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1. MEDICARE MEDICAID gﬁftﬁglﬁs CHAMPVA EEE\)LL‘JFH BLAN BLK LUNG OTHER 1a. INSURED'S I.D. NUMBER (For Program in Item 1) A
D (Medicare #) D (Medicaid #) D (Sponsor's SSN) (Member ID#) D (SSN or ID) D (SGN) D (1D)
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE SEX 4. INSURED'S NAME (Last Name. First Name, Middle Initial)
MM 1+ DD
. ML ] f[]
5. PATIENT'S ADDRESS (No., Street) 6 PATIENT RELATIONSHIP T INSURED 7. INSURED'S ADDRESS (No.. Street)
Self D Spouse D Child D Other l:‘ |
CITY STATE | 8. PATIENT STATUS CTY STATE =z
Singte I:] Married [:] Other D 8
ZIP CODE TELEPHONE (Include Area Code) | ZiP CODE TELEPHONE (Include Area Code}) <§t
Full-Time Part-Time ( ) ot
( ) Employed |: Student Student D O
9. OTHER INSURED'S NAME (Last Name. First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 1. INSURED'S POLICY GROUP OR FECA NUMBER %
. a
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURED'S DATE OF BIRTH SEX g:J
MM, DD YY —_— oD
- M F
| Jees [Jno M N 1z
b. ?,IT,\TEIR '%SDUF“ED S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) | b EMPLOYER'S NAME OR SCHOOL NAWE a
L | w[ ] e[ ] [Jves vy | 2
¢. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME E
[J YES [] NO g
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? g
D YES D NO If yes, return to and complete 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 | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
|
SIGNED DATE SIGNED e i
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OF SIMILAR ILLNESS, |16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM |, DD , Yy INJURY (Accident) OR GIVE FIRST DATE MM | DD YY MM | DD YY MM | DD, YY
! | PREGNANCY (LMP) I 1 FROM J : TO J 1
1 1 1
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
e e s MM, DD | YY MM, DD, Y
17b. | NPI FROM l ; TO } 1
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [wo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (Relate Items 1.2,3 or 4 to Item 24= by _ine) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
o 3 L R -
23. PRIOR AUTHORIZATION NUMBER
2. | . 4. | . |
24, A. DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES. OR SUPPLIES E. F G. H ! J. b
From To PLACE QF (Explain Unusual Circumstances) DIAGNOSIS DAYS tIE:PSD‘T ID RENDERING 9
MM DD YY MM DD YY |SERVICE| EMG | CPT/HCPCS | MCDIFIER POINTER $ CHARGES WNITS | Phan’ | QUAL. PROVIDER ID. # E
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25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO 27. A;:CCEF’T ‘ASSlGNMEI\iT? 2¢6. TOTAL CHARGE 29, AMOUNT PAID 30. BALANCE DUE
(For govt. claims. see back) ) . | |
] [Jves [wo s s Lk |
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 34, BILLING PROVIDER INFO & PH. # ( )
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)
a. ) b. a |b4
SIGNED DATE
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BECAUSE THIS FOBM IS USED BY VARIOUS GOVEHNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY
APPLICABLE PROGRAMS.

NOTICE: Any person who knowingly files a statement of claim containing any misrepresentation or any faise, incomplete or misleading information may
be guilty of a criminal act punishable under law and may be subject to ¢ vil penshies.

REFERS TO GOVERNMENT FROGRAMS ONLY

MEDICARE AND CHAMPUS PAYMENTS: A patient's sign ature rec ;ups tz al pa and authorizes release of any information necessary to process
the claim and certifies that the information prov:df‘d n Blocks 1 *hrouah ’ is nue acwmé and forrm?etp in th@ case of a Medicare claim, the patient’s signature
authorizes any entity to release to Medicare medica and whether the person has employer group heaith
insurance, hability, no-fault, worker's compens fo r tho serv‘ 3 for which the Medicare claim is made. See 42
CFR 411.24(a). If item 9 is completed, the patient . of the: intormation 1o the health olan or agency shown. In Medicare assigned or
CHAMPUS participation cases, the physician agrees to accept the charge deteimimation of the Medicare carrier or CHAMPUS fiscal intermedi iary as the full charge.
and the patient is responsible only for the deductible, comsurance and noncoverec .. Ceinsurance and the deductible are based upon the charge
determination of the Medicare carrier or CHAMPUS fiscal irtermediary it this is less than the charge submitted. CHAMPUS is not a health insurance program but
makes payment for health benefits provided through certain affiliations with the Uniformed Services. Information on the patient’s sponsor should be provided in those
items captioned in “insured”; i.e., items 1a. 4. 6,7, 9, and 11,

BLACK LUNG AND FECA CLAIMS

Govermnment as payment oy full Black Lung

f 5 bu* o1 )G}i
zgrhm re aut h(‘”!Z S rele

The provider agrees to accept the amount paid by t CAmstructions regarding required procedure and

diagnosis coding systems.,
SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE. CHAMPUS, FECA AND BLACK LUNG)
lcertty that the services shown on this formwere medically in Jicated and necessary for the health ofthe patient and were personally furnished by me or were furnished
incident to my professional service by my employee uﬂdﬁ” ey rnmediate person ’“f supervision, except as otherwise expressly perrmitted by Medicare or CHAMPUS
reguiations.

nvs ician’s immediate paersonal supervision
of kinds commonly furnished in physician's

For services to be considered as “incident” to a physician’s
by his/her employee, 2) they must be an integral, although ing
offices, and 4) the services of nonphysicians must be incluried o

i*ze Urnfor'n@d

s or a civilian employes
336). For Black-Lung claims,

For CHAMPUS claims. | further certify that t {or any employes) who renders
of the United States Government or a contract employvee of the United State
{further certify that the services performed were for a Black Lung-retated

mhw o

No Part B Medicare benefits may be paid uniess this form 13 received

NOTICE: Any one who misrepresents or faisifies essential in ormation to raceive nayment from Federal funds requested by this form may upon conviction be subject
to fine and imprisonment under applicable Federal laws.

NOTICE YO PATIENT ABOUT THE COLLECT ON AND USE OF MEDICARE, CHAMPUS, FECA, AND BLACK LUNG INFORMATION
!t’mva‘C‘f AJT "‘TM FM% NT)

administralion of the Medicare, CHAMPUS. FECA, and Black Lung

et /,f«cf L,memmd CFH411.24(a) and 424 .5(a) (6). and

C513. E.0.9397.

We are authorized by CMS, CHAMPUS and OWCP 10 ask you
programs. Authority to collect information is in section 205(a
44 USC 310141 CFR 107 et seq and 10 USC 107

,’J\a

S, inter i al poards, health plans. and other organizations or Federal
other third parties payers to pay p imary to Federal program, and as otherwise necessary
e infornation about the benetits vou have used to a hospital or doctor. Additional disclosures

toadministerthese programs. For example, itmay be necessary fo disa
are made through routine uses jor information contained in syste
FOR MED%CARE CLAIMS: See the notice moditying system No
No. 177, page 37545, Wed. Sept. 12, 1990, or as updated and re;
FOR OWCP CLAIMS: Department of Labor, Privacy Act of 1974
1990, See ESA-5, ESA-6. ESA-12, ESA-13. ESA-30, or as updat
FOR CHAMPUS CLAIMS: PRINCIPLE PURPOSE(S): To evaluz
of eligibility and determination that the services/supplies received are

itted, Camer Medicare Claims Record, published in the Federal Register. Vol 55

S

Notice of Systems of Records,” Federal Register Vol 55 No. 40, Wed Feb. 28,

CETE

ed by civiian sources and 1o issue payment upon establishment

HEAVY,

"

ROUTINE USE(S): Information from claims and related doc

it v be : the Depl. ot Velerans Affairs, we Dept. of Health and Human Services and/or
the Dept. of Transportation consistent with their statutory acministrative respor sibilitios uncer CHAMPUS/CHAMPV A" (0 the Dept. ot Justice for representation of
the Secretary of Defense in civil actions; to the internat Revenue Service, private collection, age s, andconsumer reporting agencies i connection with recoupment
claims; and to Congressional Offices in response to mqume 5 mdﬁ at {t,e requizs st of the r)eka to whom a record pertains. Appropriate disclosures may be made
to other federal, state, local, foreign government a i dividual providers of care, on matters relating to entitiement, claims
adjudication, fraud, program abuse, ulilization review q Jc,z'c,r./ amurczm,c,,. DE am integnity. third-party liability, coordination of benefits, and civit and
criminal litigation related to the operation of CHAMPUS,

DISCLOSURES: Voluntary: however. failure 1o proviae infor nation wi
below, there are napenamm under these pregrams for refusing to supply
orthe amoum(harc};dwould prevent ,)ciymemot claims und2r these progre

payment of the claim. Failure to provide me

_:'«ay nw? rmay resuit in denial of claim. With the one exception discussed
iture 1o furnisn information regarding the medical services rendered
NS, FLMJ L 3 ;um rnnn, e information, such as name or claim nurmber, would delay
dical information under FECA could be deemed an obstruction.

Itis mandatory that you tell us it you know that another party i5 responsible for pz ving for vour treatment. Section 11288 of the Social Security Act and 31 USC 3801-
3812 provide penalties for withholding this information.

You should be aware that P.L. 100-503. the “Computer Matching and Prvacy Protection Actor 19887, permils ths government 1o verity information by way of computer matches.
; MEDICAID PAYMENTS ;PRE‘V!D IR CERTIFICATION)

'hereby agree 10 keep such records as are necessary o disclose ¢ uN the exte 3 s provided o individuals under the State’s Title XBX plan and to furnish
information regarding any payments claimed for providing such s 5 oy or Dept. of Health and Human Services may request.

ffurther agiee to accept, as paymentin full, the amount paid by th
of authorized deduc‘ftble coinsurance, co-payment or similar cos

SIGNATURE OF PHYSICIAN (OR SUPPLIER): | certih
personally furnished by me or my empioyee under my
5 tr i m"—‘
dm wnEnts, o o

uns submitted for payment under that program, with the exception

har the
sonal qm%mn

and necessary to the healih of this patient and were

NOTICE: This is 1o certify that the foregoing informatio
funds, and that any lalse claims, statement:

35 satistaction of this claim will be from Federal and State
e ui of a ma{-« al fact. may be prosecuted under applicable Federal or State laws.

-

/-\m‘oru:m; 10 the

o : o less it ;J'a,/‘\ a vahd OMB conuol number The valid OMB

control number for ‘t"as 'nfurmmron collection is 0 rer soemplee this informe imated 10 average 10 minutes per response. including the

time to review instructions, search existing data resources, ¢ the da{a needej, and complets and ion collection. If you have any comments concerning the

accuracy of the time estimate(s) or suggestions for improving this orm, please write to: CMS, Atin: PRA Rey «ors Clearance Officer, 7500 Security Boulevard, Baltimore, Maryland
21244-1850. This address 15 for comments andior suggestions onlv. DO NOT MAIL COVPLETED CLAIM FORMS TO THIS ADDRESS,




