1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

EXAMPLE DENTAL CLAIM FORM

ORAL & MAXILLOFACIAL SURGEONS ONLY

CARRIER —

biis PR TTTIY
1. MEDICARE  MEDICAD  TRICARE CHAMPVA  GROUP EECA no Ta. INSURED'S 1.0. NUMBER {For Program in ltem 1)
CHAMPUS ﬁEJ\LTH PLAN A
[ ] tMecicars #)[ "] (Medicai¢ )] (Sponsors ss) [ ] emberiow) [ (sSNor i) [ ] (SSN) Uﬂo} 1234567890

2. PATIENT'S NAME (Last Name, First Name, Middie Initial) 3 PQHENT‘EEIFITH %TE SEX
I

| : M FD

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

i
6. PATIENT RELATIONSHIP TO INSURED

surD SpweeD ChiidD Other D

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

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

STATE

ey B PATIENT STATUS
omer[]

singie [_] MarﬁndD
el |

Full-Time
Employed D Student

TELEPHONE (Include Area Code)

( )

2IP CODE

ciTY STATE

TELEPHONE (Include Area Code)

( )

ZIP CODE

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER . EMPLOYMENT? (Current or Previous)

YES I:l NO
b, ?‘LHET‘ |ggu?su's+‘gnrz OF BIRTH =7 b. AUTO ACCIDENT? PLAGE (State)
P o Cee [
= EMPLOVER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT?

[(Jves [ne

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM DD

B s B

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

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

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
DYES DNO I yea, 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 | autharize

17. NAME OF REFEHH'LNG PROVIDER OR OTHER SOURCE

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or othar Y y of medical 10 the g or supplier for
to process this claim. | also request payment of govemmaent banefits sither 1o myself or 1o the party who accepts assignmant sarvicas described balow.
below.
SIGNED SOF oate__00/00/00 SIGNED A
R
14. DATE CUHRENT ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES FM"IE MNABLE TO WORK IN CURRENT OOQJPATIDN
’% DG ‘ INJURY (Accident) OR GIVE FIRST DATE MM (=1 ] MM NBB W MM , DD 5
PREGNANCY(LMP) ' FROM TO ! l

18. HOSPIT, QATES AELATED TO cuHHENTSER\!IcE
ﬁh‘”"%" A w06 ey
FROM I TO ! r
20. OUTSIDE LAB?

19. RESERVED FOR LOCAL USE

[Jves [Jwno | |

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relale ltems 1, 2, 3 or 4 to ltem 24E by Line)

. 1L.V72_2 (Optional) Al
"Y" if emergency

=

D. PHDCEDURES. SEFWICES, OR SUPPLIES
(Explain Unusual Clreumstances)
MODJFlEH

F e
DATE(S) OF SERVICE
From T

24, A,

s CH#RGES
22. MEDICAID RESUBMISSION
COBEN ORIGINAL REF. NO.

23. PRIOR AUTHORIZATION NUMBER

PATIENT AND INSURED INFORMATION

>

NUCC Instruction Manual available at: www.nucc.org > On & a fter
5/23/07:
ZZ followed by

Taxonomy code

25. FEDERAL TAX I.D. NUMBER 55N EIN 26, IP'T"ENT'S WT NO. CCEPT 5% 23. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
) l
[ ][] | SMITHMARY ves s 320 _100|* * 320 100

a. mng;UHE OF PHYSICIAN OR SUPPLIER 32 33. BILLING PROVIDER INFO & PH # g

S e CEGREER O cREofNmALS e ices were Put "pay-to" provid r in this

apply to this bill and are made a pan thereof.) d d facil er fieldl

1 : y office.
SIGNED DATE RXXXXXXXXX | 0 Y
APPROVED OMB-0938-0998 FORM CM

500 (08/05)

On & after
5/23/07:
ZZ followed by
Taxonomy code

PHYSICIAN OR SUPPLIER INFORMATION



HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

Oral &

PICA

neportj_ng LA LU L drdy dild/ Ul
Medicare payments or denials.

Maxillofacial Surgeons Only

PICA ﬂ—l"“

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA QOTHER
’ CHAMPUS HEALTH PLAN —m BLKLUNG
D (Medicare #)D (Medicaid #) E] (8pansor’s SSN) D (Member ID¥) [___] (SENor 10 D (S5N) [:] (D)

1a. INSURED'S |.0. NUMBER

1234567890

(For Program in Item 1)

2, PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE EX
MM | DO
F[]

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

1 YY
§. PATIENT RELATIONSHIP TO iNSURED

)
Lo ]
SeIfD SpousaD ChildD omar[:]

5.PATIENTS ADDRESS (No., Streel)

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

cITY STATE | 8. PATIENT STATUS CITY STATE
Single [:! Marriad D Othar D
2P CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)
Fuli-Time Pant-Tims
( ) Empiayed Student Student [__—] ( )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Inifial) 10, 1S PATIENT’S CONDITION RELATED TO:

):0,9.0.9.0:0.0.0.¢

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? {Current or Previous)

[:]No

YES

11.INSURED'S POLICY GROUP OR FECA NUMBER

XXXXXXXXX

a. INSURED'S DATE OF BIRTH SEX
MM o] Yy

¢ 0D
i |
i i

MD ;:I:]

b. EMPLOYER'S NAME OR SCHOOL NAME

b. %‘I’IA}-{ER IggUTED‘WATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State)
|
L IR Cves o $15.00
c. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? ¢, INSURANCE PLAN NAME OR PROGRAM NAME
$25.00 [(Jres DNO 132
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. R!iSERVEDfORd.OCAl,_ USE d.15 THERE ANOTHER HEALTH BENEFIT PLAN?
s 1 enied ] _
40 1 6 crime victim YES D NO K yea, return to and complele itam 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authoriza the release of any madical or other Information necessary
to process this clalm. | also requast paymsnt of governmant banefits sither to mysalf or to the party who accapis assignment

bekow.
00/00/00

DATE

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorlze
payment of medical benefits to the undersigned physician or supplier for
services describad below.

SIGNED

SOF

SIGNED

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

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.
GIVE FIRST DATE MM ! DD ! Y

14, DATE OF GURRENT:
MM | DD, YY
]

INJURY (Accident) OR
! PREGNANGY{LMP)

‘ ILLNESS (First symptom) OR
1
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

16. DATES PATIENT UNABLE JO WORK [N CURRENT OCCUPATION
MM | DD vy MM , D0 |  YY

| H
FROM } | TO ! :

i
18, HOSPITALZATION DATES RELATED TO GURRENT SERVICES
MM, DD Y MM, DO,  YY
©TO i i

i
FAOM } [ ! !
$ CHARGES

18. RESERVED FOR LOCAL USE

|
20. OUTSIDELAB?

[Jves [no |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 fo llem 24E by Line)

___f}

V722 (Optional) - . .
Y'" 1if emergency
- — Y A 4L
24 A, DATE(S) OF SERVICE B. q D. PROCEDURES, SERVICES, OR SUPPLIES E
From To PLACE OF (Explain Unusual Clreumstances) DIAGNOSIS
DD DD YY _|SERVECE| EMG CPTMCPCS MODIFIER POINTER

22, MEDIGAID RESUBMISSION
CODE ORIGINAL REF. NO.

23, PRIOR AUTHORIZATION NUMBER

J
RENDERING

PHYSICIAN Oé SUPPLiEFl INFORMATION

3

INGLUDING DEGREES OR CREDENTIALS O ]
(I certify that the statements on the reverse ColeEte lf services were
apply to this bili and are made a part thereot.) mdered in a fac ilitl other

patients hopme

LS!GNED DATE
NUCC Instruction Manual available at: www.nucc.org

P o] . ‘ Lo ! NPI
¥ . N "BALANGE DUE
25, FEOERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S AGCOUNT NO. 27. ég%ngﬁg;ﬂgy&%T? 28. TOTAL CHAF(GEI 29, AMOUNT PAID 30, B. Cl '
0 | sMITHMARY [lyes [ Jno s 300 100/s 40 DO s 280 100
_ SIGNATURE QF PHYSICIAN OR SUPPLIER Q2. ﬁEB! SEE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH # ( )

Put "pay-to" provider in this
field.

-1500 (08/05)

| Y




