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HEAL TH INSURANCE CLAIM FORM 
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCCJ 02/12 0 

C( 
a: 
ii: 
w 

PICA PICA 

I, MEDICARE 

(Madicarel) 

MEDICAID 

(Modica/di) 

TRICARE 

(/DI/DoD/1) 

CHAMPVA 

(Marrtw/DI) 

GROUP 

 HEALTH PLAN
(/DI) 

FECA 
 BU< LUNG
(IOI) 

OTHER

(ID#) 

 1a. INSUAED'S I D NUMBER (For Program in llem it 

2. PATIENTS NAME ILasl Name. Firs! Name, Middle Initial) 3. PATIENTB8IATH DATE 
MM     YY 

SEX 

M F

4. INSURED'S NAME (last Name Firs! Name Micklle lnillal) 

5. PATIENTS ADDRESS INo. Street) 

CITY STATE

ZIPCOOE I T(LEPHO)E (Include Area Code) 

6. PATIENT RELATIONSHIP TO INSURED 

Sell Spouse Chlld 01h

7. INSUAED'S AOOAESS (No .• Slreet) 

CITY STATE 

ZIPCOOE TEL,PHONE rclude Area Code) 

8. RESERVED FOR NUCC USE 

-9. OTHER INSUAED'S NAME (last Name, Firs! Name, Middle Initial) 

a. OTHER INSURED'S POLICY OR GROUP NUMBER 

b. RESERVED FOR NUCC USE 

c. RESERVED FOR NUCC USE 

d. INSURANCE PLAN NAME OR PROGRAM NAME 

10:is PATIENT'S CONDITION RELATED TO: 

a. EMPLOYMENT? (Current or Previous) 

DYES □NO 
b. AUTO ACCIDENT? 

PLACE (Stale) 

DYES □NO 
c. OTHER ACCIDENT? 

DvEs □NO 
10d. CLAIM CODES (Designated by NUCq 

11. INSURED'S POLICY GROUP OR FECA NUMBER 

~ 
a. INSURED'S DATE OF BIRTH 

MM OD yy 
SEX 

MD FD 

b. OTHER CLAIM 10 (Designated by NUCC) 

--- ---·

a. 
~ 
w 
z 
1-C( 
z C 
~ 
Cl) 
::::> 
a: 
w 
0 
~ 
II. 
0 
a: 
:::E 
C( 
i= 
0 

c. INSURANCE PLAN NAME OR PROGRAM NAME 

d. IS THERE ANOTHER HEAL TH BENEFIT PLAN? 

DvEs □NO If Y••· complete Items 9 9a, and 9d. 

l 
READ BACK OF FOAM BEFORE COMPLETING & SIGNING THIS FOAM-. 

12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE I authorize the release ol any medical or olher lnlormation necessary
to process this claim. I also request payment ol government benellls either to myself or Co the party who accepts assignment 
below. 

SIGNED DATE

-- 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE I aulhorize 
payment or medical benefits to u,e undersigned physician or suppl ie r tor 
services dascribed below 

 

SIGNED

14,[Jf,TE ObBURRE~❖ ILLNESS, INJURY, or PREGNANCY (L'IP) 

OUAL 

15. OTHER DATE 

OUAL. 
MM DD yy 16. DATES PATIENT 8NABLE TO WORK IN CURRENT OCCUPATION 

FROM 
I' MM D YY 

TO 
MM DD YY 

'-

· •ii 17 NAME OF REFERRING PROVIDER OR OTHER SOURCE 
17a. 
17b. NPI 

18. HOSPITALIZATION OATES RELATED TO CURRENT SERVICES 

FROM 
MM DD yy 

TO 
MM DD yy 

-- - ·-19. ,o,ODITIONAL CLAIM INFORMJ.TION (Designated by NUCC) 20. OUTSIDE LAB? 

DYES [l No 

$ CHARGES 

~ 

21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY R;i~ A·L Co service line below (24E) 
ICDlnd 

A. B. cl 01 

E I F G.I H 

I J I K. L I 

I 
22 RESUBMISSION 

CODE ORIGINAL REF NO 
I --23. PRIOR AUTHORIZATION NUMBER 

24 A. DATE(S) OF SERVICE 
From 

MM OD yy 
To 

MM DO yy 

• - B~-

PLICE l:1c
saMCE

C.-

 !c~LG 

i D PROCEDURES. SERVICES. OR SUPPLIES 
(E•plain Unusual CircumsIancesl 

CPT/HCPCS '>CJDIFIER 
I DIAG~OSIS 

POINTER 

F 

SCHARGES 

CAYS 
OR 

UNITS 
~Ftnf 
Pw, 

G  
I 

10. 

OUAL 

J. 
RENDERING 

PROVIDER _IQ;!__

1
NPI 

2 
t.PI _

3 ~01,_

4
--

5 NPI

6     

z 

I : • : 
, . - - - - - ... 

I -----'---i.---"-----.L..-_,J, __ .,__ ____________ ..__ ..... __ .__ ___ .,_ ______ _._ __ ...._ i--+----------'

a. 
X 
> 
in O 
C( 

z 0 
IC 

~ 

a: 
~ 
u. 0 
a: 
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:e 
C( 
i== 
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 ____ ...___ .... __ ....L _,f--,1,------- ---,

 _______ ....... ____ _l _ _,__ __ _.J,...___;__..;..._ __ _ __ ,.._ _____ ~ ---'---1 1----------f

-  • - - - - - - - - -1------'--...._ _____ ...__..._ _ __,c,_ ______ _.. ___ ..._ _____ ;..__.._ _ __ .._ _____ ___,. _ _ __._+ -+-----------,

25. FEDERAL TAX ID NUMBER SSN EIN 26. PATIENTS ACCOUNTNO 27 ~£~1f'~;l,~~~sm

OvEs ONo 

28 TOTALCHAAGE 

$ 

29 AMOUNT PAID 

$ 

30. Rs\ld for NUCC Uso  

Jt SIGNATURE OF PHYSICIAN OR SUPPLIER 
INCLUDING DEGREES OR CREDENTIALS 
(I ceMy lhat th<:> slalemenls on lhe reverse 
apply to Chis bill and aro mado a part therecl ) 

SIGNED DATE 

32 SERVICE FACILITY LOCATION INFORMATION 

a   

33. BILLING PROVIDER INFO & PH # 

  b. 

NUCC Instruction Manual available at: www nucc org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FOAM 1500 (02-12) 

http://www.nucc.org


BECAUSE THIS FORM 1S USEO BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY APPLICABLE PROGRAMS. 

NOTICE: Any person who knowingly Illus a statument of claim containing any misrepresentation or any false, lncompleto or misleading lnformallon may bo guilty of a 
criminal act punlst,able under law and may be subject lo civil penalties. 

REFERS TO GOVERNMENT PROGRAMS ONLY 
MEDICARE AND TRICAAE PAYMENTS: A pationl's signaturo requests that payment bo mada and authorizes ,clcaso or any information necessary lo process the claim and cor1ilics that 
Iha inlormation provided in Blocks 1 through 12 is true. occuralo and complete. ln lhe caso of a Medicare claim. the patient's signature authorizes any entity to release to Medicare medical 
and nonmcdical information and whether tho person has employer group hcallh insurance. liability, no-fault. workor's camponsatiori or other irisuranco which 1s responsible to pay for tho 
services for wh!ch lhe Medicaro claim is made. Sea 42 CFR 4 I 1.24(a), lfitem 9 is completed, the patient's signature authorizes release of the 1n!ormatlon lo the health plan or agency shown 
In Mcdrcaro assigned or TRICARE participation cases, Iha physician agroes to accept tho chargo dolcimin.1lion or tho Modicaro carrier or TAICARE fiscal 1nlcrrnodiary as the full charge and 
tho patient .s responsible only for the ded11clible, coinsurance and non-covered services. Coinsurance and the deductible are ba$eci upon the charge determination of tho Medicare carrier or 
TAICAAE fiscal inlormcdimy lf this is loss than tho char go submitted TAICAR E is not a hoallh insurance program bul makes payment for health benefits provided lhrough cor1ain affilialions 
with lhe Uniformed Services, I ntormat1on on the patienl's sponsor shot1ld be provided In those iloms captioned in "Insured': i e , items 1 a, 4, 6 7. 9 and 11. 

BLACK LUNG AND FECA CLAIMS 
The provider agrees to accept the amount paid by the Government as payment in full. See Black lung and FECA instructions regarding required procedure and diagnosis coding systems. 

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, TRICARE, FECA AND BLACK LUNG) 

In submilling thrs cta,m for payment from fedoral funds. I certify that: 1) the information on this form is lrun, accurate and complete, 2) I have lami!Jcmwd myself with all appllcablc laws. 
regulations. and program instructions, which are available from lhe Medicare contractor; 3) I have provided or will provide sufficient Information required to allow the government to make an 
informed eligibility and payment docision; 4) this claim. whether submitted by me or on my behalf by my dusi!Jnatcd billing company, compiles with all applicable Medicare and/or Medicaid 
laws, regulations, and program instructions for paymenl including but not limited lo the Fedora! anti•kickback statute and Physician Self-Referral law (commonly known as Stark taw), 5) the 
servicos on this form wero medically nc,cessary and personally furnished by mo or wcro furnished incidcnl to my professional scrvico by my cmployoe under my direct supervision except "s 
otherwise expressly permitted by Medicare or TRICARE; 6) for each service rendered incident to my professional service. the identity (legal name and NPI license II, or SSNI of the primary 
individual rendering each service 1s roportod in tho designated section.For services to be considered "incident to" a physician's prolcss1onal services I) thoy must bo tendorod under tho 
physician's direct supervision by his/her employee, 21 thoy must be an integral. allhough incidenlal part of a covered physician service, 31 they must be of kinds commonly furnished in 
physician's oflicos. and 4) the servicos of non-physicians mus I be included on lhe physician's bills. 

For TAICARE claims. I further certily that I (or any employee) who rendered services am not an active duty member of the Unilormod Services or a civilian employee of the United States 
Government or a contract cmployoo of tho United Stalos Governmant, either civilian or mihtary (ro!cr to 5 USC 5536). For Black-lung claims. I ft1ttl1er c□rlify that lho services portormod woro 
for a Black Lung-re!aled disorder. 

No Part B Medicare benol11s may bo paid unloss this form is received as required by oKisling law and regulations (42 CFA 424.32). 

NOTICE: Any one who misrepresents or falsifies essential information to receive payment from Federal funds requested by this form may upon conviction be sub1ect to fine and ,mpnsonment 
uncicr applicablo Federal laws. 

NOTICE TO PATIENT ABOUT THE COLLECTION ANO USE OF MEDICARE, TRICARE, FECA, AND BLACK LUNG INFORMATION (PRIVACY ACT STATEMENT) 
We nro authorized by CMS, TAICARE and OWCP to ask you lor inlormation needed In the administration of the Medicare. TAICARE, FECA. and Black lung programs. Authority to collect 
information is in section 2D5(a), 1862. 1872 and 1874 of the Social Security Act as amended, 42 CFR 411.24(a) rind 424.S(a) (6), nnd 44 USC 3101.41 CFA t01 el seq and 10 USC 1079 
and 1086; 5 USC 8101 et seq; and 30 use 901 et seq; 38 USC 613: E.O. 9397. 

The information wo obtain to complete claims under lheso programs is used lo identity you and to dolermino your eligibility. It is also used lo dccrdo ii the services and supplies you received 
aro covered by these programs anci to insuro that proper payment is made. 

The information may also be givon to other providnrs of services, carriers, intermediaries, medical roviow boards, hcallh pla11s. and other organizations or Fodoral agonc,cs, for tho olfectivc 
administration of Federal provisions that require other third parties payers ta pay primary to Federal program. and as otherwise necessary lo administer these programs For example. ii may 
be necessary to discloso information about the benefits you hove used lo a hospilal or doclor. Additional disclosures arc made through routine uses for inlormal1on contained in systems of 
records. 

FOR MEDICARE CLAIMS: Seo lhe notice modifying system No. □9•70•0501, titlod. ·comer Madicaro Claims Accord,' publist1od in lho Federal Register, Vol 55 No. 177, pago 37549, 
Wed. Sept. 12. 1990, or as updated and republished. 

FOR OWCP CLAIMS: Department of Labor, Privacy Act of 1974, "Republication of Nolico of Systems or Records." Federal Reg,ster Vol. 55 No. 40, Wed Fob 28, 1990, Sec ESA·5, ESA-6, 
ESA-t2, ESA-t3. ESA-30. or as updaled and republished. 

FOR-TRICARE-CLAfMS: PRINCIPlE PUAP0SE(S)~-To cvalumo otigib1i:ty for-mectic:at can, provttlO'O t1y-cMllan-saurces am! tcr ISsiWpaymehf upon eslabTTshmenl or eligibility ;ind 
determination lhal the servicos/supplies received are authorized by law 

ElQllIJNE_U_SE[SJ; Jntormalion from clmms and related documents may be given lo Iha Dept. of Vetmans Atfairs. the Dept. of Health and Humart Services anciior the Dept of Transponation 
cons1stonl with their slaluto,y administrai've resporisibil1ties under TAICAAE/CHAMPVA. to tho Depl. of Juslico for representation of the Secretary or Delonse 1n civil ar.l1ons lo 1110 Internal 
Revenue Service private colleclion agencies. and consumer reporting agencies In connection with recoupmont claims; and to Congressional Offices 1n response to inquiries made at the 
request of tho person lo -,,horn a record per1ains Approprialo disclosures may be made to other fedornl state, local, !oroign government ilgcncios, private business onl1t,es and ind,v1dual 
providers of earn. on matters relallng to entitlemcnl. claims adjudication lraud. program abuse, utilization ,ev1ew, q1.1alily assurance. peer review. program integrity, third party liabrl,ty, 
coordination ol benef1ls, and civil and criminal litrgatron related to Iha operation ol TAfCARE. 

DJSCLQSUflES; Voluntary; however. la, ure to provide information will result in delay in payment or may result in donial ol claim, Wilh the one excaption discussed below !here are no 
pcna·lios undor those pro[Jrams for rofusing 10 supply information However. failure to furnish mformalion regardin[J tho modical scrvicos rondercd or the amount chnrgcd would provont 
paymem of claims under theso programs, Failuro lo furnish any other inlormation. such as name or claim number. would delay payment ol 1110 claim. Failure to provide medical information 
under FECA co1ild i}o deemed an obstrnclior,. 

II is mandate ry that you tell us if you know tha1 another pany is responsible for paying for your treatment Section 1128B of the Social Security Act and 31 USC 3801 38 t 2 provide penalties 
for wi1hholding this information. 

You should bo aware that P.L. 100-503. tt,e "Computer Matcl1ing and Privacy Protection Act of 1988·•, permits the governmcnl to verify inlormation by way o! computer matches 

MEDICAID PAYMENTS (PROVIDER CERTIFICATION) 
I hereby agree to krep such records as a·e necessary to discloso fully tho extent of services provided lo individuals under the Slate's Title XIX plan and to furnish information regarding any 
paym, nls claimed •or providing such scrvicos as the State Agency or Dept of Hoallh and Human Services may request. 

I further agree to accept. as payment in full, tho amount paid by the Medicaid pmgrilm for those claims submillod for paymenl 1mder thal program with lhe 8KCeption or authori2ed deductible, 
co!ns ranee, co-paymcn1 or sunilar cost-sharing charge 

SIGNATURE OF PHYSICIAN (OR SUPPLIER): I cor1ify that tho services !istad above wcro medically indicated and nccossary lo tho health of this pat,ont and were personally furn,shod by 
me or my employeo under my personal d rection 

NOTICE: This 1s !o cer1ify that the forngrnng inlorrnat1on is truo. nccuralc and completo 1 undnrstand th;il payrnant and satisfaction of this claim will bo from Federal and Slalo funds. and that 
,my !also claims. st~temenls. or documents. or concealment of o material fact. may be prosecuted under applicable Federal or Slate laws 

According !o the Papcn•:ork Reduction Act of 1995, no persons arc required to respond to a collection of inlormalion unless ii displays a valid 0MB control number Tho valid 0MB control 
number for this 1nlormation collection is 0938-1197 The time required lo complete lhrs mlormat1on collection 1s estimated to average to minutes per response including the lime lo review 
instructions. search ex1s1ing data resources gather the data needed. and complete and review the inlorrnation colleclion. If you have any comments concerning the accuracy of lhe time 
osl1matols) or suqqcstions for 11npr□v1ng this form. pleaso write to· CMS. 7500 Security Boulevard. Attn: PRA Reports Clearance Officer. Mail Stop C4 26·05 Baltimore , Maryland 
21244• 1850. Thi$ address is for commonls and/or suggestions only DO NOT MAIL COMPLETED CLA11\,1 FOAMS TO THIS ADDRESS. 
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