B‘EB&ND RESUBMISSION ORIGIMAL REF. NO.

PATIENT AND INSURED IN|

-

FROM TO

27. é,CCEPT ASSIGN!-!ENT')

e o, clams

. . a ) |
23, PRIOA AUTHOREZATION MUMEBER
2. | , 4 | —_—
24, A DATE(S) OF SERVICE B. [+ 0. PROCEDURES, SERVICES, OR SUPPLUES E F. [N H. I J =
From To Pl.#.l:ECF{ (Explain Unusual Gircumstances) DIAGNOSIS ‘ Dé‘;s Fordy| ID- RENCERING [=}
M oo ¥y MM oo Y |SERNEE| EMG CPTHCPCE | MODIFIER POINTER $ CHARGES UNITS | Pln | QUAL. PROVIDER ID. # =
g
o 1=
1 1 1 1 1 1 1 =
I I O S B I I | L [ | [wm 5
1 1 1 1 1 1 e E
N Y O N A [ T | I I K z
g
1 1 | 1 | F-=A--——---———————1
N I I [ I &
w
| | | 1 | F-————— = =3
I A N O O I [ O I I S
I I 1 I v g
N N A I A I [ T I I I 2
=
| 1 1 1 1 1 Fo—dm—mmmm e -
I N N I A I Ll | | [ a
25, FECERAL TAX I.D. HUMEER SEN EIN 26, PATIENT'S ACCOUNT MO, 28, TOTAL CHARGE 23, AMOLINT PAID a0, BALANCE DUE

SIGHNED DATE

(1] [ |ves ND 3 i 3 i s |
I I
a1, SIGNATLURE OF PHYSICIAN OR SUPFLIER az. SERVICE FACIUTY LOCATION INFORMATION a3, BILLING PROVIDER INFO & PH # { )
INCGLUDING DESREES OR GRECEMTIALS
(I certify that the statements on the reverse
apply to this bil and ar mads a part thereof.)
a b.

a. |h

Lebllel - -
MUCC Instruction Manual available at: www.nucc.crg
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Field 7: INSURED’S ADDRESS:

7. INSLURED'S ADDRESS (Mo, Strest)
Put the employer’s address here (include City, State, and

Zip Code).
Y STATE
ZIP CODE TELEPHOME (I rclude Arsa Cods)

( )

A4 TRDZHIN ES Ml B Sl 1in Ol O & kIIREDET

IFORMATION ——

7. Put the employer’s address here; telephone number is also useful but not required.
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Field 10:

(= B 0 B e B

HEALTH INSURANCE CLAIM FORIM

APPROVED BY NATICHAL UMIFORM CLAIM COMMITTEE calos

—|_|_|PIG.R

IS PATIENT’S CONDITION RELATED TO:

PIGA

1. MEDICARE MEDICAID {

:ll'Meu'l'mre rl,l[l(M‘edcal’n’ # |:| éﬁﬁ%&sm Dfmmsnw |:|

CHAMPYA

e ———

2. PATIENT'S NAME (Last Mame, First Name, Middle Iritial)

—
Ha. INSUJRED'S |.D. NUMEBER

{For Pregram in lkem 1)

@ PQII‘ETT'BSIRETH RﬁJE MD SEX . l:l

4, INSURED'S MAME (Last Mame, First Mame, Mddle Initial)

5. PATIENT'S ADDRESE {MNo., Street)

I
& PATIENT RELATICNSHIP TO INSURED

s | spouss[ | chid[ | O‘Ifer|:|

7. INSURED'S ADDRESS (Mo., Strest)

Ty

STATE | & PATIENT STATUES

singe [ | mamea[ |

ZIP CODE

TELEPHOME (Include Arsa Cods)

Full-Tirme

9, OTHER INSURED'S MAME (Last Mame, First Name, Mickle Initial)

10. 15 PATIENT'S GONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

oy

ETATE

ZIP CODE

TELEPHCME (Inchude Area Cods)

()

1.

INSUREL'S POLUCY GROUP OR FECA NUMEBER

a. EMPLOYMENT? (Current or Previous)

b. OTHER INSURED'S DATE OF BIRTH

l s

& INSURED'S DATE OF BIRTH
WM | DD Y

SEX

v in

| |
I I
. EMPLOYER'S NAME OR SCHOOL NAME

PLACE (State) JJb- EMPLOYER'S NAME CR SCHOOL NAME

ves [ Jno
o b. AUTO ACCIDENT?
FL ] [ves N
& OTHER AGGIDENT?
VES NO

d. INSLIRANGE PLAN NAME OR PROGRAM NAME

. INSLIRANGCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOGAL USE

d. 15 THERE ANOTHER HEALTH BENEFIT PLAN?T

DYES I:lNO I yes, retum bo and complele item @ a-d.

SIGNED,

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIEMT'S OR AUTHORIZED PERSCN'S SIGMATURE | authorize the release of any madeal or other infomation nessssary
to process this daim. | also request payment of government benefits sither o myself or to the party whe accepts assignment
bk,

TR 4

! PREGNANCY(LMP]

DATE,
ILLNE.SSE:crst symptom) (?Fl 15. IF PATIENT HAS HA[R.‘EAME BB SIMILﬁF ILLNESS.
INJURY {Aezident) OR GIVE FIRET DATE | Y

18

INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | autharnize
payment of medical banefits to the undersigned physician or supplier for
services described bekow.

SIGNED

16 DATES mﬂENBHNABLEJ? WIORK IN CUI?RENT %%}UPATI?{:J
FROM i i TO i i

7. NAME OF REFERRING PROVIDER OR OTHER SOUAGE — 6. HOSPTALZATION DATES RELATED TO CURRENT SEFVIGES
1 X Mo, DO Y
17, | NFI FAOM 1 I ) ! I
1%, RESEAVED FOR LOCAL USE 20, OUTSIDE LAB7 ¥ CHARGES

[ves [ Jno | |

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY {Relate ltems 1, 2,3 or 4 to ltam 24E by Line)

R

22, B‘EBE}}J [ RESUBMISSION

ORIGIMAL REF. NO.

PATIENT AND INSURED INFORMATION ———» | «— CARRIER—>

-

(1L

‘g clatns
[ ves

=)

N

3

L al . |
23, PRICR AUTHOREZATION NUMBER
2. | . 4| X

24, A DATE(S) OF SERVICE B. G . PROCEDURES, SERVICES, OR SUPPLES E F G, H. I il =
From To pw:s-r‘ (Explain Unususl Gircumstanies) DIAGNOSIS ‘ s EFM . RENDERING [=]
MK 1] hud MM DD WY |SEAVCE| EMG CPTHCPCS | MODIFIER PCINTER $ GHARGES LKITS | Phn | OUIAL. PROVIDER ID. # :
=
1 1 1 1 1 1 1 St e | [=
N B I A B I 8
=

1 1 1 1 1 1 e
N N A O I B [ L || [vw =
2

| | | F-—o- = - mmmm——— 1
A T N S I I N L[ | [ww 2
w
! I o
N S N TR N A [ R | [ [ ne °
] ] 1 E
, I E
N N T O [ B I A 3
4
I I I 73 2

25, FEDERAL TAX I.0. MUMBER 55N EIN 26, PATIEMT'S ACCOUNT MO, 27, égGEPT .ﬁSSlGNMEEJT? 28, TOTAL CHARGE 23, AMOUNT PAID 20, BALANCE DUE

s
1

31, SIGNATLRE OF PHYSICIAM OR SUPPLIER
INCLUDING DEGREES OF CRECEMTIALS
(| cartify that the stataments on the everse
apply to this bil and ars made a part therecf.)

SIGHED DATE
—

32, SERVICE FACIUTY LOCATION INFORMATION

I
23, BILLING PROVIDER INFO & PH # {

a b.

|h

MUCC Instruction Manual available at: www.nucc.ong
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Field 10: 1S PATIENT’S CONDITION RELATED TO:

10: Always check the “YES” box under
“a.” EMPLOYMENT? (Current or
Previous)”.

If the injury was due to an
automobile accident, check the
“YES” box in “b. AUTO
ACCIDENT?”

If the injury was due to an
automobile accident, put the state
where the automobile accident
occurred under “PLACE” in “b”.

—rTrtase SR SILVET L 1

10, 15 PATIENT'S CONDITION RELATED TO:

7| & EMPLOYMENT? {Curment or Previous)

X]ves [ Juo
| b AUTO ACCIDENT? PLACE (State)
x|ves [ ]wo, MD

7| e OTHER ACCIDENT?

[ Jves [ ]ne

]

=

n

10d. RESERVED FOR LOGAL LUSE

1G & SIGHING THIS FORM.
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Field 11: INSURED’S POLICY GROUP OR FECA NUMBER:

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATICMAL UMIFORM CLAIM COMMITTEE caios

o
w
g
3]
PICA PicA .l.
MEDICARE MEDICAID I CHAMPUA on FF OTHER | 1a. INSURELYS |.0. NUMBER (For b in Item 1)
1. a. D. tem 1
" He oS AERMR pLan  BRCfimG For Pregram in izm 1) ;
:lr’MealmrE r‘,ll:l(Meﬂcela # |:| {Bponsars SSN) I:lfbtmﬁerﬂ}d,l D {BENor D) |:|rss~,: Drﬂ;
2. PATIENT'S NAME (Last Name, First Name, Midcle Iritial) 3 PRTIENT 5 BIRTHOATE SEX 4. INSURED'S NAME (Last Mame, First Name, Mddis Initia]
I I
L M F[]
5. PATIENT'S ADDRESS (No., Strest) & PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
seit[ ] spouss[ ] chid[_ | O‘Ihar|:|
Ty STATE | & PATIENT STATUS cy STATE %
singe [ | wamed[ | oter| | =
ZIF CODE TELEPHONE (Includs Area Cods) ZIF CODE [ TELEPHONE (Inchide Arma Coos) g
Fulk-Tirme Part-Time
Emplayed D Student D Studsnt D
9. OTHER INSURED'S NAME (LazstName, First Nama, Micdle Inifal) 10. 15 PATIENT'S CONDITION RELATED TO: 11.INSURED'S POLICY GROUP OR FECA NUMBER
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Cument or Pravious) a eDSOATE 2y =
o
M F
. [Jves [ o | Ll U 4
b. OTHER INELRED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (stats) |b- EVPLOVER'S NAME ORf SGHOOL NAME a
| | =
L I (s [we 2
c. EMPLOYER'S NAME DR SCHOOL NAME . OTHER ACCIDENT? . INSLIRANCE PLAN NAME CR PROGRAM NAME =
(41}
[ves  [ne =
d. INSURANCE PLAN NAME OR FROGRAM NAME 1od. RESERVED FOR LOCAL USE d. |5 THERE ANOTHER HEALTH BENEFIT PLANT 2
[Jves [ Jwo  #yes mumioand complets item o o,
READ EACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM, 13, INSURED'S OR AUTHCRIZED PERSON'S SIGNATURE | authorize
12, PATIENT'S OR AUTHORIZED PERSCN'S SIGMATURE | authorize the release of any medcal or other infomation necessary payrment of madical benefits to the undersigred physician or supplier for
to process this daim. | also requast payment of government bansfits sither ko myself or to the party who accspts assignment senvizes described balow.
bekonw.
SIGNED, DATE. SIGNED,
= — = = —
14, DATE OF CURRENT: ILLNESS (First symptom) O 15. IF PATIENT HAS HAlp S&ME OF SIMILFLILLNESS. |15, DATES PATIENT UNABLE JO WORK IN CURRENT QCCUPAT
] I B {PREL 4 INJUIRY [;imiqann A GIVE FIRST DATE i‘”‘] 8B ] i i | B | e i | %%}I i .
! ! PREGNANCY(LMP) ! ! FROM | | TO I |
17. NAME OF REFERRING PROVICER OR OTHER SOURCE 178, 16 HOSPTALIZATION DATES RELATED TO CURRERT SERVICES
| | |
17h. | NPI FROM | i 10 [
1 1 1
2. AESERVED FOR LOCAL USE 20, OUTSIDE LABT § CHARGES
Cves [wo | |
21, DIAGNOEIS OF NATURE OF ILLNESE O INJURY {Felats ltems 1, 2, 3 or 4 to Itam 24E by Lina) —¢ 22 MEPICAIDFESUBMISSION o
L al |
23, PRIORA AUTHCAZATION NUMEER
2. | . 4 | .
24 A DATE(S) OF SERVICE E. | G |D. PAOGEDURES, SEAVICES, OH SUPPLES E F. G [H] I 1 =
Fram To PLACET (Explain Unusual Cireumstances) DIAGNOSIS Y RENDERING =]
MM DD Y MM DD YY |SEAVKE| EMG | CPTHCPGS | MCDIFIER POINTER $GHARBES TS |'Pn | cua PROVIDER ID. # =
<
=
1 | | | | | 1 | F——q-—~"~—"~~"~"="~"~="—"~——1 (=4
I O B [ | I A I 5
=
20 O | | | ! I R T
I || I I N I I &
3 | | 1 | 1 - == == ———=——=——+ E
o
I O S B [ I | A B K 5
| | | 1 | Foomm e =
ot I T O O A O T I L1 | [ g
1 1 1 1 1 } 1 E
5 | | 1 | e B S
N R I O B N B | I g
-
T
! 1 ! 1 1 1 e B
O 1 I I I L b L || [w G
25, FEDERAL TAX |.D. NUMBER 58N EIN 26, PATIENT'S AGCOUNT NO. 27. ACCEPT ASSIGNMENT? |26, TOTAL CHARGE 22, AMOUNT PAID | 20. BALANGE DUE
|:”:| ljagwn.clnm:m adkl , | |
YES NO ] | $ | + |
1 1
31, BIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILTY LOGATION INFORMATION 33, BILLING PROVIDER INFO & PH # { )
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the everse
apply to this bil and ars made a part therecf.)
) b . b.
SIGNED DATE a : | -
MUCC Instruction Manual available at: www.nucc.ong APPROVED OMB-0938-0999 FORM CMS-1500 (08-085)
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11: INSURED’S POLICY GROUP OR FECA NUMBER:

| \ :
11, INSUIRED' S POLICY GROUP OR FECA NUMEER

Put the worker’s compensation claim number here (if known),
a. NSURED'= DATE OF BIRTH SEX

11: Put the workers’ compensation claim number here (if known).

Page 13 of 30
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Field 11c:

(= B 0 B e B

HEALTH INSURANCE CLAIM FORIM

APPROVED BY NATICHAL UMIFORM CLAIM COMMITTEE calos

—|_|_|PIG.R

INSURANCE PLAN NAME OR PROGRAM NAME:

PIGA

1. MEDICARE MEDICAID {

:ll'Meu'l'mrE rl,ll:lrM'edcal'u' ¥ |:| ﬁpgréﬁgsssm Drmmsnw |:| (BENoriD)

CHAMPYA

B B

2. PATIENT'S NAME (Last Mame, First Name, Middle Iritial)

B g TR

I:l (i)

—
Ha. INSUJRED'S |.D. NUMEBER {For Pregram in ltem 1)

@ PQII‘ETT'BSIRITH RﬁJE MD SEX

FL]

4, INSURED'S MAME (Last Mame, First Mame, Mddle Initial)

5. PATIENT'S ADDRESE {MNo., Street)

I
& PATIENT RELATICNSHIP TO INSURED

s | spouss[ | chid[ | O‘Ifer|:|

7. INSURED'S ADDRESS (Mo., Strest)

Ty

STATE | & PATIENT STATUES

singe [ | mamea[ |

ZIP CODE

TELEPHOME (Include Arsa Cods)

Employed [_|

Other |_

Full-Tirme Part-Tirme
Shudent |:| Student I:‘

oy ETATE

ZIP CODE TELEPHCME (Inchude Area Cods)

()

9, OTHER INSURED'S MAME (Last Mame, First Name, Mickle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

YES

[ne

b. OTHER INSURED'S DATE OF BIRTH

l s

SEX

b. ALTO ACCIDEMT?

FL ] [ves

I I
. EMPLOYER'S NAME OR SCHOOL NAME

& OTHER ACGIDENT ?

[Jves [ ne

10. 15 PATIENT'S GONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

PLACE (Stats)
NO

11, INSUREC'S POLUCY GROUP OR FECA NUMEBER

& INSURED'S DATE OF BIRTH SEX
WM | DD Y

v in

b. EMPLOYER'S NAME CR SCHOOL NAME

d. INSLIRANGE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOGAL USE

. INSLIRANGCE PLAN NAME OR PROGRAM NAME

DYES I:lNO I yes, retum bo and complele item @ a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12, PATIEMT'S OR AUTHORIZED PERSCN'S SIGMATURE | authorize the release of any madeal or other infomation nessssary

to process this daim. | also request payment of government benefits sither o myself or to the party whe accepts assignment
bk,

SIGHED, DATE

— — =

“IEﬁTT OF SURREL]: ‘ Ihlardlsn.%sl T symptem) OB 75 PATIENT ﬁsﬁﬂwu-: 85 MR L NESS.
! PREGNANCY(LMP] !

13 INSUREL'S OR AUTHORIZED PERSCON'S SIGNATURE | authorize
payment of medical banefits to the undersigned physician or supplier for
services described bekow.

SIGNED

16 DATES mﬂENBHNABLEJ? WIORK IN CUI?RENT %%}UPATI?{:J
FROM i i TO i i

17. NAME OF REFERRING PROVICER ©R OTHER SOURCE

17a.

17b. | NPI

18 ﬁg:ﬁﬁHZ:\TIBH DikTESYE}ELATED T CL&EENT SER:'JI CE@N
|

1% RESERVED FOR LOCAL USE

| i 10 [
20, OUTSIDE LAB7

[ves [ Jno | |

.

2. |

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY {Relate ltems 1, 2,3 or 4 to ltam 24E by Line)

al

R

F CHARGES
22, B!EBE}}.ID RESUBMISSION

ORIGIMAL REF. NO.

23, PRIOR AUTHCRIZATION NUMBER

4. | P,
[ PROCEDURES, SEAVIGES, OR SUPPLIES

1
25, FEDERAL TAX |.D. NUMBER SEM EIN

28, PATIENT'S ACCOLIMT NO.

24, A D};TEI:S] OF SERVICE B. C. E F. G, H. I o =
From To pw:s-r‘ (Explain Unususl Gircumstanies) DIAGNOSIS ‘ oiis fEOT p RENDERING [=]
(18] oo b MM oo Y [SERVEE| EMG CPTHCPCS | MOCDIFIER POINTER $CHARGES LHIMS | Plan | OLAL PROVIDER ID. # :
=
] ] ] ] ] 1 ] r-——1-——-—"———"—"—"—"—"—=—-"—-—-—--1 [=
A O | I A B I 8
z

1 1 1 1 1 1 St e |
I R | I I I I =
z

1 1 1 F-—A--—— - ————————{
T O T | I O T N O B g
w
R [
I I | [ I I I T o
[ [ rog . TR g
I ! | I I | | | ! I | | ! | | NFI bl
E

| | | | 1 e e
I R I I | [ N L || [ne 2
28. TOTAL CHARGE

I
7. / CCEPT hSSIGNMEEJT?

o o, claims, see

23, AMOLINT PAID 20, BALANCE DUE

SIGHED DATE
—

[l [ ves NO 3 | $ L |
I I
a1, SIGNATLIRE OF PHYSICIAMN OR SUPPLIER 32, SERVICE FACIUTY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH & { }
INCLUDIMG DESREES OR CRECEMTIALS
(| cartify that the stataments on the everse
apply to this bil and ars made a part therecf.)
a b.

a. |h

MUCC Instruction Manual available at: www.nucc.ong
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Field 11c: INSURANCE PLAN NAME OR PROGRAM NAME:

. INSURANCE PLAN NAME OR PROGRAM NAME

Put the employer’s department or division (if different from box 4

& TICRIT J

S W mirmr SRETIIFRATIFETITIHIACRIFFTT Ml Sk

11c: Putthe Workers’ Compensation employer department or division here (if different
from box 4).
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