790-0128 (12/90) (OCR) 1 pt.

DO NOT

STAPLE e e —— ——— ]

IN THIS T e e ——————

o B

[ ] [Pica HEALTH INSURANCE CLAIM FORM PICA
1. MEDICARE MEDICAID CHAMPUS CHAMPVYA GROUP FECA OTHER|] 1a. INSURED'S |.D NUMBER (FOR PROGRAM IN ITEM 1)
h HEALTH PLAN _ BLK LUNG
(Medicare #) D (Medicaid #) (Sponsor's SSN) D (VA Fie ) (SSN or ID) [SSN) II'_“: (D) 000-00-0000T
2. PATIENT'S NAME (Last Name, First Name, Middle Iniial) 3 PIIAH.TEHT[?E}E!““JHPATE SEX 4 INSURED'S NAME (Last Name. First Name. Middie nitial)
DOE, JANE =
01 01 1975 M| | F !’;‘j DOE, JANE

5. PATIENT'S ADDRESS (Mo.. Streef)

6. PATIENT RELATIONSHIP TO INSURED

T. INSURED'S ADDRESS (No.. Strest)

123 EASY STREET Sett Spouse| | cnia[ | omed | | 123 EASY STREET
ciTY STATE | 8 PATIENT STATUS CiTY STATE
CRAZY CITY et . ==
TX Sqmi-__[ Maried | | Otha I CRAZY CITY TX
ZIP CODE TELEPHONE (Incluge Area Code) 2P CODE TELEPHONE (INCLUDE AREA CODE)
77777 (000 ) 000-0000 1 ;m s i I LELE (000 ) 000-0000

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

10 IS PATIENT S CONDITION RELATED 10

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a EMPLOYMENT? (CURRENT OR PREVIOUS)

—_—

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

SEX

| | YES NO
Lo
b AUTO ACCIDENT? PLACE (Swate)
FI™ '1_ L j YES _JND

¢ EMPLOYER'S NAME OR SCHOOL NAME

¢ OTHER ACCIDENT?
[_] YES ;]HD

d INSURANCE PLAN NAME OR PROGRAM NAME

11, INSURED'S POLICY GROUP OR FECA NUMBER
000-00-0000T

a INSURED'S DATE OF BIRTH SEX
MM DD , YY

01 401 375 JI

FIx]

b. EMPLOYER'S NAME OR SCHOOL NAME

¢ INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d 1S THERE ANOTHER HEALTH BENEFIT PLAN?
.
[ Jves [xX] NO o yes retum 1o and compiete item 9 a-d

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or olhed information necessary
10 process this claim | also request paymaeni ol governmen! benelits e 10 mysell or 10 the party who accepts assQnment

balow
SIGNED
14 DATE OF CURRENT ILLNESS (First symplom) OR
MM (#70] Y INJURY [Accident) OR
01 oL 75 PREGNANCY (LMP)

DATE

15 IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS
GIVE FIRST DATE MM DD YY

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

DR. WELLNESS

e —————

13 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authoriza
payment of medical benedis 10 the undersigned physician or suppler for
SONICES desCriDisd Dalow .

SIGNED
16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM DD YY MM Do YY

FROMO1 ' 19 08 901 19 08

178 LD NUMBER OF REFERRING PHYSICIAN
00000000000

16. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
LELY DD YY

MM 0o YY
FROMO1 19 08

18, RESERVED FOR L

YOU MUST PUT THE REFERRING
PHYSICIAN AS THE DOCTOR AT
S DIAGNOSIE OF A | THE HOSPITAL. DO NOT USE
TMX'S PHYSICIAN NAME.

oo 19 08
20. OUTSIDE LAB? $ CHARGES
(Jves v |

£S5 123084 TO ITEM 24E BY LINE) j

22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

1290 0 Y] e
23, PRIDR AUTHORIZATION NUMBER
4 S ..
24 A F T %] D = £ F EERTEE "
DATE(S) OF SERVICE Place | T PROCEDURES. SERVICES. OR SUPPLIES DAYS
From To al :'F"" (Explamn Unusual Circumstances) Dlms-lﬁ § CHARGES OR | Family EMG | coB HEE::E?:LESSZDH
AR Do Y MM DL Yy CPTHCPC IFIER LUNITS] Plan
01 19 08 01 19 08 22 5 95816 ‘ 1 $525 00 1 00000K
DO NOT PUT ANY
MODIFIERS WHEN
BILLING GLOBAL
FEE
25. FEDERAL TAX |.D. NUMBER SSN EIN 26 PATIENT S ACCOUNT NO 28. TOTAL CHARGE 29 AMOUNT PAID 30, BALANCE DUE

27 I-?-I:EE PT ASSIGNMENT?

00-0000000 ][] (x| ves [ | mo 3 $ 5
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 33 PHYSICIANS, SUPPLIER'S BILLING NAME. ADDRESS. ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (M other than homa or offica) A PHONE »
{I cartity that the stalements on the reverse
apply 1o this bill and are made a part thereof ) GENERAL HOSPITAL
100 LOONY BEND
CRAZY CITY, TX 77047
SIGNED DATE PiNg GRP#
FORM HCFA-1500 (12-80)

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM OWCP-1500 FORM RAB-1500

» | <— CARRIER —>

PATIENT AND INSURED INFORMATION

|

PHYSICIAN OR SUPPLIER INFORMATION
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