
Insurance Company
     

Address 1
     

Address 2
     

Address 3
     


Medicare
Medicaid
Champus
Champva
Group H.
FECA
Other
 
 
 
 
 
 
X
Insured’s ID Number
     

Name
     
Patient’s Birth Date 
Sex

  
  
  
 M
 F
Insured’s Name
     

Patient’s Address
     
Patient Relationship to Insured

Self 
Spouse 
Child 
Other 
Insured’s Address
     

City
     
State
  
Patient Status

Single 
Married 
Other 

City
     
State
    

Zip Code
Telephone
      
(   )
         

Employed 
FT Stud. 
PT Stud. 
Zip Code
     
Telephone

(   )
         

Other Insured’s name (last,first, middle) 
     
Is Patient’s Condition Related to:
Insured’s Policy Group or FECA Number
     

Other insured’s policy or group number
     
Employment? 

YES 
NO 
Insured’s Date of Birth (mm-dd-yy)
Sex

  
  
  
M 
F 

Other Insured’s Date of Birth (mm-dd-yy)
Sex

  
  
  
 M
 F
Auto Accident?

State

YES 
NO 
  
Employer’s Name or School Name
     

Employers name or school name
     
Other Accident?

YES 
NO 
Insurance Plan or Program Name
     

Insurance plan name or program name
     
Reserved for local use
Is there another Health Benefit Plan?

 YES
 NO
If yes, complete item 9a-d

Patients or authorized persons signature



Insured’s or Authorized Person’s Signature

Signed
Signature on file
Date
     

Signature on file

Date of Current (Illness or Injury or Pregnancy)

  
  
  
(mm-dd-yy)
Date of First (same or similar ill)

  
  
  

Dates patient unable to work in current occ.  (mm-dd-yy)
From
  
  
  
to    
  
  

Name of referring Physician or other source
     
ID Number of referring phys.
     
Hospitalization dates related to current services.  (mm-dd-yy)
From
  
  
  
to    
  
  

Reserved for local use

Outside Lab?
Charges

 YES
XNO
     
     

Diagnosis or nature of illness or injury
1.
     
3.

     
Code 
(Medicaid resubmission)
orig ref no

     
     

2.
     
4.

     
Prior authorization number
       


Dates of service
Place
Type
Procedures,Services or Supplies
Diagnosis


From
To
of
of
CPT/HCPCS
Modifier
Code
$ Charges
Days
epsdt
EMG
COB


Units
fampl


reserved

1.
From

To


Place
  
  
  
  
  
  
   
   
     
  
     
     

     
   
   
   
   
   

2.
  
  
  
  
  
  
   
   
     
  
     
     

     
   
   
   
   
   

3.
  
  
  
  
  
  
   
   
     
  
     
     

     
   
   
   
   
   

4.
  
  
  
  
  
  
   
   
     
  
     
     

     
   
   
   
   
   

5.
  
  
  
  
  
  
   
   
     
  
     
     

     
   
   
   
   
   

6.
  
  
  
  
  
  
   
   
     
  
     
     

     
   
   
   
   
   

Federal Tax ID Number
SSN
EIN
Patient’s Account No.
Accept Assignment

     
 
 
     
yes 
nox
Total Charge
Amount Paid
Balance Due

     
     
     

Signature of Physician or Supplier
Name and Address of Facility Where Services were

Including Degrees or Credentials
rendered (if other than home or office)
Physician’s, Supplier’s Billing Name, Address, Zip Code and Phone


     
Signed
     
     
     




pin     
grp     

