EEFE EXAMPLE - NURSE PRACTITIONER  \o00000

[m]%=
HEALTH INSURANCE CLAIM FORM

APPROWED BY MATIONAL UNIFORM CLAIM COMMITTEE (MUCC) 0242

WCMed Insurance
16 Avengers Street
White Plains, NY 10604

PICA FPICA
1. MEDICARE MEDICAID TRICARE CHAMPY A N EE:D ING OTHER [ 1a INSURED'S |.D. NUMBER {For Program in Iterm 1)
[ |medicares) [ | iedicaias) [] ro#oans [ ] imemberios ‘ D s [X|ms | 987-65-4321
2. PATIENT'S MAME (Last Mame, First Mame, Midde Inifial) 3 Tl EHT E\F\TH DATE 4. INSURED'S MAME {Last Mame, First Mame, Middle Initial)
wvu \ ] ‘ Y .
Parker, Peter 08 19 | 1959 mX ¢ | Daily Bugle

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

20 Ingram Street

5] F~T\EHT RELA TM MSHIP TO INSURED

SEHD S;_l_wael:] chie] | Ctner

7. INSURED'S ADDRESS (Mo., Street)
1 Firstly Avenue

CITY STATE
Flushing NY

ZIF CODE TELEPHCHE {Incdude Area Code)
11375 (999 ) 8887777

{ESERYED FOR MUCC USE

CITY STATE
New York NY

ZIP CODE TELEFPHOHE {Indude Area Code)
10001 (111 )1111111

9. OTHER INSURED'S MAME (Last Mame, First Name, Micddle nitial)

a. OTHER INSURED'S POLICY OR GROUF NUMBER

G9000000

h. RESERYED FOR MUCC USE
Parker*Peter
c. RESERYED FCR MUCC USE

100 1S PATIENT'S COMNDITION RELATED TC:

w

EMPLOYMENT? {(Current or Presious)

[ Jno

0. AUTO ACCIDENT? PLACE (State)

D YES NO

c. OTHER ACCIDENT?

[ Jves NO

11, INSURED'S POLICY GRCUP OR FECA NUMBER

a. N3 HF\EDPD TE\ FBIRTH SEX

| Ol

b. OTHER CLAIM ID (Designated by NUCC)

Y4 1 002288001514WD01

c. INSURAMNCE PLAN MNAME CR PROGH
WCMed Insurance

d. INSURAMNCE PLAN NAWE OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC)

d. I3 THERE ANCTHER HEALTH BEMEFIT PLAN?

fiyes, complete itemns 9, 9a, and 9d

12, PATIENT TURE | authcriz
o proc aim. | alsorecuest pay oowernment benef
kelow

Signature on File

READ BACK OF FORM BEF ORE COMPLETNG & SIGNING THIS FORM.
HORIZED PE

ither to myself or tw ) the party whoaccepts

of any medical or other inforr

URE | authorize
ician or supgier for

»| <——— PATIENT AND INSURED INFORMATION ——— > |-¢—CARRIER—)»-

SIGNED DATE SIGNED
14 rEﬁTI‘E\ \F‘\‘\;F\F\EHT\LUJESS INJURY, or PREGNANCY (LMPy [15. OTHER D~TE i 1 Bty 16. DATES “;WT\‘EHTHH ABLE TO WCRK IN CURRIENT QOOUPATION
01112 12020 EHAL.} 431 QA L\454 01 |14 12020 FrovO01 | 14 2020 TO 01 21 2020
17. NA ‘r 15\ F REFERRING PROVIDER CR OTHER SOURCE K 18. HOSPIT, ‘~T“[‘F[i D~TE R OECOIER 1O ‘ZUrffF]'E‘”T "E‘F“ Ly
} 178 | NPI FROM i i TO ! !
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. QUTSIDE LAE? $ CHARGES

REFX5N999999-0WAG2NP-ACMAPWKO9EAC0098562 1 *"NTEADD20200302

T

05/01/2020

21. DIAGNCSIS OR NATURE OF ILLNESS OR INJURY Rela AL Dservicelne beiow @48 | o\ T o | 22 RESUBMISSION
e S CODE CRIGINAL REF. NO
A, M4726 = D | ‘
2 - ; 3. PRICR AUTHCRIZATION NUMBER
L J | ]
24. A, DATE(S) OF SERVICE E C F H ] 1 ] =z
From To _|PeceoR) - iy D RENDERING o
MM DD ¥¥ MM DD Y |SERWCE| EMG $ CHARGES R’ | QUAL PROVIDER ID. # E
OB | 985577 =
1 | | | | | Paime | e
04 1 21 | 20 ‘ 04 | 21 |20 ‘ 1 ‘ | 70162 ‘ 1 ‘ NPl | 8777997777 «
L
=
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o
6] | | | | | | | | [ R —— -8
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L ________ foe
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5 | | | | | | | | R J —————————————— J g
\ \ ‘ I \ ‘ ‘ | ‘ \ \ I ‘ \ ‘ ‘ NP =
| | | | | | | L g
o I
| | | | | |
I O N || | | [w e
25. FEDERAL TAX |.D. NUMEER SSN EIN 26. PATIENT'S ACCOUNT NO 28, TOTAL CHARGE 29. AMOUNT PAID 30. Rswdl for NUCC Use
987654322 X 902620 % 70\62 % 1 |
_— 1 |
33 BILLING PROW \DEF\ INFO&PH# (222 ) 2222222

31, SIGNATURE OF PHY! OF 5l \FFL\EF‘ 52, SERVICE FACILITY LOCATION INFCRMATION
‘ o OSCORP Orthopedic Associates

= ) 65 Pennsylvania Circle Ring
VICtOI’ VonDoom NF’ Astoria, NY 11104-1699

OSCORP Orthopedic Associates
65 Pennsylvania Circle Ring
Astoria, NY 11104-1699

SMED DATE a 3777777777 b.

« 3777777777 | Y

MUCC Instruction Manual available at: www nucc.org

PLEASE PRINT OR TYPE

APPROVED OMB-0228-119/7 FORM 1000 (02-12)



