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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12
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D(Medicare#) D(Madicar‘d#) D(ID#/DOD#) D (MemberlD#)D fn:w D D(ID#)

2. PATIENT'S NAME (Lasl Name, First Name, Middle Initial)

3. PATIENT'S BIRTH DATE
MM ; DD YY

=)

0

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

5. PATIENT'S ADDRESS (No., Slreet)

i
6. PATIENT RELATIONSHIP TO INSURED

SelfD SpouseD Childl:l OlhevD

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

ciTY

STATE | 8. RESERVED FOR NUGC USE

ZIP CODE

( )

TELEPHONE (Include Area Code)

CITY STATE

ZIP CODE TELEPHONE (Include Area Code)

( )

9. OTHER INSURED'S NAME (Last Name, First Nama,

Middle Initial}

a. OTHER INSURED'S POLICY OR GROUP NUMBER

YES

L]

b. RESERVED FOR NUGC USE

b. AUTO ACCIDENT?

[:l YES

c. RESERVED FOR NUCG USE

¢. OTHER ACCIDENT?

[Jves []

DNO

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

NO
PLACE (Stats)
L]

NO

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURﬁD‘S DATE OF BIRTH SEX

% m] f[]

b. OTIHER CLAIM ID (Designaled by NUCC)

c. INSURANGE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES I:I NO

It yes, complele items 9, 9a, and 9d.

AEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize Iha release of any medical or other informalion necessary
to process this claim. | also request paymenl of government benefits either lo myselt or lo the parly who accepls assignment

13. INSURED’S OR AUTHORIZED PERSON'S SIGNATURE I aulhorize

services described below.

payment ol medical benelits to lhe undersigned physician or supplier for

CARRIER —>

|

<
r|_1_

PATIENT AND INSURED INFORMATION

(I cenlify that the slatemenls on the reverse
apply to this bill and are made a parl thereof.)

ETATE

SIC-I.NED

a.

b1,

a- 3

NUCC Instruction Manual avallable at: www.nucc.org

PLEASE PRINT OR TYPE

APPROVED OME-0528-1197 FOHM 1500 (0212)
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31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION |33, BILLING PROVIDER INFO & PH # ( )
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BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS [ISSUED BY
APPLICABLE PROGRAMS.

NOTICE: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information may
be guilty of a criminal act punishable under law and may be subject to civil penalties.

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND CHAMPUS PAYMENTS: A patient's signature requests that payment be made and authaorizes release of any information necessary to process
the claim and cerlifies that the information provided in Blocks 1 tlwough 12 is Wrue, accurate and complete. In the case of a Medicare claim, the patient's signature
autharizes any enlity to release lo Medicare medical and nonmedical information, including employment status, and whether the person has employer group health
insurance, lability, no-fauli, worker's compensation or other insurance which is responsible to pay for the services for which the Medicare claim is made. See 42
CFR 411.24(a). if item 9 is completed, the palient’'s signature authorizes release of the information to the health plan or agency shown. In Medicare assigned or
CHAMPUS participation cases, the physician agrees to accept the charge determination of the Medicare carrier or CHAMPUS fiscal intenmediaiy as the full charge,
and the patient is tesponsible only for the deductible, coinsurance and noncovered services. Coinsurance and the deduciible are based upon the charge
determination of the Medicare carrier or CHAMPUS fiscal intermediary if this is less than the charge submitted. CHAMPUS is nol a health insurance program but
makes payment {0 health benefits provided through certain affiliations with the Uniformed Services. Information on the patient’s sponsor should be provided in those
iterns captioned in “Insured”; i.e., items 1z, 4, 6. 7, 8, and 11.

BLAGK LUNG AND FECA CLAIMS

The provider agress to accepl the amount paid by the Government as payment in full. See Black Lung and FECA instructions regarding reguired procedure and
diagnosis coding syslems.

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, CHAMPUS, FECA AND BLACK LUNG)
| ceitify that the services shown on this form were medically indicated and necessary for the health of the patient and were personally fiunished by me or were furnished
incident to my professional service by my employee under my immediate personal supervision, except as otherwise expressly permitted by Medicare or CHAMPUS
regulations.,
For services to be considered as “incideni” lo a physiciar’s professional service, 1) lhey musi be rendered under the physician's immediate pusonal supervision

by hismer employee, 2) they must be an integral, afthough incidental part of a covered physician’s service, 3) they must be of kinds comimonly furnished in physician's
offices, and 4) the services of nonphysicians must be included on the physician's bills,

For CHAMPUS claims, | further certify that | (or any employee) who rendered services am not an active duty member of the Uniformed Services or a civilian employee
of the United States Government or a contract employee of the United States Government, either civilian or military (refer to 5 USC 553b). For Black-Lung claims,
| further certify that the services performed were for a Black Lung-related disorder.

No Part 8 Medicare berefits may be paid unless this form is received as required by existing law and regulaticns (42 CFR 424.32).

NCOTICE: Any one who rmisrepresents or falsifies essential information to receive payment from Federal funds requested by this Torm may upoen conviction be subject
1o fine and imprisonmant under applicable Federal laws,

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, CHAMPUS, FECA, AND BLAGK LUNG INFORMATION
(PRIVAGY ACT STATEMENT)

We are authorized by CMS, CHAMPUS and OWGCP to ask you for information needed in the administration of the Medicare, CHAMPUS, FECA. and Black Lung
programs, Authority fo collect information is in section 205{g), 1862, 1872 and 1874 of the Social Security Act as amended, 42 CFR 411.24(a) and 424.5(a) (6), and
44 118C 3101;41 CFR 101 el seq and 10 USC 1079 and 1088&; 5 USC 8101 et seq; and 30 USC 901 et seq; 38 USC 813; £.0. 9397,

The information we obtain lo complets claims under these programs is used to ideniify you and to deterrnine your sligibility. It is also used to decide if the services
and supplias you received are covered by these programs and to insure that proper payment is made.

The informalion may also be given 1o other providers of services, carriers, intermediaries, medical review hoards, health plans. and other crganizations or Federal
agencies. for the effective administration of Federal provisions that require other third parties payers to pay primary to Federal program, and as otherwise necessary
to administer these programs. For example, it may be necessary to disclose information about the benefits you have used to a hospital or doctor. Additional disclosures
are made through routine uses for information contained in systems of records.

FOR MEDICARE CLAIMS: See the notice modifying system No. 08-70-0501, titled, ‘Carrier Medicare Claims Record,” published in the Federal Register, Vol. 55
No. 177, page 37549, Wed. Sepl. 12, 1990, or as updated and republished.

FOR OWCP CLAIMS: Departmient of Labor, Privacy Act of 1974, "Republicalion of Notice of Systems ol Records,” Federal Register Vol 85 No. 40, Wed Feb. 28,
1990, See ESA-5, ESA-G, ESA-12, ESA-13, ESA-30, or as updated and republished.

FOR CHAMPUS CLAIMS PRINCIPLE PURPOSE(S); To evaluate eliginility for medical care provided by civilian sources and to issue payment upon establishment

vices/supplies received are authorized by law.

Information from claims and related documents may be given to the Dept. of Velerans Affairs, the Sepl. of Health and Human Services and/or
sportation consistent with their statutory administrative responsibilities under CHAMPUS/CHAMPYA; to the Dept. of Justice for representation of
vy of Defense in civil actions; 1o the Internal Revenue Service, privaie collection agencies, and conisumer reporiing agencies in connection with recoupment
¢ 1o L,or*grc,ss.onal Offices In response to inquiries mads al the request of the person to whom a record pertains. Appropriate disclosures may be mads
gr federal, stale. local, forgign governmenit agencies, private business entities, and individual providers of care, an matters rslafing to entitlernent, claims
. Prograim L.ouse unll?fmon rewew guality assurance, peer review, program integrity, third-party liability, coardination of benefits, and civil and

LJ_I.‘-‘?LIIJ'.:‘.-I‘JI\i-_\:, Voluma.ry' however. failure to provide information will result in delay in payment or may result in denial of claim. With the one exception discussed
w, there are no penalties under these programs for refusing to supply information. However, failure to furnish information regarding the medical services rendered
amount charged would prevent payment of claims under these programs. Failure to furnish any other information, such as name or claim number, would delay

that another party is responsibie for paying for your trealment. Section 11288 of the Social Sacurily Act and 31 USC 3801~
ormation.

Hig ?hi‘\
203, the "Computer Matching and Privacy Protection Act of 1288", permils the government {o verifty information by way of computer inatchas,
MEDBICAID PAYMENTS (PROVIDER CERTIFICATICN)
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15 true, acciate and deral and State
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