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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08105

[T

:

1. MEDICARE  MEDICAID CHAMPVA GROUP v EECA o OTHER
| ecicare #) [ seticaia l‘D Sontors ssm [ semteriony D (SSNoriD) D s [

1a. INSURED'S 1.D. NUMBER (For Program in ftem 1)

PATIENT Fir T 3. PATIENTS BIRTH QATE
2. PATIENT'S NAME (Last Name, First Name, Middie Initial) NTE8 SEX
F

4. INSURED'S NAME (Last Name, First Name, Middie Inital)

6_PATIENT RELATIONSHIP TO INSURED

sa«D Spﬂuser‘ ledl_‘ omevD

5. PATIENTS ADDRESS (No., Street)

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

g STATE

Ty STATE |8.PATIENT STATUS
singie ] mariea ] omer[]
2IP CODE "TELEPHONE (Indude Area Code)
Full-Time Part-Time|
( ) Employed Student Student

Z1P CODE TELEPHONE (Include Area Code)

()

G OTHER INSURED'S NAME (Last Name, First Name, Middie Infial) 10,15 PATIENT'S CONDITION RELATED T0:

1. INSURED'S POLICY GROUP OR FECA NUMBER

2. OTHERINSURED'S POLICY OR GROUP NUMBER 2. EMPLOYMENT? (Cufrent of Previous)

Owe

vES

2. INSURED'S DATE OF BIRTH SEX
MM, DD

e v

b_OTHER INSURED'S DATE OF BIRTH b.AUTO ACCIDENT?
MM DD YY

[Jves

SEX PLACE (State)

™

b EMPLOYER'S NAME OR SCHOOL NAME

O
. OTHER ACCIDENT?

Clves  [ro

| H
c EMPLOYER'S NAME OR SCHOOL NAME

|

. INSURANCE PLAN NAME OR PROGRAM NAME

o INSURANCE PLAN NAME OF PROGRAM NAME 100 RESERVED FOR LOCAL USE

TS THERE ANOTHER HEALTH BENEFIT PLAN?
[Jves [[Jno  iryes rewmto and compiete tem 9 a0

PATIENT AND INSURED INFORMATION ————————{~<— CARRIER —>

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medial or ofher information necessary.
o process this claim. | also request payment of govemment benefits either to mysel or to the parly who accepts assignment
beiow.

SIGNED DATE

13.INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize.
payment of medical benelits 1o the undefsigned physician of suppler for
services desciibedbeow.

SIGNED

LN ESS (Fitst symptom) OR
INJURY (Accident) OR
PREGNANCY(LMP)

5. IF PATIENT HAS HAD

14. DATE OF SURRENT,
‘ GIVE FIRST DATE  M!

SAME OF SIMILAR ILLNESS.
DD Y
|

16. DATES LATIEN UNABLE TO WORK IN CURRENT QCCUPATION
MM A4 MM W
FROM 0

|
17 NAME OF REFERFING PROVIDER OR OTHER SOURGE

18 HOSPITALIZATION DATES BELATED TO CURRENT SERVICES,
MM DD W MM 0D w
FROM 10

19, RESERVED FOR LOCAL USE

20. OUTSIDE LAB? S CHARGES

Ove [Jwo | |

21_ DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (elate flems 1, 2,3 of 4 10 ltem 24E by Line)

R

2 g D‘ECND e ORIGINAL REF. NO.

0 [Cves [no

L SE— 3L .
23 PRIOR AUTHORIZATION NUMBER
2 D — 4L P
28 A DATE(S) OF SERVICE 5 | C. [ 0. PROCEDURES, SERVIGES, OR SUPPLIES e 3 = TET T 7
From To lPLaceof (Explain Unusual Circumstances) DIAGNOSIS o | o RENDERING

MM_ DD Yy wmM oD vy |scwee|ems | cermceos | MODIFIER POINTER | scHARGES s || oun PROVIDER D,

1 O O [ | | | |

: | p [ [ ] | | ]

Pl A | | ; | I

S S S 1 It

3 | - I [

[ L | Ll ‘
25 FEDERAL TAX 1D NUMBER SSNEN PATIENTS ACCOUNTNG. | 27 AGCEPTASSIGMUENT? |28 TOTAL CHARGE 29 AMOUNT PAID | 30 BALANCE DUE

s | s s

31, SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certfy that the statements on the reverse.
apply 1o this bill and are made a part thereof.)

T2 SERVICE FAGILITY LOCATION INFORNATION

3. BILLING PROVIDERINFO &PH¥

[a Io-

™ DAL

]n.

OR SUPPLIER INFORMATION

PHYSICIAN
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