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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05
[ "PICA

PICA I_|’—

MEDICARE MEDICAID TRICAHE

CHAMPVA

- EALTH PLAN
D(Memcare # . (Medicaid #) D (Sponsors SSN) D (Member ID#) D (SSN or ID) |:|

OTHER

1a. INSURED'S |.D. NUMBER
XXXXXXXXXKX

(For Program in Item 1)

2. PATIENT'S NAME (Last Name, First Name, Middie Initial)

DOE JANE L

3. PATIENT'S BIRTH DATE
MM I

|:] (1)
s M[] FDQ

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

DOE JANE L

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

6. PATIENT RELATIONSHIP TO INSURED

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

789 ANY ST SeH Spouse[l cmidD omerD 789 ANY ST
cITY STATE | 8. PATIENT STATUS CITY STATE
ALASKATOWN AK Singie[] Marriedlj OtherD ALAKSATOWN AK
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Coda)
19123 (907 ) 555-5555 empioyed [] suaent ] swoem ] | 17323 (907 ) 555-5555

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

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (Current or Previous)

DNO

[:] YES

b. OTHER INSURED'S DATE OF BIRTH SEX
MM DD | YY

i v F[]

b. AUTO ACCIDENT?

I:’ YES

PLACE (State)

[ EMPLOYEH S NAME OR SCHOOL NAME

m
c. OTHER ACCIDENT?

[Jves [no

11, INSURED'S POLICY GROUP OR FECA NUMBER

XXXXXXXX¥——— TPL POLICY # |

a, INSURE%S DATE OF BIRTH SEX
01 10 11950 m[] F[x]
b. EMPLOYER'S NAME OR SCHOOL NAME
\NAME OF TPL\

EMPLOYMENT COMPANY

c. INSURANCE PLAN NAME OR PROGRAM NAME
PRIVATE INSURANCE COMPANY——

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

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

|:| YES NO If yes, return to and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
lo process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
S P R AR DATE soneo SIGNATURE ON FILE Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIM1LAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT DCCUPATION A
MM} DD | XYY < INJURY (Accident) OR GIVE FIRSTDATE MM | DD MM MM I
| | PREGNANCY (LMP) . : FROM : = | |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE ital 77 132100 UDUUX gEe e 18 HOSPITGHZ,IL\T\%B D:ATEsyﬂELATED T0 CUI\?I&E‘I\ITDSERIWCE%Y
LASTNAME. FIRSTNAME | W9 Sl T oL ol
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[[Jves [ ]no |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 to Item 24E by Line) 22, MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
WD . Bl L
23. PRIOR AUTHORIZATICN NUMBER
2 | XXX XX s |
24, A, DATE(S) OF SERVICE B. Cc. D: PROCEDURES, SERVICES, OR SUPPLIES & E G H . Jo =
From To PLACE OF] (Explain Unusual Circumstances) DIAGNOSIS ol il o RENDERING o
MM DD YY MM DD YY [SERVICE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Plan’ | QUAL PROVIDER ID. # !E
e C Al : | ZZyseDoOooox |2
s |osjofosjos ju0 | x [ fwexxx | | U | |xx 20000 |3 | | o |p38765432] 5
=
! | I | | | I | s [t ot i s o
O R S SO e S &
|
| | I | | | | | i
TS, O G N I g A g
i L . ‘ | ___|[BALANCE MINUS
| | |
S S N N L - .| " TPL PAID AMOUNT
<,
ko St PR W 0T il 3 ) = Uhcwsiiic tigans AMOUNT PAID || Coq----f-=------ o
e — ‘ BY TPL = @
et callle =i s o4
I | I | | | | s e &
ek i e S | kel L1 ] [ e x
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ég%gﬂéﬁﬂ%g@gﬁﬂ 28. TOTAL CHARGE 29. AMOUNT PAID 3(]. BALANCE DUE
12345kL789 [J[x] | l4325k7890X [X]ves NO s 200 00 | s 5000 [s 15000
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH # ( 907 ) CLE-123Y
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse ALASKA HEDICAL OFFICE ALASKA MEDICAL OFFICE
apply to this bill and are made a part thereof.) 555 FAKE ST PO BOX 555
ANYTOWN AK 99555-5555 ANYTOWN AK 99555-E5E555
SIGNED DATE af . * 5555555555 ‘b' Z7D34700000D b

NUCC Instruction Manual available at: www.nucc.ora

APPROVED OMBR.NORA-.NOCO EORM CMS.1500 (NR/NEY




" HOSPITAL PATIENT ACCOUNTS # HOSPITAL PATIENT ACCOUNTS 2P| 1122334455
PO BOX 123 PO BOX 123 LAED 109876 XXXX
ALASKATOWN AK 12345 ALASKATOWN AK 12345 SFEDTAXNO. gyt | e e
9075555555 9075555555 062510 | 062510
8 PATIENT NAME |a| 9 PATIENT ADDRESS |a| PO BOX 321
u] DOE JOHN P 5| ALASKATOWN WK —F] 99123 H
et Ll 1SEX | s pare HAR J4TYPE issmc|18DHR[1I7STAT| g 18 20 ke e 25 i o e
04062000 F Joe2st0 [10 [ x | x | x | x .
31 DI OCCUHHE’E\?E fODE occuaﬁimgg BgODEOCGUHHEDNA?E 3(?ODE OCCURH%T#E OECgSHENCE SPANT'HROUGH 3060DE D?&SSRENCE SPANTHHUUGH i
,
" DOE JANE M Cooe " AMOUNT P RONT Cooe " Avount -
PO BOX 321 a
ALASKATOWN AK 99123 &
Cc
d
12 REV. CD 43 DESCRIPTION 44 HCPCS / RATE / HIPPS CODE 45 SERV. DATE 45 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
XXX PHARMACY 062510 X 10 00
XXX LABORATORY XXXKXK 062510 X 5000
XXX PRO FEE 062510 X 10000
XXX NAX12345XX TXXXX 062510 X 500

'i
|
|

1

2
3
4
5
5
7
B/
9
a
1
. :
] PAGE1 _ OF 1 CREATION DATE 080110 E-m___] 16500
50 PAYER NAME 51 HEALTH PLAN ID FERE [PLA°%) 54 PRIOR PAYMENTS 55 EST, AMOUNT DUE s60P | 1234567890
* PRIVATE INSURANCE COMPARNY X X 3000 57
> = i OTHER | ZZ123D00000X
| Name of primary TPL | Amount paid
: by TPL PRV ID
58 INSURED'S NAME 59 PREL| 80 INSURED'S UNIQUE 1D 61 GROUP NAME 62 INSURANCE GROUP NO,
| DOE JANE Ml Name of insured] XN | X000 Insured's ID PRIVATE INSURANCE COMPANY | xxxX = Insurance group
© DOE JOHNP\ >ix\ xxxxxxxxxx: number DOE JOHN P XX number
; ‘Name of dependent‘ Codes indicating
63 TREATMENT AUTHORIZATION CODES the relationship to |« conrror nomeen Group name of 65 EMPLOYER NAME
A the insured the insured EMPLOYMENT COMPANY
g . =
‘ | Name of employer |
56 68
o KHXX
X
69 ADMIT 7O PATIENT T1PPS 72 73
DX ‘ XXXX AEasonDx | XXXX CODE MEC\ I l
74 GOEIEINCIF'AL PHDCEDS;_% - OTHER RROCEDURE b, GODC[J_:THEH FFIOCEDU%ETE [75 76 ATTENDING INPI 0987654321 |QUAL| 77 |321D00000X
LasT ANYNAME lpmsr 10E
THER PRCOEDUH d conlTHER PROCEDURE. e o THERFRO AE o ORERATING INPI Iml I
LAST |FIH5T
80 REMARKS g 78 OTHER I JEIPI |0UAL! l
b LAST |F\F|ST
€ 79 OTHER I |NPI IQUALI |
d LAST |F\HST

UB-04 CMS-1450 APPROVED OMB NO. 0938-0997 UB042C NUBC & HE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.

= TFP24394485




