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HEALTH INSURANCE CLAIM FORM z
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05 o
PICA PICA +
1. MEDICARE MEDICAID Eﬂfﬁggs CHAMPYA ﬁ?ﬂ'}ri PLAN gfs?fune OTHER | 1a. INSURED'S |.D. NUMBER (For Program in ftem 1) e
| #[ ] wsedicaid [ ] tSponsors sy [ ] omperscg [ | S5vor iy [ sy [ ooy 123456789
2. PATIENT'S NAME (Last Name, First Nams, Middle Initial} 3. P‘GEENTSSIRTH E{‘AVTE SEX 4. INSURED'S NAME {Last Mame, Firsl Name, Middle Initiaf)
. P N
Doe, John M. 01! 011190 »[x] ¢[ ] | Doe, John M.
5. PATIENT'S ADDAESS {No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ARDRESS (Ma., Street)
123 ABC Street SBHEI SpouseD Chﬂdl:] O!herD 123 ABC Street
oy STATE | 8. PATIENT STATUS CITY STATE 2
Aﬂ)’tOWIl TX Single E Married I:I Other I:l Anytown TX E
Zip CODE TELEPHONE {inclutte Area Coda} ZiP CODE TELEFHONE (nglude Area Cade) é
Fuil-Tima Part-Time T
77 ( ) empioyer [ ] Gurem” L] oo 77777 (123 ) 456 7800 3
9. OTHER INSURED'S NAME (L.ast Name, Flrst Nama, Middio Initial} 10. IS PATIENT'S CONDITION RELATED TO: 11. INSUREC'S POLICY GROUF OR FECA NUMBER =
. o
a, OTHER INSURED'S POLICY OR GROUP NUMBER a, EMPLOYMENT? (Currant or Previous) a.INSURED’S DATE OF BIRTH SEX [«
MM, DD YY " =)
[ves o P L] (|2
b. ?"WEF |NSUTED’$\?ATE QF BIRTH SEX b. AUTO ACCIDENT? - PLACE (State) b. EMPLOYER'S NAME OR SCHCOL NAME %
L w7 ] [Jves  [Oro | g
c. EMPLOYER'S NAME OR SCHOOL NAME €. OTHER ACCIDENT? €. iNSURANCE PLAN NAME OR PROGRAM NAME E
[Jres  [Qwo HMO NAME =
d, INSFRANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 15 THERE ANOTHER HEALTH BENEFIT PLAN? g
D YES | X.I NO # yes, retiumn to and complata tem 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S CR AUTHORIZED PEASON'S SIGNATURE [ authorize
12, PATIENT'S OR AUTHORIZED PEASON'S SIGNATURE | authoriza the release of any medical or olher Information necessary payment of medical banefits 1o the undersignad physician or supp!ier far
1o pracess this claim. 1 also request payment of govamment benefits either ta mysslf of to Ihe party who accapts assignment sarvices described below,
balow, . .
sianen_ SIGNATURE ON FILE pATE sinep_ SIGNATURE ON FILE Y
14, DATE OF CURRENT: WLLNESS {First symptom) QR 5. IF PATIENT HAS HAD SAME QR SIMILAR ILLMESS. { 15. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
el ] oDy - YY ( INJURY {Accldani) OR GIVEFIRSTDATE MM | BD7|  YY MM | T8 ;XY MM | DD |  ¥Y 4
| ! PREGNANGY{LMP) [ FAOM ! I TO !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPITALIZATION DATES RELATED O CURAENT SEAVICES
MM BD Y MM DD | YY
FACM ; JI TO , I’
19. RESEAVED FOR LOCAL UUSE 20. OUTSIDE LAB? 3 CHARGES
' |:|‘ YES D NO l !
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Rslate ltems 1, 2, 3 or 4 lo Itamz 24E by Linn) 22. MEDICAID RESUBMISSION
I CODE ORIGINAL REF, NO.
1.1.799.99_ al__
23, PRIOR AUTHORIZATION NUMBER
21 e 4. L R
24. A, DATE(S) OF SERVICE B. C. | 0. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, . L J =
From To PLACEOS {Explaln tUnusua? Circtirmstances) DIAGNDSIS Dﬁs D, RENDERING [=]
oo YY MM DD YY [SERVICE| EMG | GPT/HCPCS MODIFiER POINTER 3 CHARGES UNTS | Pl PROVICER ID, # }&‘
5 i & A Ty T s v -
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o
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25. FEDERAL TAX 1.D. NUMBER §SN EIN 27. lég%ﬂiﬁg?ﬁg&&T? 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
' : |
123456789 o |- Cles [ v |s 800,00 |s | |s 80090
31. SIGNATURE OF PHYSICIAN R SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH § ( 123 ) 456 7890
INCLUING DEGREES OR CREDENTIALS ABCH Health ABC o - -
{1 centity that the statements on the reversa ome Hea ome Health
apply to this bil and are madera part Ihereot.) 123 Caring Street - 123 Caring Street
SIGNATAURE ON FILE Anytown, TX 77777 Anytown, TX 77777
: X : N - _EEmenana]
SIGNED - DATE & Mt 2 LTSS Number: . ,{&}% ek

NUCC Instruetion Manual available at: www.nuce.org APPROVED OMB-0938-0999 FORM CMS-1500 (0B-05)




1500

RESPITE

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

~4—CARRIER —

PICA FICA [
1. MEDICARE  MEDICAD IRICARE CHAMPYA BROUD . EEGA . OTHER[ 12 INSUREDS L0, NUNGER {For Program in item 1)
:[," o u#)[:] Madicaid #) |:| (Sponsors SSN) E] Maniber i) D (SBM or 1) r SSN) D{mj 123456789

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

3. PATIENT'S BIRTH DATE SEX
MM ol

4. INSURED'S NAME (Last Nama, Firs! Nama, Middle Iniliaf)

D Yy

Doe, John M. 01t 6111900 v[x] e[ || Doe John M,
5. PATIENT'S ADDRESS {No., Streel) 8. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (Na., Streat)

123 ABC Street geli[ ] spauss{Jona[ ] ome| | | 123 ABC Street
ciTy STATE | 8. PATIENT STATUS City STATE

AHYfDWH TX Singla D Masriad D Other I:] Anytown TX
ZiP GODE TELEPHONE (include Area Coda} ZIF GODE TELEPHONE (Include Area Cade)
Full-Tima Part-Tima,
77777 ( ) Emplayed D Student Sludant 77777 ( 123 ) 456 7890
1. INSURED'S 2OLICY GROUP OR FECA MUMBER

9. OTHEA INSURED'S NAME (Last Name, First Name, Middla Initial}

10, IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (Currant or Previaus)

a,iINSURED'S DATE OF B!Fyl,'l;H

SEX

| M e

b. OTHER iINSURED'S DATE OF BIATH
MM | [+]a] N Yy

o n[ ]

SEX

b. EMPLOYER'S NAME OR SCHOOL NAME

L 1
¢. EMPLOYER'S NAME OR SGHOOL NAME

YES D NO
b, AUTO AGCIDENT? PLAGE (atate)
i YES NO |
o OTHER AGGIDENT?

[(Jves [ro

<. INSURANCE PLAN NAME OR PROGRAM NAME

HIMO NAME

d. INSURANGE PLAN NAME QR FROGRAM NAME

10d. AESEAVER FOR LOCAL USE d. 13

[[Jves |x]no

THERE ANOTHER HEALTH BENEFIT PLAN?
#f yas, relum to and complata ftem 9 2-d.

READ BACK OF

FORM BEFODRE COMPLETING & SIGNING THIS FORM.
12, PATIENT'S OR AUTHORIZED PEASON'S SIGNATURE | autharze tha sglease of any madical or cther informalion necassary
fo procass ihs claim. [ alsa raquest payment of govemment banetits ellher to myself of la Ihe parly who accepts asslgnment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE I authoriza
payment of medical banalits o tha undarslgned physiclan o suppilar far
services deseribed below.

| ——— PATIENT-AND INSURED INFORMATION >

helow, .
sianeo_ SIGNATURE ON FILE paTE sianen_ SIGNATURE ON FILE
14. DATE OF CURRENG: ILLNESS {First symplom) OR, 15. IF PATIENY HAS HAD SAME OR SiMILAR (LLNESS. | 16, DATES FATIENT UNABLE TO WORK IN CURRENT QCCUPATION
MMy DD INJURY {Accident) OR GIVE FIRSTDATE MM ) 0D | YY Mg DOy Y MMy DD YY
! PREGNANCY(LMP) [ FROM ! TO
7. NAME OF REFERAING PROVIDER OR OTHER SOURCE : ] % i1 18. HOSPITALIZATION DATES HELATED TO GURRENT SERVICES
s PR e e e e MM DD Y MM DD, VY
17b.3 NPI FAOM i | 0 ! !
20. OUTSIDE LAB? $ CHARGES

8. RESEAVED FOR LOGAL USE

DYES DNO ' ’

21. DIAGNOSIS CH NATURE OF ILLNESS OR INJUAY (Aslals %ems 1, 2, 3ar 4 fo Jtem 24E by Line} 22. MEDICAID AESUBMISSION
I CODE CAIGINAL REF, NO.
1079999 sl S
: 23, PRIOR AUTHORIZATION NUMBER
2 | . [ . -
24. A, DATE(S} OF SERVICE B. C. | b. PROCENURES, SERVICES, OR SUPPLIES E F. G. H. 3 J =
From ] PLAGE O (Explaln Unusual Girciimstances) CIAGNQSIS o; F 1, HENDERING Q
MM jub] YY MM DB YY [SERVICE| EMG | CPTHCFCS y IFIER PO!NTEH $ CHARGES UNTS | P PROVIDER D, # l&
@
(]
— T
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5 o] ]
3 d Ha,
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o
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B P TEnT e
6F & s
1 H o,
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23, FEDERAL TAX 1.D. NUMBER &SN EIN 26. PATIENT'S ACCOUNT NO, 27. éCCEPT ASSIGNM%GT? 284 TOTAL CHARGE 23. AMOUNT PAID 80. BALANCE DUE
1For govt, clairia, 589 Bacl . |
123456789 [ vEs O s 80000 | s P s 80090
3t. SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOGATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( i23 ) 456 7890
INCLUDING DEGREES OR CREDENTIALS ABCH Health ABCH
{l certily lhat the staterments on Ihe reversa ome Healt] ome }Iealth -
apply o Ihis bil and are made a part thereol) 123 Caring Street 123 Caring Streat
SIGNATAURE ON FILE Anytown, TX 77777 Anytown, TX 77777
i PR T 7 < N 3
SIGNED DATE A KNPl Iir > LTSS Number i : J"
APPROVED OMB-0938-0999 FORM CMS-1500 {08-05)

NUCC Instruction Manual availabla at: WWW.NUCE.0rG




PROFESSIONAL SERVICES

1500 _
HEALTH INSURANCE CLAIM FORM

APPROVED 8Y NATIONAL UMIFORM CLAIM COMMITTEE Ce/Dg

PICA PICA
1. MEDICARE  MEDICAID TRIGARE GHAMEVA GROUP FECA OTHER | 12. INSURED'S LD, NUMBER {For Program in llem 1}
] {Maicars #) D (Madicaid &) D {%Es‘n”!i’}u’f S5M) D Mamber iD4) D E%‘?&ZHS,“” [_‘ (%E»'F}UNG D (1) 123456789
2. PATIENT'S NAME [Lzs{ Nama, First MNamg, Midd'e Initiat} 3 PQTEEPIJT%nglTH Dy.v\\;!'E SEX 4, INSUREQ’S NAME {Last Nama, First Nama, Middle Inilial)
Doe, John M. 01} 01! 1960 v[x] ¢[] | Doe, John M.
5 PATIENT'S ADGRESS [No., Streel] 5. PATIENT RELATIONSHIP TO INSUARED 7. INSUREC'S ADGRESS [No,, Strea)
123 ABC Street so|_] spouse[ ] ciie[ | omer] ] 1 123 ABC Street
CiTY STATE | 8 PATIENT STATUS CITY STATE
Anytown X Singla B Married D Other ‘j Aﬂ}'tOWﬂ TX
| ZIP GODE TELEPHONE (Include Area Coda) ZIP CODE TELEPHONE (Includs Arza Cade)
77T ( ) Employed | ] o L ] o 77777 (123 ) 456 7899
1. INSURED'S POLICY GAQUR OR FECA NURBER

3. OTHER INSURED'S NAME ({Last Name, Flrst Name, Middlg Initialy

a, EMPLOYMENT? (Current or Pr

ves [

2. OTHER INSURED'S POLICY OR GROUP NUMBER

10. 1S PATIENT'S CONDITION RELATED TO:

avious)

NO

a. INSURED'S DATE OF BIRTH 8EX
MM [ DD | ¥

]

L]

b. EMPLOYER'S NAME OR SCHOOL NAME

b %‘HE:R |Egu1:eo-\§\pars OF BIATH oy b. AUTO ACEIDENT? PLAGE (Sale}
P M [ ] YES NO )
< EMPLOYER'S NAME OF BCHOOL NAME &, OTHER ACCIDENT? 0. INSURANCE FLAN NANE OR PROGRAM NAME
[Jres  [Jno HMO NAME
10d. RESERVED FORA LOGAL USE .15 THERE ANOTHER HEALTH SENEFIT FLART

d. INSURANCE PLAN NAME OR PAOGRAM NAME

If yes, ratum 1o and completa ltem

DVES l X] NO

9a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12, PATIENT'S GR AUTHORIZED PERSON'S SIGNATURE | autherize tha release of an

Yo precass thls claim, 1 alse raquest paymant of govemment bansfls gither to myself ar t
belaws.

y madical or oiher Infarmalien necessary
a the party wha accaps asslgnmant

payment of medical banalfts to the undey
sarvices deseribad balow.,

sanen_ SIGNATURE ON FILE

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorkza
rsignad phystclan or suppllet for

~<— PATIENT AND INSURED INFORMATION | ~%—CARRBIER

sienen_ SIGNATURE ON FILE DATE
14. DATE OF GURRENT: ILLNESS {First symptom) OR 18, 1F PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16, DATES PATIENT UNABLE 10y WORK [N CURRENT OCCUPATION
Mﬁ | boy W (lwunvc idant] OR GVEFIRSTOATE MM} DOy vy IGM 1 ED 1YY MM ;DD Yy A
! ! PREGNANCY(LMP) i =l FROM ! Q I
17. NAME OF REFERAING PROVIDER OR OTHER SOUAGE B3 7 S %, = 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVIGES
sy R Rl 4 il MM DD, YY MMTUDD Y
17| NP FROM | i TO !
19. RESEAVEQ FOR LOGAL USE 20. DUTSIDE LAB? § CHARGES
[ves {Jwo |
21. DIAGNGSIS OA NATURE OF ILLNESS OR INJURY (Flelata Nams 1, 2, 3 or 4 o fiars 246 by Ling) 22, MEDICAID RESUEMISSION
l CODE ORIGINAL AEF, NO.
1179999 sl T
23. PRIOA AUTHORIZATION NUMBER
21 b
24. A DATE(S) OF SERVICE B. C.. | D. FROCEDURES, SERVIGES, OR SUPFLIES E, F. G [HJ L 2. =
From Ta PLAGE OF} (Explaln Unusual Clred ) DIAGNOSIS Oovs FRSO g, RENDERING o
vy MM DD vy fseavice| ema | cpimicpcs . MODIFIER QINTER 3 CHARGES UNTS QUAL, PROVIDER ID. # -
E_M—- crer ey ] e R LA ETER = z Py <&
1 e 25 R ey E
02 01 67]02 o
7 e ; L
D i S =
@
=
2
3y I3
a,
=]
.- # £ m
4 g o
=]
A=
- =
5 : 3
. - - o
A e TR, TR
6 é&‘xﬁ%&%@% Hh S z
1 1 i 2 4
] 1 L " 3 L 1 1 4 K f
25, FEDERAL TAX L. NUMBER SSN EIN 28, PATIENTS ACCOLINT NO. 27, ACCEPT ASSIGNMENT? | 28, TOTAL CHARGE 29, AMOUNT PAID 30. BALANCE DUE
of govt, claims, sae back) R '
123456789 (0] ves [ Jwo s 80000 | s | s 80090
31, SIGNATURE OF PHYSICIAN OR SUFPLIER 32, SEAVICE FACILITY LOGATION INFORMATION 3. BILLING PROVIDER INFO & PH # ( 123 ) 456 7890
INCLUDING DEGREES OR CRAEDENTIALS ABCH Health ABCE E
(J conlify that the statemants on the 1eversa ome Healtl Toine Health
apply to this bill and ars made a part thersof.) 123 Cari ng Street 123 Caring Street
SIGNATAURE ON FILE Anytown, TX 77777 Anytown, TX 77777
SIGNED DATE * J = LTSS Number] RSy
APPROVED OMB-0838-0899 FORM CMS- 1500 (08-05)

NUCC Instruction Manual available af; Www.nLcc.ong




DAY ACTIVITY AND HEALTH SERVICE (DAHS)

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

e

PICA

1. MEDICARE MEDICAID Eﬁ!&}?ﬂgs CHAMPYA HEEL% PLAN éEEfUNG OTHER | 1a. INSURED'S 1.0. NUMBER {Far Program in ltem 1}
:[(Medicam 3 D (Madicaid #) D (Sponsors SSN) D (Mamber 104 D (58N ar i) r {558) D (0} 123456789
2. PATIENT'S NAME {Last Nama, First Nams, Midgdle Initial) 3. PATIENT'S BIRTH DATE SEX 4. INSURED'S NAME (Last Nama, First Namae, Middls initia})
M DD Y Doe. J

Dee, John M, 01 o1 ! 1900 v[x]  ¢[] oe, John M.
5. PATIENTS ADDRESS {Na., Strget) €. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS {No., Streat)

123 ABC Street sat[ ] spovse] ] cl | ome| | | 123 ABC Street
Iy STATE | 8 PATIENT STATUS crY STATE

Anytown X singia [ ] Married D ater[_] Anytown TX
2P CODE TELEPHONE {Include Area Coda) ZiP CODE TELEPHG_NE (Include Araa Cade)
Fulk-Time Part-Time

17777 ( ) Emploved [ Shucont || Gnstont 77777 (123 ) 456 7899

§. OTHER INSURED'S NAME (Last Nama, First Nama, Middls Inilial) 10. 1S PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

DNO

a. OTHER INSURED'S POLICY OR GROUP NUMBER
YES
Ir AUTO ACCIDENT?

[ Jres

NO L
6. OTHER AGCIDENT?

[ Jres  [no

1. OTHER INSURED'S DATE OF BiRTH
M ' [#]a] ' Yy

P |

c. EMPLOYER'S NAME OR SCHOOL NAME

SEX

il

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIATH SEX
[ Dy YY

P MO ]

PLACE (State)

b EMPLOYER'S NAME OR SCHOOL NAME

. INSURANCE PLAN NAME OR PROGRAM NAME

HMO NAME

d. INSURANGE PLAN NAME CR PROGAAM NAME 10d. RESERVED FOR LOGAL USE

d. I8 THERE ANCTHER HEALTH BENEFT PLAN?

[ves | X|no

#f yas, retum to and complate item § a-d.

PATIENT AND INSURED INFORMATION ———————>|<—CARRIER —)

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12. PATIENT'S OR AUTHCRIZED PEASON'S SIGNATURE | autharize the release of any medical or other information recassary
to pracass 1his clalm. 1 also request payment of government hanefis sither o myself or lo tha parly who accepts asslgnment
balow.

senen_ SIGNATURE ON FILE

DATE

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE [ authoriza
paymant of medical benefits 1o the undsrsigned physician or suppiter for
services desoribed below.

sonep_ SIGNATURE ON FILE

INJURY (Accident) OR GIVE FIRST DATE M }

h | PREGNANGY(LMP)
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

t4. DATE OF G NT: ILANESS (Flsst tom) OR
T C6S l{HRE ‘ { symptom}
1 ]

15. IF PATIENT HAS HAD SAME QR SIMILAR ILLNESS.
M [s1y] I Y

16 DATES PATIENT UNABLE TO WCRK IN CURRENT QCOUPATIGH
M, DD oYY MM p DDy WY
I ©

FROM | !

1
5] 18. HOSPITALIZATION DATES RELATED T CURRENT SERVICES
=t MM DD Y MM DD Yy

1
FROM 1 1 TO I ]
H 1 L

19, RESERVED FOR |LOCAL USE

1
20. QUTSIDE LAB? $ CHARGES

[ves [Jwo | ,

21. DIAGNOSIS OR NATURE OF ILINESS OR INJURY (Reiata items 1, 2, 3 or 4 to Htam 24E by Line)

=

22, MEDICAID RESUBMISSION
CODE ORIGINAL BEF. NO.

1.L.799.99_ s
23, PRICR AUTHORIZATION NUMEER
2l . 4 .
24. A "DATE(S) OF SERVICE B, ! © | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. q [HI L J. =
From To PLacED {Explain Unusual Clrcumstances) DIAGNOSIS e B o RENDERING o
CPT/HGPCS MODIFIER POINTER $ CHARGES URITS ] Pln | quAL PROVIDER E
= 7 : ; e

=
«©
o
[
Z
i
u
2l -
o
a
2
| &
@
[+]
=2
I
o
12]
e
T

INCLUDING DEGREES OR GREDENTIALS

1 : |
25. FEDERAL TAX |.D. NUMBER SSN &N 26. PATIENT'S ACCOUNT NO, 27. ACCERT ASSIGNMENT? | 58 TOTAL CHARGE 29, AMOUNT PAID | 30, BALANGE DUE
123456789 L] [Jves [ Ina $ 33000 | s Vs 33000
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 3. 2ILLING PROVIDER INFO & PH A ( 123 § 456 7890
{1 certify that ihe statements on tha reverse © ABC DAHS ABC DAHS
apply to thls bil and are made a part lheragt.) 123 Activity Street 123 Activity Street
SIGNATURE ON FILE An)l/tmfvn, TX 77_77? Anytown, TX 77777
SIGNED DATE & M9

NUCC Instruction Manual available at; WWw.nucc.org

e




1500 |
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATICNAL UNIFORM CLAIM COMMITTEE 08/05

ADULT FOSTER CARE (AFC)

[T pica Fich
1. MEDICARE  MEDIGAID RICARE CHAMPVA GAOUP .« EECA.  OTHER|ia INSURED'S LD. NUMBER {For Pragram in hem 1)
j (Madicara :}D (Modicald #) D tSponsars SSH) (ember D#) D (SN or 1) [_ (SSN) D D) 123456789
2 PATIENTS NAME [Last Name, Frst Name, Middie tlfia) 3 PATIENTS BIRTH DATE SEX 4. INSURETY'S NAME (Last Name, First Name, Middle Inilia]
R p DO Y Doe. J
Dee, John M. 011 011190 v x [ oe, John M.
5. PATIENTS ABDRESS (No., Streer) 8. PAT/ENT RELATIONSHIF TO INSURED 7. INSURED'S ADDRESS (No, Streal)
123 ABC Street sef ] spose] Jonia] | omel| | { 123 ABC Street
cITY STATE | B, PATIENT STATUS cITY STATE
Anytown TX singa[ ] mamed| | ower|[ ] | Anytown X
ZIP CODE TELEPHONE (Inehide Area Goda) ZIP CODE TELEFHONE {inchide Arza Code)
Full-Tims Part-Time
77777 ( ) empioyed | ] gugent | | sucent L1 | 77777 (123 ) 456 7890
9. OTHER INSURED'S NAME [Last Name, First Nama, Micdia Inidal) 10. IS PATIENT'S GONDITION RELATED TC: 1, INSURED'S POLICY GRGUP OR FEGA NUMBER

a. DTHER INSURED'S POLICY OR BROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH
M | \ Yy

8
i ! MI:]

EX

f[]

I
<. EMPLOYER'S NAME OR SCHOOL NAME

b. AUTO ACGIDENT?
|:| YES
o. OTHER ACGIDENT?

[ Jves

a. EMPLOYMENT? (Current or Pravious)

(o
FLAGE (State}
NG !

Duc-)

YES

2, INSURED'S DATE OF BIRTH SEX
MM ( DD | YY

| ] FL

b. EMFLOYER'S NAME OR SCHOOL NAME

¢, INSURANCE PLAN NAME OR PROGRAM NAME

HMO NAME

d. INSURANGE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

. IS THERE ANOTHER HEALTH SENEFIT PLAN?

[ves [x]mo

If yes, ratum to and complete flem 9 a-d,

belowi.

sionep_ SIGNATURE ON FILE

DATE

AEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM,
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 autharlze the reloass of any medical or cther informallon nacassary
lo pracess this claim, P alsa request payment of govamment banefils aliher to mysslf orta Lhe party whe accepts assignment

18. INSURED'S OA AUTHORIZED PEASGN'S SIGNATURE I authorize
Fpayment of medical benellts o the undsrsignad physiclan or suppller lor
sarvices describad balow.

saven_ SIGNATURE ON FILE

PATIENT AND INSURED INFORMATION ————> |~ CARRIER —

INJURY {Accident) OR

14. DATE OF CURRENT: ILLNESS (irst symptom} OR
HRTEST (e e
I PRAEGNANCY([LMP)

15, IF PATIENT HAS HAD SAME QR SIMILAR ILLNESS,
GIVE FIRSTDATE MM ! Bo vy

]
§7. NAME OF REFERRING PROVIDER OR OTHER SOURCE

16, DATES GATJENT UNABLEJ;{O WORK IN CURRENT QCCUPATION
My DDy MM | DD | ¥Y

FROM | § TO

3|16, HOSPIALIZATION DATES RELATED TO GURRENT SERVICES
: M vy MM DD YY

M, oD
FROM | i TO

18. RESERVED FOA LOGAL USE

I
20. OUTSIDE LAB? $ CHARGES

[ lves [wo | |

21. DIAGNOSIS OR NATURE OF LNESS OR iNJURY (Relata llems 1, 3, 3 or 4 1o lterm 24E by Line)

=

B

Vil

£l

o 1
: %&%m

h e
]

5 A 4

F 1
1 i

1.1.79999 alb
-2. | . 4.1 e
24, A, DATE(S) OF SERVICE B. €. | . PROCEDURES, SERVICES, OR SUPPLIES E
From To PLACE {Explaln Unusual Clrcumstances) DIAGNOSIS
MM PD Yy MM DD ¥Y__|SERVICE EMc | CPT/HCPCS ) MODIFIER POINTER
02 o1 07102 15 97 |12 $5140 {1199 | U3 [ 1
B T ; : i “ 3 ;
2y i ] i i I E
e - L 7 ¥ e =i :
3f ] ] ! i i
S e 1 i Rt o E
4 S e R i 2

22. MEBIGAID AESUBRMISSION
GCDE ORIGINAL REF, NO.

23. PRIOA AUTHORIZATION NUMBER

I

o

F. . Bl L J.
ol =t S RENDERING
$ CHARGES URTS ) Pon | ouaL PROVIDER ID. &
800.00| 15 NAi

PHYSICIAN OR SUPPLIER IN%ORMATION

25. FEDERAL TAX LD, NUMBER 55N EIN

123456789 03

28. PATIENT'S ACCOU

NT NO.

2 AR LA ST

YES NO

28, TOTAL CHARGE 28, AMOUNT PAID 30, BALANCE DUE

s 800,00 | s Lo

800.90

1. SIGNATURE OF PHYSICIAN OR SUPPLIER

32. SERVICE FACILITY LOCATION INFORMATION

33, ILLING PAOVIDER INFQH & PH # ( 12:'; )456 7890

W cartty ot s camonts o o sviten ABC AFC Home ABC AFC Home
apply to Ihis bill and are mads' a part lheraal) 123 Cari ng Street 123 Caring Street
SIGNATAURE ON FILE Anytown, TX 77777 Anytown, TX 77777
SGNED oare NPl R &+ LTSS Number By
APPROVED OMB-0938-0998 FORM CMS-1500 (08-05)

NUCC Instruction Manual available at: www.nucc.org




1
2

3
4
5
6

ADULT FOSTER CARE — RESPITE

1500
HEALTH INSURANCE CLAIM FORM

APPAOVED BY NATIONAL UMIFORM GLAIM COMMITTEE Da/0s

FIca

PICA
1. MEDICARE  MEDICAD TRICARE CHAMEVA GRCUR FECA OTHER] 12, INSURED'S 1.D. NUWBER {For Program in ftem 1}
:[;u o ;;D.“ dlcaid #}D ﬁ'ﬁAMPyssssm Dwamm)DFs%ﬁ'mauN ’ _FSLgnIbUNGD{JDJ 1234567789
2. PATIENT'S NANE (Last Namo, Ficst Name, Midets Iniia] S TIERTS BATHOATE BEX 4. NSURER'S NAME (Last Narsa, Firs! Name, Widdie tnilia)
Doe, Yohn M. ‘ 01! o1 11900 M[x] *¢[] | Doe,John M.,
5. PATIENT'S ADDRESS (Na,, Sweat) 8. PATIENT RELATIONSHIP T INSURED 7.INSURED'S ADDRESE (N, Glres]
123 ABC Street solt ] spouse[ Jonw[ ] ome| ] | 123 ABC Street
amY STATE | 8. PATIENT STATUS ciTy STATE
Aﬂytﬂwn TX Singla D MarriadD OtherD Anytown TX
ZIF GODE TELEPHONE (inclada Area Code) 7 CODE TELEFHGNE (include Area Goda)
77777 e ) gmpioyat || Guvarg | | oo 77777 (123) 456 7890
11.INSURED'S POLICY GROL® DA FECA NUMBER

9. OTHER INSURED'S NAME (Last Mama, First Nama, Middie Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER 1NSURED'§$ATE OF BIRTH BEX

y Pb

i m[ ] f[]

] 1
. EMPLOYER'S NAME QR SCHOOL NAME

1. IS PATIENT'S COND{TION RELATED TO:

8, EMPLOYMENT? (Current of Previous) SEX

ves [ ]wo

a. INSURED'S DATE OF BIRTH
MMy DG ) ¥Y

L M ]

b. AUTO AGCIDENT? PLACE {Shatg) |b. EMFLOYER'S NAME OR SGCHOOL NAME

D YES No |
©. OTHER ACGIDENT?
O

DYES

c. INSURANCE #LAN NAME OR PROGRAM NAME

HMO NAME

PATIENT AND INSURED INFORMATION "—m—)-,-ﬁ CARRIER —3-

d. INSURANCE PLAN NAME OR PROGRAM NAME

d. 1S THEAE ANGTHER HEALTH SENEFIT PLAN?

10d. RESERVED FOR LOCAL USE
[Jves | X[NO  iryss, rohum to and complate flem 8 2,

12. PATIENT'S OA AUTHORIZED PERSON"

below,

sicnen_ SIGNATURE ON FILE

READ BACK OF FORM HEFORE COMPLETING & SIGNING THIS FORM.
S SIGMATURE { autharlze the refease of any medical or oiher Inlormallon necassary

{o procasa this clalm, | also saquest paymant of governmant benafits alther to myself of la the party who accepts assignmant

13. INSURED"S OR AUTHORIZED PERSON'S SIGNATURE | authoriza
paymant of medlcal benefits la the undarsigned physiclan or supplier for
sarvicas described below.

sienen_ SIGNATURE ON FILE

DATE,

16. DATES PATIENT, LINABLE T WORK IN CURRENT QCCUPATION
MMy BH i \.’E‘? % | CDy oYY

19, RESERVED FOR LOCAL USE

14. DATE OF CURRENT: ILLNESS {First symplom) GR 15, IF PATIENT HAS HAD SAME Of SIMILAR ILLNESS,
. Mﬂ ] Sgi : {’I‘f ‘ INJURY (L:cidant) OR GVE FIHSTOATE MM ) DD vy
] ! PREGNANCY(LMP} [ i 10
17. NAME GF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPITALIZATION DATES RELATED TO CURAENT SERAVICES
Faill B R MM DD, VY MM, 00, Yy
17b. | NPy FROM i TO ] !
20, OUTSIDE LAB? $ CHARGES

[ves [TJno | |

21, DIAGNOSIS CH NATURE OF JLINESS OR INJURY {Relata tams 1.2, 3or 4 I em 24E by Lne)

22, MEDICAID RESUBMISSION
CCDE QRIGINAL REF. NO.

=

1.L.79999 al_ "
23, PRICA AUTHORIZATICN NUMBER
2t .. 4 L e '
24, A, DATE(S} OF S8CRVICE B. G. [ D. PROCEDURES, SERVICES, OR SUPPLIES E. F, 3, . I J. =
From Ta PLACE {Expliin Unusual Clrcumslzncas) DIAGNOSIS oils Fre o, HENDEAING 5]
MM pD Y MM DD YY [servicE| EMQ | CPT/HCPCS k MODIFIER POINTER 4 CHARGES LTS | Flan | OUAL. PROVIDER ID. L] E
3 : : AptTesme g
02 010702 15 97 | 12 i S8si51 1 800.00{ 15. NPl S
P i 5 “ E
] ! - NP 5
| - r }
= s i¥ i
i NP1 a
- e T - o e ! : - T S
3 : : ! bt pis
] I i g t : NEl =}
: R Vi T 3 TR = 7 7 E
| P A i i NFI g
o e st . , D 1o e S
P! ! i i ;R R b NPL a,
25, FEDERAL TAX 1D, NUMBER 88N EIN 28. PATIENT'S ACCOUNT NQ., 2t éﬁ%fxgﬂrﬁssﬁi\l&%m? 2B, TOTAL GHARGE 29. AMOUNT PAID 30, BALANCEDUE -
123456789 0] Clws [Jw [s 800,00 | s | is 80090
2. SISE‘STUF:;E CF PHYSICIAN qusgj’rpuiﬂ 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( 123 ) 45_’6 7890 ’
N I0ING DEGREES OA GR JALS
{1 cerilty that the slatemants on the reverse ABC AFC Home ABC A¥C Home
apply to Ihis ill and are made a part thereal.) 123 Caring Street 123 Caring Street
SIGNATAURE ON FILE, Anytown, TX 77777 Anytown, TX 77777
SIGNED ' DATE & NP gl L @ > LTSS Number ::g, i
APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)

NUCC Instruction Manual avaitabla at; WWw.nuec.org




ASSISTED LIVING (AL)

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM SOMMITTEE 0&/05

EE]'—I‘PICA

PiCA

1. MEDICARE MEDICAID TRICARE FECA OTHEA

CHAMPVA cup
i CHAMPUS TH PLAN
(Madicare &) f_—_] (Medicaid #) D (Sponsors SSA) [:] or 10

GR
HEAL
(MemberiC) D (55N

1a. INSURED'S 1.D. NUMBER

(Far Program in item 1)

123456789

2. FATIENT'S NAME ({Las!l Mamns, First Nama, Middle Initial}

BLKLUNG
F SN D(m}

3 PATIENTS BiRTH DATE
Doe, John M.

SEX
s} YY
011 o1 1900 X ¢[]

4, INSURED'S NAME (Last Nama, First Name, Middle Initial)

Doe, John M.

5. PA¥IENT'S ADDRESS (Mo., Street) 8, PATIENT RELATIONSHI? TO INSURED

7. INSURED'S ADDRESS {No., Strget)

123 ABC Strest SanD SpouseD Ch\IdD 01hsr[| 123 ABC Street
cIry STATE | 8 PATIENT STATUS iy STATE
An)’ town X Singla D Married D Other D A nytown TX
ZIP CODE TELEPHONE {Include Area Code) ZiP GODE TELEPHONE (Inciude Araa Code)
77777 ( ) empioved (] Suaem | suens |1 | 77777 (123) 456 7890
11. INSURED'S POLICY GROUP OR FECA NUMBER

9. OTHER INSURED'S NAME (Last Nama, Fiest Name, Middie Initfa) 10, 15 PATIENT'S CONDITION RELATED TQ:

a. EMPLDYMENT? {Cutrent or Previous)

[:I”O

2, OTHER INSURED'S POLICY OR GRCOUP NUMBER
YES

a. INSURED'S DATE OF BIRTH
MM | DD | oYY

SEX

. ML [

b. AUTO ACCIDENT?

[:] YES

b. %THEF! INSUHED';\PATE OF BIRTH SEX PLACE {State)

I M| Gl

b. EMPLOYER'S NAME OR SCHOOL NAME

NG
¢. DTHER ACCIDENT?

[ Jves [ o

I i
¢. EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

HMO NAME

d, INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE

. 1S THERE ANOTHER HEALTH BENEFTT PLAN?

U ves | X|no

I yas, retum to and complale item 9 a-d.

PATIENT AND INSURED INFORMATION ——————-—> |- CARRIER —)

READ BACK OF FORM BEFQRE COMPLETING & SIGNING THIS FORM. 1
12. PATIENT'S CR AUTHORIZED PERSON'S SIGNATURE 1 authoriza he releasa of any madical or other informalilon necassary
fo pracess this claim. | aiso request payment of govemmant benefits either lo mysalf or ta the party whe accepta assignment

balow,

8. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE I authoriza
paymani of medical banelits 1o the undersignad physlcian or supplier lor
senvicas described below.

9. AESEAVED FOR LOCAL USE

SIGNED SIGNATURE ON FILE DATE SIGNED SIGNAT[IRE ON FILE Y
14, DATE OF GURRENT: ILLNESS (First sympiom) CR 15.IE PATIENT HAS HAD SAME QR SIMILAfL ILLNESS. | 16. DATES PATIENT UNABLE TQ WORK IN CURRENT OGCUPATION +
MM DD Y INJURY {Accident) OR GIVE FIRSTDATE MM DD | YY MM DD Yy MM DDy ¥Y
| ! PHEGNANCY{LMP) I FROM ! i TO I
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18, HOSPITALIZATION DATES HELATED TO GURHENT SERVICES
MMT DD Yy MM DD Yy
FRCOM ! ! TO ] !
26. OUTSIDE LAB? $ CHARGES

[lves [Jno | |

21. DIAGNCSIS CA NATURE OF ILLNESS OR INJURY (Relala ltems 1, 2, 3 or 4 Io lem 24E by Line}

)

22. MEDICAID RESUBMISSION
CODE

ORIGINAL REF. NO.

1.L.799.99 sl
23, FRIOR AUTHORIZATION NUMBER
21 . 4 b .
24. A DATE(S) OF SERVICE B. C. | D. PROCEDURES, SERVICES, OR SUPPLES E. F. Q. H. I J4
Fram To IPLACE O (Explzin Unusual Circumstances) DIAGNOSIS Daq F i RENDERING
Mhd DD YY MM PD YY |SERVIGE G CPT/HCFCS MODIFIER PQINTER $ CHARGES UNTS | Pln | QUAL PROVIDER ID.
. = Tk 3 : L .

T Pt

NP|

1
MW{‘FQCE%?&”%%X@W& Sert
L]

HYSICIAN OR SUPPLIER INFORMATION

2
MCEKI'\IT?

e——— —

NUGCC Instruction Manual available at: ViWW.NLIGC.oTg

1 ¢ Ll Ed 1 ) 2 i
25, FEDERAI. TAX |.D. NUMBER, 83N EN 26, PATIENT'S ACCOUNT ND, l 2?.&5?5’5@;&2%?“ 28. TOTAL CHARGE ]29. AMOUNT PAID 30. BALANCE DUE ~
123456789 (1173 ves | |wo g 75000 s i [s 73000
31. SIBNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFGRMATION 33. BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES CR CREDENTIALS . L. : Py
{1 cerify that the statemenls on the raversa ABC Assisted Living ABC As:e.:sted Living
apply to this bill 2nd are made' a part Ihereol } 123 Caring Street 123 Caring Street
SIGNATURE ON FILE Anytown, TX 77777 Anytown, TX 77777
|signeD patE ” P ; LTSS Number? .
APPROVED OMB_-DQSB’OBQQ FORM CMS-1500 (08-05)




ASSISTED LIVING - RESPITE

HEALTH INSURANCE CLAIM FORM
APPRGVED BY NATIONAL UNIFORM GLAIM GOMMITTEE calts
PicA

PICA

. MEDICARE  MEDICAID IRICARE CHAMPVA GROUP, oy 0 OWER
D{Msdt‘c&rﬂ #}D{Msdfcaid 4 D {Egansors SS) D (Member i) D (85N or iD) f:— (SSN) D(m}

la. INSURED'S 1.D. NUMBER

123456789

(For Program in ltem 1)

2. PATIENT'S NAME [Last Name, Flrst Nams, Middle inktiaf) 3. PATIENT'S BIRTH DA’E SEX 4. INSURED'S NAME (Last Name, First Name, Middle Infiial)
MM DD Y 3

Doe, John M. 611 6111900 M f[ | | Doe, John M.
5. PATIENT'S ADDRESS {No., Slreal) 8, PATIENT RELATIONSHIP 7O INSURED 7. INSURED'S ADDRESS (Ma., Street)

123 ABC Street sa[ ] spouse[ Jcria] ] ower[ | | 123 ABC Street
CITY STATE | 8. l_’ATlENT STATUS CITY STATE

Anytown X singa [ ] Mamed[ | ome[ ] | Anytown X
ZIP CODE TELEPHONE (Include Area Cods) ZIP CODE TELEPHONE (Inciude Area Code)
Full-Tima Part-Timna
T ( ) Employed D Student Student 77777 ( 123 ) 456 7890
11. INSUREG'S POLICY GROLUP OR FEGA NUMBER

9. OTHER INSURED'S NAME {Las! Name, First Name, Middia Initfz) 10. 13 PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? {Curran! o Previous)

YES D NO

b. AUTO ACCIDENT? PLACE (Stats)

D YES DND

£. OTHER ACCIDENT?
[

[ Jves

&, OTHER INSURED'S POLICY OR GROUP NUMBER

b, OTHER INSURED'S\PATE OF BiRTH

| % (1 o]

1 I
¢. EMPLOYER'S NAME OR SCHOOL NAME

a. INSURED'S DATE OF BIATH
MM | 0D Yy

8EX

ML) ]

1 ]

b, EMPLOYER'S NAME OR SCHOOL NAME

€. INSURANCE PLAN NAME OR PROGRAM NAME

HMO NAME

PATIENT AND INSURED INFORMATION "——"-——%[-1—- CARRIER —»

d. INSURANCE PLAN NAME DA PROGHAM NAME 10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[Jves | X]no

# yes, ratum 10 and tomplete ilem 9 a-d,

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autharize the releasa of any madical or other Infarmation necessary
foprocass this claim, f also raquest paymant of govamment banelils elthor 1o mysalf or ta the party wha acepls assignment

13. INSURED'S OR AUTHORIZED PEASON'S SIGMATURE i autherize
payment af medicat bansfits o tha understgned physlcfan or suppller for
services described elow.

below. .
sienen_ SIGNATURE ON FILE, DATE sanen. SIGNATURE ON FILE v
14. DATE OF CURRENT: ILLNESS (Flrst symptoim) OR 1. IF PATIENT HAS HAD SAME DR SIMILAR, EINESS, | 18, DATES PATTENT UNABLE T WORK IN CURRENT OGCUPATION
MJQ DOy Etl"f { INJURY {Accident) OR GIVEFIASTDATE MM |} DD ¢ YY fm | DD | YY MM DD Y +
i PREGNANGY(LMP) 1o FAOM i TQ
17. NAME OF REFEARING PROVIDER COR OTHER SCURGE ] = 5 18. HOSPITALIZATION DATES RELATED FO GURRENT SERVICES.
D R G oE Lt METDD Y MM DD VY
17b. [ NPI FROM i ] 10 | !
20, DUTSIDE LAB? $ CHARGES

19. RESEAVED FOR LOCAL USE

[Jves [ o | |

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Ralate hems 1, 2, 3 or 4 lo llam 24€ by Lina)

—

. MEDICAID RESUBMISSION
2 CODE

ORIGINAL REF. NO.

CPYHCPCS MODIFIER POINTE]

Do SERVICE | EMG

MM

DD
T s

Yy
o

f
3 \ ﬁ?ﬁﬁz gi:‘:{& 1
| i
I

1.L.799.99__ al
23. PRIOA AUTHORIZATION NUMBER
20 .. 4 f .
24 A, DATE(S] OF SERVICE B. | ©. |D.PROCEDURES, SERVICES, OR SUPFLIES E. F G [H] L 3
From To [PLACE ) " {Explaln Unusual Glrcumstances) DIAGNOSIS B EEn o RENDERING

PROVIDE]

IAN OR %UPPLIEH INFORMATION

1 1
25. FEDERAL TAX 1.0, NUMBER

i
26, PATIENT'S ACCCUNT NO.

27. (éﬁCrCQ)EPT ASSIGNMENT?

85N EN |1, Clairn, 586 DAC

‘ 25 TOTAL CHARGE

‘29. AMOUNT PAID 30. BALANCE DUE -

a,

NP

SIGNED DATE

123456789 3 ves | |no s 75000 s I [ 75000
al. SIGEATUREDOFGPHYSICMN 0f SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33.BILLING PROVIDER INFO £ PH R )
C s . . : P
Ulcortl et 1 stetmmes on o e ABC Assisted Living ABC Assisted Living
apply to this bill and ara made'a pad thereof )} 123 Caring Street 123 Caring Street
SIGNATURE ON FILE Anytown, TX 77777 Anytown, TX 77777
' : = gk

a

Gl 2
[——————Fnvsic

LTSS Numbery —

NUCC Instruction Manual available at: Www.nuce.org

500 (08-05)

APPROVED OMB-0338-0859 FORM CMS-




MINOR HOME MODIFICATION

1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATICNAL UNIFORM CLAIM COMMITTEE 08/05

f—l—I—]PICA

PICA rl:["

}<4— CARRIER —

3. PATIENTS BIRTH DAJE
MM} DD W

1. MEDICARE  MEDICAID TRICARE CHAMPVA gRoue . _EECA OTHER[la INSURED'S LD NUMGER {For Program in ltem 1)
j Madi u#‘)D,’" dligaid J)D (Spansors SSN) [j (MamberiDZ) I:](SSNar.'D) [_ (SSN) (i) 123456789
2. PATIENT'S NAME [Last Name, First Nama, Middie Iniial) SEX 4. INSURED'S NAME (LasL Name, First Name, Middie Initia)

Doe, John M. 01! 01 { 1900 M[x) f[ ] | Doe, John M,
5. PATIENT'S ADDRESS (No., Street) & PATIENT RELATIONSHIF TO INSURED 7. INSURED'S ADDRESS {Na., Sies)
123 ABC Street sei| | SpuuseDChide ame| ] | 123 ABC Strest
oIty STATE | 8, PATIENT STATUS oY - STATE
AnnyWﬂ TX Single I:] Married D Other D Anytown X
ZIF CODE TELEPHONE (Include Arez Code} ZIP CODE TELEPHONE {include Area Code)
77777 () Empioyed || S || o 77777 (123 ) 456 7890

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

10. 1S PATIENT'S CONDITION RELATED TO:

11. INSURED'S POLICY GROUP OR FECA NUNMBER

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (Current or Previous)

a, INSURED'S DATE OF BIRTH
MM | DD §  ¥Y

SEX

M L)

1 I

b- OTHER INSURED'S DATE OF BIRTH o
] |
L I

ves [ o
b, AUTO ACCIDENT? PLACE (State)
[ ]ves NO

b. EMPLOYER'S NAME OR SCHOOL NAME

Il
¢. EMPLOYER'S NAME OR SCHOOL NAME

. OTHER ACCIDENT?

[(Jves  [Tjuo

c. INSURANCE PLAN NAME CR PROGRAM NAME

HMO NAME

PATIENT AND INSURED INFORMATION ————

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOGAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[:] YES i X] NO It yos, relurn 1a and complets item 9 a-d.
READ BACK QF FOHM BEFDAE COMPLETING & SIGNING THIS FOAM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED FERSON'S SIGMATURE [ aulhotizs tha release of any medical or other informalion necessary payment of medical banelits to the undersigned physiclan er suppiler for
te pracass this claim. | alse request paymenl of govemmant benafits sithat 1a myself or to the party who accepts assignment sarvices described balow,
below. . .
siavep_ SIGNATURE ON FILE DATE saneo_ SIGNATURE ON FILE v
14. DATE CF CURARENT: ILLNESS {First symptom) CA 15. IF PATIENT HAS HAD SAME QR SIMILAR ILLNESS. [ 16. DATES PATIENT UNABLE T0 WORK IN CURRENT QCCUPATION
MM | DD} YY ‘ INJURY (Accidasym) OR GIVEFIASTDATE MM 3 DD ) YY MM DD \}\9 MM DD YY 4+
! i PREGNANGYLMP) ool FROM ! O
17. NAME OF REFEARING PROVIDER OR OTHER SOURCE Q{‘? 5 18. HOSPITALIZATION DATES RELATED 70 CURRENT SEAVICES
e MEEDD vy MM, DD, YY
17b.| NPI FROM g ; TC I Ii
19. HESERVED FOH LOCAL USE 20. DUTSIDE LAB? $ CHARGES
[Jves [[]no | |
21. DIAENOSIS OR NATURE OF ILLNESS OR INJURY {Helate ltems 1, 2, 3 or 4 {o Hemn 24E by Ling) 22, MERICAID RESUBMISSION
GCRE ORIGINAL AEF. NO.
1. L.799.99 __ sl T '
23. PRIOA AUTHORIZATION NUMBER
21 .. oL .
24. A DATE(S) OF SERVICE B. C. | D. PRCCEDURES, SERVICES, OR SUPPLIES E. F, G, H L J 2
From Ta PLACECF (Expleln Linusuaf Circumstances) DIAGNGSIS L RENDERING a
MK DD Yy MM DD YY (SERVICE| EMG | CPTRICPCS MODIFIER PCINTER § CHARGES UNITS [ Plan | QUAL. _PROVIDEA ID, # I
1 - T - e e 3 =T AT ) ;5{_
@
[+
LL
=
ic
|
z
a.
o
i e |
10

SIS, SR < 2\

BTE R
i
i I ] | A I HE
25, FEDERAL TAX |.D. NUMBER SSN EM | 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? |23, TOTAL CHARGE 29. AMOUNT PAID | 30. BALANCE DUE
. chirm . ;
123456789 [:' E YES NO $ 25000 | s | $ 250 90

31. SEENATURE OF PHYSICIAN OR SUPPLIER

32. SEAVICE FACILITY LOCATION INFORMATION

33. BILLING PROVIDER INFO & PH #

{123} 567890

{corit 1o o atemonts on o rveres ABC Construction "ABC Construction
apply to this bilf and ara made' a part lhereof) 123 Builder Street 123 Builder Sfreet
'SIGNATURE ON FILE Anytown, TX 77777 Anytown, TX 77777

SIGNED DATE - R : 3 LTS‘S‘N-llmbef ) .. R

~«—————""—"BHYSICIAN OR

NUCC Instruction Manual available at: www.nuce.org

APPROVED OMB-0938-0359 FORM CMS-1500 (08-05)




EMERGENCY RESPONSE

T f
1
u
- [+
HEALTH INSURANCE CLAIM FORM =
APPROVED BY NATIONAL UNIFORM CLAM GOMMITTEE 08/05 ©
PICA . PICA ¢
t. MEDWCARE MEDICAID Eﬁ!&;}g&s CHAMPVA ggﬁ)&% PLAN Ef}(CfUNG OTHER | 1a. INSURED'S 1.D. NUMBER {For Program in ltem 1) T
D (Madicara #) E] (Medicaid #) I:] (Sponsors SSN) D Member iD#) D (SSN or iD) [' ) D (1) 123456789
2. PATIENT'S NAME {Last Name, First Nama, Middle Inilial) 3, PATIENT'S BIRTH DATE BEX 4. INSURED’S NAME (Last Name, First Nama, Middle Inillal)
b ) MMy DD YY Doe. J.
oe, John M. 01 01i1%0 vx] [ oe, John M,
£ PATIENTS ADDAESS {No., Street) 8. PATIENT AELATIONSHIP TG INSURED 7. INSURED'S ADDRESS {Na., Streat)
123 ABC Street SelfD spouse[:]cmldD OlharD 123 ABC Street
cmy STATE [ 8. PATIENT STATUS ciTY STATE =
Anytﬂwn TX Singla D Martisd D Other D Aﬂytown X g
ZIF CODE TELEPHONE {Inciude Area Cade) ZiP CODE TELEPHONE {Include Arza Code) g
Fuil-Time Part-Time| il
71777 ( ) Employed D Student Studant D 7777 ( 123 ) 456 7890 o
9. OTHER INSURED'S NAME (Last Name, First Nama, Middle Initial) 10.18 PATIENT'S CONCITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER %
i
4. OTHER INSUAED'S POLICY OR GHOUP NUMBER a. EMPLOYMENT? (Cuzrent ar Previous) a. INSURED'S DATE OF BIRTH 8EX i
MM ¢ DD YY " B a
[ves [ ]no L L] 1|2
b. %THE:R IBSUJ:{ED S DATE OF BIATH SEX b, AUTO ACCIDENT? PLAGE (State) |B. EWPLGYER'S NAVIE OR SCHOGL RAME g
) sl [Jres [ Z
¢. EMPLOYER'S NAME OR SCHOOL NAME <. OTHER ACGIDENT? €. INSUAANCE PLAN NAME OR PROGRAM NAME 5
[ Jves [ Jno HMO NAME g
d. INSURANCE PLAN NAME OR PROGRAAM NAME 10¢. RESERVED FOR LOCAL USE d. IS THERE ANDTHER HEALTH BENEFIT PLAN? E
) D YES l X ]NO If yes, retumi to and completa item 9 a-d,
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM, 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12 PATIENT'S OR AUTHORIZED: PERSON'S SIGNATURE | authcrize tha ralease of any medical or aiher Informatlan necessary payment of medical benafils to the undersigned physician or supplier for
to process thig olaim. | alsa raquest paymeant ef govemment benedits alther to mysell of la tha party who aceepis assignment services describad helow.
below. .
SIGNED, SIGNATURE ON FILE DATE SIGNED SIGNATURE ON FILE Y
14. DATE OF CURRENT: M ELNESS (First ptom} OR 15. IF PATIENT HAS HAQ SAME QR SIMILAR ILLNESS, | 16. DATES PATIENT UNABLE TO WORK IN CUHRRENT OCCUPATION
MMy DD YY ‘ INJURY (Accides:tr)n OR GIVEFIRSTDATE MM ') DD @YY MMy Bl [ MM, DD VY A
! { PREGNANGY(LMP} ol FROM | ! TO |
17. NAME OF REFERRING PROVIDER OR OTHER SOUAGCE 18, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD Y MM | DD YY
FROM I Il TO ; }
19. RESERVED FOR LOCAL USE 20. QUTSIDE £AB? $§ CHARGES
[ves [Jro | |
21. DIAGNCSIS OF NATURE OF {LLNESS OR iNJURY {Refata ltems 1, 2, 3 or 4 10 ftem 24E by Line} 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF, NO.
1, L799.99__ ab L
23, PRICR AUTHGRIZATION NUMBER
2 | . 4. | .
24, A DATE({S) OF SERVICE B. €. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. a3, . ) Jd.
From To PLACE OF| {Expiain Unusual Circumstances) DIAGNCSIS oaxs Moo, RENDEFUNG
MODIFIER PCINTER $ CHARGES LNITS en | QUAL FPROVIDER ID. #

MM DD YY MM DD YY |SERVICEF EMG | CPT/HI
T 7 T i =

i ! .
i I

PHYSICIAN OR SUPPLIER INFORMATION

2
3
4
5
6

i ] l
I L

‘@?@@%ﬁﬁ&%

25. FEDERAL TAX L.D. NUMBER 8SN EIN 27.(23%§EEI£§SIS%L\F%;EN? ] éﬁ. TOTAL CHARGE 23. AMOUNT PAID 30. BALANCE DUE
' .
123456789 L] [Jves [ Ino s 4000/ s [ ]s 40,00

31. SIGNATURE OF PHYSl(E)lAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33.BILLING PROVIDER WNFO & PH W ( 123 ) 456 7890 -

INCLUDING PEGREES OR CREDENTIALS . X

{l ceqlify that the statements on the reversa ABC ERS ABC ERS

apply o this bilt and are mads'a part thereot.) 123 He]p Street 123 Help Street

SIGNATURE ON FILE Anytown, TX 77777 Anytown, TX 77777 B
SIGNED pATE 2 KNl : > LTSS Number i B r

NUGC Instruction Mangal available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)




HOME DELIVERED MEALS

HEALTH INSURANCE CLAIM FORM
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTES 0805
picA

PICA Dj—

|~ CARRIER —

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

1. MEDICARE  MEDICAID TRGARE CHAMPVA GROUP o _ESGA.  OMER
j.’Msdfcare =J|:| (Macicaid # D tSoonsor's SSN) D (MemboriDd) [] ($3N or D) [' (SSN) [j (D) 123456789
2. PATIENT'S NANEE {l_ast Name, First Mama, Middls fnfial) 3. PATIENTS BIRTH DATE SEX 4 INSUREQ'S NAME (Last Narme, Firs! Name, Middle initiad
Doe, John M 017 61 1 1900 Doe, Joh
oe, John M. 017 611900 »[x]  ¢[] oe, John M.
5. PATIENTS ADDRESS (No,, Slreat) 6. PATIENT RELATIONSHIP TO INSURED 7. INEURED'S ADDRESS (No., Streal)
123 ABC Street sat] ] spovse[ ] o[ | orher[:] 123 ABC Sfreet
aITY STATE | 8. PATIENT STATUS oY STATE
Anytown X Single I:I Matried D Cther l::] Anytown TX
ZIP CODE TELEPHGNE (Inchuds Area Code) ZIP CODE TELEPHONE {Inciude Acea Cods)
Full-Tima Part-Time
71777 ( ) Employed [ | Student | ] sent |1 | 77777 (123 ) 4567890

9. OTHER !NSYRED'S NAME (Last Name, First Nama, Middls Initial) 10, 1S PATIENT'S CONDITION AELATED TO:

a. EMPLOYMENT? (Current or Previous)

YES [:} NO

. ALTO ACCIDENT? PLACE {Stata)

DYES [Jne i

6. OTHER ACGCIDENT?
[Jwo

D YES

8. OTHER INSURED'S POLICY OA GROUP NUMBER

b, OTHEA INSURED'S DATE OF BIRTH
M | 1 ¥y

] ] MD

Il 1
6. EMPLOYER'S NAME CR SCHOQL NAME

8EX

fl]

11. INSURED'S POLICY GROUP OR FECA NUMBER

2. INSURED'S DATE OF BIATH SEX
My 00 ) vy
H

P . ]

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PAOGRAM NAME

HMO NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE

PATIENT AND INSURED INFORMATION ————

d. I3 THERE ANOTHEHR HEALTH BENEFIT PLAN?

[Jres |x]wo

If yas, ratum to and completa item 9 a-d.

READ BACK OF FOAM BEFORE COMPLETING & SIGNING THIS FORM. .
12. PATIENT'S OR AUTHORIZED PERSCN'S SIGNATURE | autharize the ratease of any medical or other Informalion necessary
to pracass ihis claim. | afso request paymant of government benaflis alther To myself or lo fhe party wha accapts assignment
helow.

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE [ authorize
payment of medical benalits to the undersigned physlclan or suppiter far
sarvices desceribed below,

sicnen__SIGNATURE ON FILE DATE sanen. SIGNATURE ON FILE Y
14. DATE OF GURRENT: ILLNESS (First symptem) OR 16. IF PATIENT HAS HAD SAME QR SIMILAR ILLNESS. [ 18. DATES PATIENT UNABLE TO WCRK iN CURRENT OGCUPATION
MM ) DO Y ‘ INJURY (Accident) OR GIVE FIRSTDATE MM ) DD | YY 'E'M 1 DDy JY MM DD Y 1
] ] PREGNANGY{LMP) wl FROM ] 0 ] |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE TR S e : 16. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
SE R s R T MM BD Y MM DD, YV
170.| NP1 FROM ! ! 10 ! ;
20. CUTSIDE LAB? $ CHARGES

19. RESERVED FOR LOCAIL USE

[Tves [Jno | |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relala ems 1, 2, 3 ar 4 to ltermn 24E by Lina)

1,1.799.99__ sl

=

22, MERNCAID RESUBMISSION
CODE QRIGINAL REF. NO.

23. PHIOR AUTHORIZATION NUMBER

.

2 L 41
24 A.  DATE(S) OF SERVICE 8. T c. [D. PROCEDURES, SERVICES, OR SUFPLIES E. £ g TH] I i
From To PLACE Of {Explain Unusuai Clrcumstances) DIAGNOSIS b ERN m HENDERING
YY MM DD MODIFIER POINTER $ CHARGES unirs | P | Qual, PROVICER 1D 4
3y ) = :

i

IAN OR SUPPLIER INFORMATION

1
S
Zeen

i
AR

T i
| ]

3

Il i
27 éCCEPT ASSIGNMCEKG\IT?

.284 TOTAL CHARGE 29, AMQUNT PAID 30. BALANCE DUE

INCLUD!NG DEGREES OR CREDENTIALS

25. FEDERAL TAX 1.D. NUMBER SSN Em {Fof povl, ¢faims, soa
) . - i
] ves | Jno $ 20000 | 4 o[ |
T SIGNATURE OF FHYSICIAN GH SURPLIER 52, SERVICE FAGILITY LOGATIGN INFORMATION S BILING FROVDERINFO & PHA { 1337) 2 eot

ABC Meals on Wheels

[——————"Bhvsic

NUCC instruction Manual available at: WWW.NUCC.0rg

{| cedify that Ihe statements on the reverse ABC ERS
apply fo this bilt and are made'a part thereof.} 123 Eat Street ) 123 Eat Street
SIGNATURE ON FILE Anytown, TX 7777 Anytown, TX 77777 -
SIGNED DATE = £11%% B A2 T,TSS Number! | e
APPROVED OMB-0938-0998 FORM CMS-1500 08-05)




