1500

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05
PICA

Sample Completed Form for Group Practices

PICA

1. MEDICARE MEDICAID TRICARE

RE CHAMPVA
D (Medicare #) |:| (Medicaid #) D (Ehoneors SSN) |:| (Mermber ID#) |:| (SSN or D)

1a. INSURED'S 1.D. NUMBER

1234567

GRi

ouP OTHER
HEALTH PLAN

EEI?EUNG
[[]ssw |Z| (ID)

(For Program in Item 1)

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

3. PATIENT ] EIlRTH DATE 4. INSURED'S NAME (Last Name, First Name, Middle Initial)

11111 (111) 111-1111

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

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH
MM

IDD YY
L | [

SEX

il

c. EMPLOYER'S NAME OR SCHOOL NAME

Doe, John 00 00 00 M|X] FI:l Doe, John
5. PATIENT'S ADDRESS (MNo., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
123 A Street so[] sl Tona ] one[] | 123 A Street
ciTY STATE | 8. CITY STATE
Anywhere YW :c sure to ]| Anywhere 1A
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)

complete
boxes 11, 11b

11111 (111) 111-1111

11, INSURED'S POLICY GROUP OR FECA NUMBER

GR0101010101

a. INSURED'S DATE OF BIRTH SEX
MM | YY

00! 00/ 00 m[x] F[]

b. AUTO ACCIDw.

DYES

b. EMPLOYER'S NAME OR SCHOOL NAME

Main Street Employer

; State)
dl

(V2
c. OTHER ACCIDENT?

Dves NO

¢. INSURANCE PLAN NAME OR PROGRAM NAME

National Insurance

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

PATIENT AND INSURED INFORMATION —— > |<— CARRIER

(I certify that the statements on the reve.
apply to this bill and are made a part thereur.)

John Doe MD 102309

1001 Medical Rd
Anytown |A 12345

R f . D YES D NO If yes, retum to and complete item 9 a-d.
READ BACK OF ' e er rl n g IGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON P rovi d er ’S ‘e of any medical or other infc ) Y [ nt of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payme self or to the party who accepts assignment services described below.
boow. NPI : -
senenOlgnature On F oare 00/00/00 senen Olgnature On File Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR ‘F‘ATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES BATIENT UNABLE JO WORK IN CURRENT QGCUPATION A
MM | DD oYY ‘INJUR‘( (Accident) OR \ = FIRSTDATE MM | DD YY
] ; PREGNANCY(LMP) ! | FROM TO i |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPIT&HZATION DATES RELATED TO cu!mlENT DSERVICE‘% n
James A. PhyS|C|an MD 17b.| NPI 0123_415_6_?_8_9_ ____________ FROM i i TO I
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[[Jves Lo |
21. :{l;(;lgsmf;- NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 31: 49toélern024E by Line) j 22. MEDICA Renderin g N—
1‘ I—'— 3‘ I—‘— 23‘PH|OH' Provider,s
..186 9 . 118701 NPI
24 A.  DATE(S) OF SEHVICE B. | C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. J. =z
From PLACE OF| (Explain Unusual Circumstances) DIAGNOSIS | RENDERING Q
MM DD YY MM DD vy |semvice| EMG | cPTHCPCS | MODIFIER POINTER $ CHARGES PROVIDER ID. # B
1 : ; e, SUsE i ) -
10123 10]10(23!10| 11| [99213 |25 @ | [1,2,34] 8500 1 | [w| 9876543210 |&
=
210} 23 10[10123/10|11| |96413 | | 1  p2 | 29000| 1 | [w| ] @
|
1 . oIy o
Sl10! 23 12 10[11| | 96415 | b2 | 6500 1 | |wm 5
e el R S e L R S (v s
4 Complete 32 | 96417 | | B2 | 14100 1 | [w 5
<
5 and 32a — ; B Sl an i g
3 G _ NPI —4
mmm. f different from | 39206 _| 12 | 140500 5 | 4
. . N g e e e L N e e I
6 33 and 33a. | J9201 Billing 2169.00| 9 NPI &
26. PATIENT'S ACCOUNT NO. Provider’s 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
101010 NT=] s 4155 00! $ . |s 4155 iOO
32. SERVICE FACILITY LOCATION INr-3 33. BILLING PROVIDER INFO & PH # ( )
Office Place Office Place Provider

PO Box 11111
Anytown |A 12345

SIGNED DATE

= 9876543210 P

= 9876543211 [

NUCC Instruction Manual available at: www.nucc.org
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