1500
HEALTH INSURANCE CLAIM FORM Sample Forms Hotline
APPROVED BY NATIONAL UMFORM GLAIM COMMITTEE 08105
TP PCAT T T
1. MEDICARE  MEDIGAID TRICARE CHAMPYA  GROUP FECA OTHER | ta. INSURED'S 1.D. NUMBER {For Program In em 1)
| tedtcare #)] | thecioait ) [ | ?si')ﬁﬁli','? sany [ ] ttemoer i) (] ?«gﬂﬁ?!% M [] ?sl‘gNlleNGD )

2. PATIENT'S NAME {Last Nama, First Name, Middle hitial}

3. PATIENT'S BIRTH DATE
MM o1 DD 1YY

SEX
|1 ML

4. INSUREDYS NAME (Last Name, First Name, Midklie: Inftial}

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

il
5, PATIENT RELATIONSHIP TO INSURED

sa[ | spouse] | onia_| otver[ ]

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

CITY STATE | B. PATIENT STATUS CITY STATE
singe[ | mames| | ovier[ ]
ZIP CODE TEIEPHONE {Include Area Cade) ZIP CODE TELEPHONE fInziude Arsa Cdde)
Full-Tims Part-Time (
( ) Employad Student Student )

8. OTHER INSURED'S NAME (Last Name. First Name, Middle Inltfal)

10. 15 PATIENT'S CONDITION RELATED TO:

SECOND FOLD —— |

a. OTHER INSURED'S POLICY OR GROUP NUMBER

8. EMPLOYMENT? (Current or Previous)

[ Jwo

[Jees

h. OTHER INSURED'S DATE OF BIRTH

| | |MD

SEX

b. AUTO ACCIDENT?

[ Jves

PLACE (State)

]

11, INSURED'S POLICY GROUR OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX

MM, DD, YY
| |
| |

"0 fl

b, EMPLOYER'S NAME OR SCHOCL NAME

I I
¢. EMPLOYER'S NAME OR SCHOOL NAME

[wvo
c. OTHER ACCIDENT?

[ Jves  [no

¢, INSURANCE FLAN NAME OR PROGRAM NAMFE

d. INSURANGE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOGAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
]:I YES D NO If yos, raturn to and complete item & a-d,

NV WHCF-10-ENV-SS

HEAD BACI OF FORM BEFORE COMPLETING & SIGNING THIS FORM, i
12. PATIENT'S OR AUTHORIZED PERSON'S SIGMATURE 1 authorize the releass of any medical or other information necessary
to procass this claim, | alsn request paymant of government benefits either to myself or to the party who accapts assighment

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | autherize
payment of medicel benefits to the undersigned physician or suppfier far
sarvices describad balow,

»|<— CARRIER

DATIEMT AMND INQUIEBEN INMENDMATIONM

[[Jes [ |w

belesir,
SIGNED — JDATE SIGNED h
14, DATE OF CURRENT: ILLNESS (First symptom) OR 15, |F PATIENT HAS HAD SAME OR SIMILAR [LLNESS. [16. DATES PATIENT UNABLE TO WORK IN CURFENT OCCURATION
MM, DD VY INJURY (/&cmdegt SFI ) GIVEFIRSTDATE MM , DD ;| YY MM DD oYY MM ¢ DD YY A
l I PREGNANCY (LMP) FROM ! TO I \E
17. NAME OF REFERRING PHYSICIAN OR OTHER SCURCE -v3+| 18, HOSPITALIZATION DATES RELATED TO CURRENT SERVIGES
= MM DD ;oYY Mo, DD, YY
7. | MPY FROM : 1 TO I ﬁ
19. RESERVED FOR LOCAL. USE 20. OUTSIDE LAB? § CHARGES

e — FIRST FOLD WHCF-10-

21, DIAGNOGIS OR NATURE OF ILLNESS OR INJURY. (Relate ltems 12,3 or 4 to ltem 24E by Line)

=

22. MEDICAID RESUBMISSION
CODE

ORIGINAL REF, NC.

TREMLSAIAT A LT M LIPS IRIEATRAATIAM

b a
23, PRIOR AUTHORIZATION NUMBER
a . 4, | )
24, A, DATE(S) OF SERVICE B | G | D PROCEDURES, SERVICES, OR SUPPLIES E. F. G| H L J.
From To PLACE OF {Explain Untisual Clroumstances) DIAGNOSIS uaas HE‘)T 1B, AENDERING
MM DD vy MM DD Yy |SERWICE| EMG | CPTMCPCS | MODIFIER.__ POINTER 3 CHARGES uiita | P’ | QUAL, PROVIDER (D. #
1 \ | \ i o o
(U T S N B
2 | i | ( S
A T N O T
a P ' ! .
IR
al I I i
I N
5 o | | . | 1
R I
6 1 ] | L | e
L | L 1 Cl % | 3
25, FEDERAL TAX 1.0, NUMBER 53N EIN 26. PATIENT'S AGCOUNT NO. 7. ﬁgﬁgﬁlﬁﬁ@ﬂgﬁf 28. TOTAL GHARGE 29, AMOUNT PAID |30, BALANGE DUE
DD YES NO 5 i $ i 5 i

31, SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{I cartify that the statements on the revarse
apply to this bill and are mado a part theraof.)

SIGNED DATE

32. SERVICE FACILITY LOCATION INFORMATION

1
33. BILLING PROVIDER INFO & PH, # ( )

& IR
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