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HEALTH INSURANCE CLAIM FORM 16 Avengers Street
AFPROVED BY MATIOMAL UMIFORM CLAIM COMMITTEE (MUCC) 0242 Whlte PIainS, NY 10604
|_|_|_|F'ICA FICA [T 1]
. MEDICARE MEDICAID TRICARE CHAMPY A FECA COTHER | 1a. INSURED'S 1.0, MUMEER (For Program in Item 1)
D (Medicare#) [ | iMedicaios) [] rwsmoos [ ]memberos [ | ESQLTH it D ELD% S mo# | 987-65-4321
2 PATIEMT'S MAME (Last Mame, First Marme, Midde Initial) a. F'A'{AENT 5 EIRTH DATE SEX 4. INSURED'S MAME (Last Narme, First Marne, Middle Initial)
Parker, Peter 08| 1911959 v[Xx | | Daily Bugle
. PATIENT'S ADDRESS (Mo, Sreet) 6. PATIENMT RELATICHEHIF TO INSURED 7. INSURED'S ADDRESE (Mo., Street)
20 Ingram Street sEnD Sp:useD onil] ] Other 1 Firstly Avenue
CITY STATE | 8. RESERYED FOR MUCC USE CITY STATE
Flushing NY New York NY
ZIP CODE TELEPHOHE {induce Area Code) ZIP CODE TELEFHCME {Include Area Coce)
11375 (999 ) 8887777 10001 (111 ) 1111111
9. OTHER INSURED'S MAME {Last Marne, First Mame, Middle nital) 10, 18 PATIENT'S CONDITION RELATED T 11, INSURED'S POLICY GROUFP OR FECA NUMEER
a. OTHER INSURED'S POLICY OR GROUF NUMEBER a. EMPLOYMENT? (Current or Pravious) 2. INSURED'S DATE OF BIRTH SEX
G9000000 ves [ Jno ] M Fl
b. RESERVED FOR NUCC USE b AUTO ACCIDENT ? PLACE (State) | b OTHER CLAIM ID (Designated by NUCC)
Parker*Peter [Jves  [Xno |, |Yal 002288001514WDO1
c. RESERYED FCOR MUCC USE c. OTHER ACCIDEMT? c. INSURAMCE FLAM MAME COFR PROGH AM MNAWME
[ ]ves nO WCMed Insurance
d. INSURAMCE PLAN MAME OR FPROGRAM MAME 10d. CLAIM COOES (Designated by MUCC) d. 1S THERE AMCTHER HEALTH BEMEFIT PLAMN?Y
u YES X‘ MO ffyes, complete items 9, 9a, and Sd.

PATIENT AND INSURED INFORMATICN 4}*}(- CARRIER —»

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORN.
12, PATIENT'S OR AUTHCRIZED PERSCH'S SIGNATURE | authorize the release of any medical or other information necessary
0 process this claim. | also request payment of government benefits either o myself or 10 the party whoaccepts assignment
belom.

13, INBURED'S COR AUTHORIZED PERSON'S SIGNATURE | autharize
payment of medical benefits 1o the undersigned physician or supplier for
servces described below,

sianep_Signature on File DATE SIGNED b
14, DATE oF CUHHENT ILLMESS, INJUHY or PREGNANCY (LMF) |15, OTHER DATE _— - 16. DATESEATIENT UNABLE TO WORK IN CURRENT QOCUPATION A
| ! |
01 12 ' 2020 GUAL' 431 QUAL' 454 01 ] 14 | 2020 FRCA 01 14 2020 To 01 2020
7. NAME OF REFERFING PROVIDER CR OTHER SOURCE 17a. 15, HOSPITALIZATION DATES RELATED TO CUF!F!ENT SEFNICES
| e MDD Y M DD vy
| 175 | MPI FRCN | | TO | |
19. ADDITIONAL CLAIM INFORMATION (Designated hy NUCC) 20. QUTSIDE LAE? § CHARGES

REFX5S885555-8BMAG2PSYAMAPWKO9EAC00985621*"*NTEADD20200302

[ ]y

s | |no | |

21. DIAGHNCSIS OR NATURE OF ILLMESS CR INJURY Relate A-L o service line below (24E) !

T
22, RESUBMISSION
ICDInd. | 0 | CODE CRIGINAL REF. MO
» (M4726 E el o |
. . . b 25, PRICR AUTHCRIZATION NUMEER
Lo 4| K. | [
24. A DATE(S) OF SERVICE E C | D PROCEDURES, SERVICES, CR SUFFLIES E F. ) H ] I ] z
Fram To FLACEDF {Explain Unusual Creumstances) DIAGNCSIS Pae® | D RENDERING ]
MM DD ¥¥ MM DD YY |SERVICE| EMG | CPTHCPCS | MODIFIER POINTER: % CHARGES NS | P’ | QUAL FROWIDER ID. # E
! ! | | | | | | OB | 985555 =
(DN R=C.000 | =
o1l 211 2 | o1 ] 211 20 | 11 | | 99213 | 1B | } | A 1053 | 1 | NPl | 1777777777 o
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25, FEDERAL TAX 1.D. NUMEER; S5 EIN ofi. PATIENT'S ACCOUNT NO) 27. gggﬂﬁ&e@yy&yw 28, TOT AL CHARGE 29, AMOUNT PAID 30. Rswd for NUGG Use
987654322 I Ix|ves | ]wo 5 105/36 | | |
Xl Ish;gtjjgILszJF(‘BEDCI)EFGEEFI;\Iéﬁ%NCIE:EDSEL:EFT;:_I‘ESH 52, SERVICE FACILITY LOCATICN INFCRMATION 5. BILLING FROVIDER INFO & PH # (222 ) 2222222
{1 certify that the statemants on e rever se OSCORP Psychological Associates OSCORP Psychological Associates
appiyto this bl and are made a part hereof) 65 Pennsylvania Circle Ring 65 Pennsylvania Circle Ring
Gerry Goblin, PsyD Astoria, NY 11104-1699 Astoria, NY 11104-1699
01/21/2020
SIGNED DATE 3777777777 | 3777777777 |b' Y

MUCC Instruction Manual available at: www nucc org PLEASE PRINT OR TYPE

APPROVED OMB-US58- 1197 FORM 1500 (U212



