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PO Box 4386
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1. MEDICARE  MEDICAID TRICARE CHAMPYA OTHER| 12, INSURED'S |.D. NUMBER (For Program in ltem 1)
- AER PLAN BLKLU

DrMedica.res) |:| (Medicaid$) D (ID#DDH) D (Member ID# D (1D4) D D (1D#)

2 PATIENT'S NAME (Last Name, First Name, Miode i) 3 PATIENTS BIFTH DATE o 4. INSURED'S NAME (Last Narme, First Name, Middle Inital)

M| DD |

| | M f[

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

6. PATIENT RELATIONSHIFP TO INSURED

Self|:| Sp:u5&|:| cni[ ] Otner[ ]

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

CITY STATE

ZIP CODE TELEPHCONE (Indude Area Code)

( )

8. RESERVED FOR NUCC USE

CITY STATE

ZIF CODE TELEPHONE (Indude Area Code)

C )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Inifial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. REBERVED FOR NUCC USE

c. RESERVED FOR NUCC USE

10. IS PATIENT'S CONDITION RELATED TO:

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. EMPLOYMENT? (Current or Preaious )

DNO
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a. INEUFHEIIR’;S DATE OF BIRTH SEX

DD | L
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b AUTO ACCIDENT?

|:] YES

PLACE (State)

b. OTHER CLAIM ID (Designated by NUCC)
|
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[[Jves [ Jno

c. INSURANCE PLAN NAME CR PROGR AM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

| Jves ~no

ffyes, complete iterns 9, 9a, and 9d.

PATIENT AND INSURED INFORMATION —— >« CARRIER — )

READ BACK OF FORM BEF ORE COMPLETNG

& SIGNING THISFORM.

12. PATIENT'S OR AUTHCRIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
1o process this claim. | also request payment of government kenefits either 1o myself o 1o the party who accepts assignment

. INSURED'S OR AUTHORIZED PERSCN'S SIGNATURE | autharize
payment of medical benefits io the undersigned physician or supplier for
services described below.

CCEFT ASS| GNM‘ENT'?
T QoVE Claims, see

| |ves NO
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D ves [ |mo |
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2 — B "o | D | |
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24 A DATE(S) OF SERVICE E | C |D. PROCEDURES, SERVICES, OR SUPFLIES E! F & e L 7. z
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25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27 28. TOTAL CHARGE ] 29. AMOUNT PAID 30. Rsvl.for NUCC Use
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| | |

31, SIGNATURE OF PHY SICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{l ceriify that the statements on thereverse
applytothis bill and aremade a part thereof.)

32. SERVICE FACILITY LOCATICN INFORMATION

33. BILLING PROVIDER INFO & PH # ( )

a.

SIGNED
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b.

b.

NUCC Instruction Manual available at: www.nucc.org
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