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%%EXAMPLE ~ MD / Assistant Surgery Bill

HEALTH INSURANCE CLAIM FORM

AFPPROVED BY MATIONAL UMNIFORM CLAIM COMMITTEE (NUCC) 0242

|_|_|_| FPICA

W900000

Page 01 of 02

WCMed Insurance
16 Avengers Street
White Plains, NY 10604

FICA |_|_|—

MEDICARE MEDICAID TRICARE

CHAMPYA CTHER

HEALTH PLAM BLK L

1a INSURED'S I.D. MUMBER

(For Program in [tem 1)

I:lrMedfcare,ﬁ‘} |:| (Medicaiad) |:| [ID#D0D#) D {Member ID4) D (D& D . x| | 987-65-4321
2. PATIENT'S NAME (Last Name, Airst Name, Midde nita) 3 PATIENTS BIFTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Inifia)
| | - .
Parker, Peter 08 |19 [1959 X ¢ | Daily Bugle

5. PATIENT'S ADDRESS (Mo., Street)

20 Ingram Street

6. PATIENT RELATICHSHIP TO INSURED

Selfl:l Sp:useD oniel] ] Other

7. INSURED'S ADDRESS (Mo, Street)

1 Firstly Avenue

CITY STATE | 8. RESERYED FOR MUCC LSE CITY STATE
Flushing NY New York NY

ZIF CODE TELEFHCHE {Include Area Code) ZIP CODE TELEFHCME {Incdude Area Code)
11375 (999 ) 8887777 10001 (111 )1111111

9. OTHER INSURED'S NAME (Last Marme, First Mame, Micdle Initial)

100 15 PATIENT'S COMDITION RELATED TiZx

a. OTHER INSURED'S POLICY OR GROUP MNUMBER

(G9000000

a. EMPLOYMENT? (Current or Previous)

[ ]no

E YES

h. RESERYED FOR MUCC USE
Parker*Peter

b AUTO ACCIDENT?

D YES

PLACE (State)

c. RESERYED FOR MUCC LUSE

NO
c. OTHER ACCIDENT?

[ ]ves NO

11, INSURED'S POLICY GRCUP OR FECA NUMBER

SEX

= '

a. INSURED'S DATE
MM | DD
L N

OF BIRTH
| Y
|

b, OTHER CLAIM ID (Designated by MUCC)

Y4 i 002288001514WDO01

c. INSURAMNCE FLAM MAME OF FROGH AM MNANME
WCMed Insurance

d. INSURANCE PLAMN MNAME OR PROGRAM MAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANMCTHER HEALTH BEMEFIT PLAMN?

I JYES ﬂNO

ffyes, complete items 9, 9a, and 9d.

PATIENT AND INSURED INFORMATION 4}‘}4— CARRIER —»

READ BACK OF FORM BEF ORE COMPLETNG & SIGNING THIS FORM.
12, PATIENT'S OR AUTHCRIZED PERSCH'S SIGNATURE | authorize the release of any medical or other information necessary
o process this claim. | also request payment of government kenefits either 1o myself o 10 the party whoaccepts assignment

13, INSURED'S OR AUTHORIZED FERSOM'S SIGMNATURE | authorize

serices described below.

payment of medical benefits 1o the undersigned physician or supplier for

elow.
scnen Signature on File DATE SIGMNED Y
14, DATE OF CUHHENT ILLMESS, INJUF!Y or PREGHAMCY (LMF) |15, OTHER DATE WM 50 e 16. DATES F'ATIENT UNAEILE TO WCRK TR CUF!F!ENT CCCUF'ATION J\
QuaL! ' ' '
01 '12 '2020 GUAL' 431 1454 | 01 114 {2020 FF“3""01 ' 14 '2020 A5 01 '26 '2020
17. MAME CF REFERRIMG F'F!OVIDEF! CR OTHER SCURCE 117, 18, HOSF'ITALIZATION DATES RELATED TO CURREMNT SERWICES
| el MM DD Y Mo DD, v
I 170 | MPI FRCM I I TO I I
18, ADDITIOMNAL CLAIM INFORMATION (Designated by MUCT) 20, CUTSIDE LAE? F$CHARGES
REFX5985555-8B""G20S"\PWKO9EAC00985621 " *NTEADD20200302 " Jves T ]wo | |
21, DIAGNCSIS OR NATURE OF ILLMESS CR INJURY Relate A-L toservice line below 24E) I : 22 RESUBMISSICON
ICDInd. 10| CODE CRIGINAL REF. NO
» M4726 g | M533 el D |
E E o H 23, PRICAR AUTHCORIZATICN MUMBER
L 4| K. | L
24, A DATE(S) OF SERWICE E. C. 0. FROCEDURES, SERVICES, OR SUFFLIES E. F. G, H. l. i =
Fram To FLACE OF (Explain Unusual Circumstances) DIAGNCSIS R ) RENDERING o
[l oo i [ oo W |SERVICE | EMIG CPT/HCRPCS | WMODIFIER FCINTER $ CHARGES UWITS Plan” | QUAL FROWVIDER ID. # I‘E
| | | | | | | | —QB— —9§5§§5 ——————————— E
o1 122 |20 | o1 | 22 |20 | 11 | | 29805 | I I I | AB | 474111 | | NPI | 1777777777 O
| ! | | \ | ! | | OB | 988855 ~ __ __ ___| =
01122 20 |01 |22 | 20 11 | ‘ 20806 | I | | | A | 122651 | | v | arrrrm &
—— — —— . (OB | 985555 --{&
011 22 | 20 | 01 | 22 | 20 | 11 | | 29807 | I | I | AB | 2489!66 | | NPl | 1777777777
=]
]
I I I I I I I I RO 08550 —— [~
01| 22 | 20 | o1 | 22 | 20 | 11 | | 29825 | ! ! I | AB | 936!77 | | NP | 1777777777 g
| | | | | | | | s
I £
I N O I A b | L L[ Tw 9
Y
I I I I I I I I P === === X
A N N T T O B I N A O N Y a
25 FEDERAL TAX IL.D. MUMBER S5M EIM 26, PATIENT'S ACCOUNT MO 27. ?ggﬂlﬁmssslsgglMENT? 28 TOTAL CHARGE 29 AMOUNT PAID 30, Rewd for MUCC Uze
987654322 " % [902620 % |vEs NO $ 5675i 64 | 3 i i
. mgﬁjgmHGED%FGgi\ég%SNCgEDSEUNiTk:_%H 32, BERYICE FACILITY LOCATICN INFORMATION 33, BILLING PROVIDER INFO & PH # (222 ) 2222222
{1 certify that the statements on e rever se OSCORP Orthopedic Associates OSCORP Orthopedic Associates
applyto this Kl and are made a part hiereof.) 65 Pennsylvania Circle Ring 65 Pennsylvania Circle Ring
Gerry Goblin, MD Astoria, NY 11104-1699 Astoria, NY 11104-1699
1/26/202
SIGMNED 0 /D§\4Eo 0 [ 3777777777 B & 3777777777 |b' Y
R ERRS

MUCT Instruction Manual available at: www

nucec.org PLEASE PRINT OR TYPE

APPROVED OMB-0S58- 1197 FORM 1500 (U2-12
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%%EXAMPLE ~ MD / Assistant Surgery Bill

HEALTH INSURANCE CLAIM FORM

AFPPROVED BY MATIONAL UMNIFORM CLAIM COMMITTEE (NUCC) 0242

|_|_|_| FPICA

W900000

WCMed Insurance

16 Avengers Street
White Plains, NY 10604

Page 02 of 02

FICA |_|_|—

MEDICARE MEDICAID TRICARE

CHAMPYA CTHER

HEALTH PLAM BLK L

1a INSURED'S I.D. MUMBER (For Prograrm in term 1)

I:lrMedfcare,ﬁ‘} |:| (Medicaiad) |:| [ID#D0D#) D {Member ID4) D (D& D . x| | 987-65-4321
2. PATIENT'S NAME (Last Name, Airst Name, Midde nita) 3 PATIENTS BIFTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Inifia)
| | - .
Parker, Peter 08 |19 [1959 X ¢ | Daily Bugle

5. PATIENT'S ADDRESS (Mo., Street)

20 Ingram Street

6. PATIENT RELATICHSHIP TO INSURED

Selfl:l Sp:useD oniel] ] Other

7. INSURED'S ADDRESS (Mo, Street)

1 Firstly Avenue

CITY STATE | 8. RESERYED FOR MUCC LSE CITY STATE
Flushing NY New York NY

ZIF CODE TELEFHCHE {Include Area Code) ZIP CODE TELEFHCME {Incdude Area Code)
11375 (999 ) 8887777 10001 (111 )1111111

9. OTHER INSURED'S NAME (Last Marme, First Mame, Micdle Initial)

100 15 PATIENT'S COMDITION RELATED TiZx

(G9000000

a. OTHER INSURED'S POLICY OR GROUP MNUMBER

a. EMPLOYMENT? (Current or Previous)

[ ]no

E YES

h. RESERYED FOR MUCC USE
Parker*Peter

b AUTO ACCIDENT?

D YES

PLACE (State)

c. RESERYED FOR MUCC LUSE

NO
c. OTHER ACCIDENT?

[ ]ves NO

11, INSURED'S POLICY GRCUP OR FECA NUMBER

SEX
M| DD — .
| " F

a. INSURED'S DATE CF BIRTH
il | gl
I

b, OTHER CLAIM ID (Designated by MUCC)

Y4 i 002288001514WDO01

c. INSURAMNCE FLAM MAME OF FROGH AM MNANME
WCMed Insurance

d. INSURANCE PLAMN MNAME OR PROGRAM MAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANMCTHER HEALTH BEMEFIT PLAMN?

I JYES ﬂNO

ffyes, complete items 9, 9a, and 9d.

PATIENT AND INSURED INFORMATION 4}‘}4— CARRIER —»

READ BACK OF FORM BEF ORE COMPLETNG & SIGNING THIS FORM.
12, PATIENT'S OR AUTHCRIZED PERSCH'S SIGNATURE | authorize the release of any medical or other information necessary
o process this claim. | also request payment of government kenefits either 1o myself o 10 the party whoaccepts assignment

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

elow.
scnen Signature on File DATE SIGMNED Y
14. DATE OF CUHHENT ILLMESS, INJUF!Y or FREGMAMCY (LMF) (15, OTHER DATE WM 50 e 16. DATES F'ATIENT UNAEILE TO WORK I CUHHENT CCCUF'ATION J\
QuaL! ' ' '
01 '12 '2020 GUAL' 431 1454 | 01 (14 {2020 FF“3""01 ' 14 '2020 i) 01 ' 26 '2020
17. MAME CF REFERRIMG F'F!OVIDEF! CR OTHER SCURCE 117, 18, HOSF’ITALIZATION DATES RELATED TO CUF!FEENT SERWICES
| e e MM DD Y MDD Yy
I 170 | MPI FRC I I TO I I
18, ADDITIOMNAL CLAIM INFORMATION (Designated by MUCT) 20, CUTSIDE LAE? F CHARGES
REFX5985555-8B""G20S"\PWKO9EAC00985621 " *NTEADD20200302 " Jves T ]wo | |
21, DIAGNCSIS OR NATURE OF ILLMESS CR INJURY Relate A-L toservice line below 24E) I : 22, RESUBEMISSION
ICDInd. 10| CODE CRIGINAL REF. NO
» M4726 g |_M533 el D |
E E o H 23, PRICAR AUTHCORIZATICN MUMBER
L 4| K. | [
24, A DATE(S) OF SERWICE E. C. 0. FROCEDURES, SERVICES, OR SUFFLIES E. F. G, H. I J. =
Fram To FLACE OF (Explain Unusual Circumstances) DIAGNCSIS R ) RENDERING o
[l oo i [ oo W |SERVICE | EMIG CPTHCPCS | WMODIFIER FCOMTER $ CHARGES UWITS Fan | QUAL FROWVIDER ID. # I‘E
OB | 985555 =
| | | | | | | | o [ T T vl
o1 22 |20 | 01 |22 120 | 1 | 29805 | 83 | | I | AB | 50173 | | NP | 1777777777 S
_— C o l OB | oessss =
01 ] 22 | 20 | 01 | 22 | 20 | 1 ‘ 29806 | 83 | | I | AB | 131124 | | NP | 1777777777 &
| | | | | | | | | OB | 985555 _ _ _ _ _ __ E
01122 120 | o1 |22 | 20| 11 | 20807 | 83 | | | | A | 266!39 | | MPI_| 1777777777 =]
]
I I I I I I I I RO 98550 M ——— [~
01| 22 | 20 | o1 | 22 | 20 | 11 | 29825 | 83 | ! I | AB | 100/23 | | NP | 1777777777 g
| | | | | | | | s
R 5
I N | b | L L[ Tw 9
=
I I I I I I I I it e
A T R | N T L [ [ a
25 FEDERAL TAX IL.D. MUMBER 55N EIM 26, PATIENT'S ACCOUNT MO 27. ?ggﬂlgr%SLgyglENT? 28, TOTAL CHARGE 20, AMOUNT PAID 30. Rewd for WUCC Lse
987654322 T ; 902620 % |vEs MO $ 5675i 64 | % i i

3. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES CR CREDEMTIALS
(| ceriify that the staterments on the rewverse
apply to this kil and are macde a part thereof )

Gerry Goblin, MD

01/26/2020
DATE

SliEMED
e —

32, BERVICE FACILITY LOCATICN INFCRMATION
OSCORP Orthopedic Associates

65 Pennsylvania Circle Ring

Astoria, NY 11104-1699

33. BILLING PROVIDER INFO & PH # (222 ) 22222929
OSCORP Orthopedic Associates

65 Pennsylvania Circle Ring
Astoria, NY 11104-1699

3777777777 |°

= 3777777777

MUCT Instruction Manual available at: www

nucec.org PLEASE PRINT OR TYPE

APPROVED OMB-0S58- 1197 FORM 1500 (U2-12
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