HEALTH INSURANCE CLAIM FORM
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TTPicA o: i s PICA[TT]
1. MEDICARE. - MEDICAID TRICARE . CHAMPVA : : z i
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2. PATIENT'S NWName, First Name, Middle Initial)

3. PAT!EN'F’S BRRTH DATE
MM DD YY

. B

SEX

e[ ]

5. PATIENT'S ADDRESS (No, Sk\

6 PATIENT RELATIONSHIP TO INSURED -

self[ ] spouse[ | chia[ "] oter[|

4. INSURED'S NAME (Wame, Middle Initial)
7. INSURED'S Al SS (No., Street) : %

CITY ] STATE

ZIP CODE TELEPHONE (Include Area Co

8. PATIENT STATUS

Single D Married D

Ot

LerTy STATE

ZIP CODE TELEPHONE (Include Area Code)

a. OTHER INSURED'S POLICY OR GROUP. NUMBER

b. OTHER INSURED'S DATE OF BIRTH

R ™

¢. EMPLOYER'S NAME OR SCHQ@L NAME

a.EMPLOYMENT? (Curren
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[Jno
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lem |

Full-Ti Part-Time|
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10d. RESERVED FOR LOCAL USE
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below.
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12. PATIENT'S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical or other information necessary
to-process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | atthorize
payment of medical benefits to the undersigned physician or supplier for
services described below.
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17.NAME OF REFERRING PROJEDER OR OTHER SOURCE

DATES RELATED TO CURRENTIERVICES 4
I

18. HOSPITALIZATI
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22. MEDICAID RESUBMISSIO
CODE
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rom To
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i
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2] |
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25. FEDERAL TAX 1.D. NUMBER

P
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26. PATIENT'S ACEOUNT NO.
~
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27 (\CCEPT ASSIGNMI NT7
r govt. claims, see back)

NO

H

28. TOTAL CHARGE 20, AMOUNT PAID 30..BALANCE DUE
B 1

$ i $ | $ 1

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(1 certify that the statements on the reverse
apply to this bill and are made a part therepf{)/
-

~

3/2¢S€RVICE FACILITY LOCATION INFORMATION

1 g i 1
33. BILLING PROVIDER INFO & PH # (

~
_

a.

SIGNED DATE
e

—~——————— PHYSICIAN OR SUPPLIER INFORMATION

Ib

NUCC Instruction Manual available at: www.nucc.org
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