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Eli#E EXAMPLE - SELF EMPLOYED PT

[=]
HEALTH INSURANCE CLAIM FORM

AFPPROWED BY MATIOMAL UMIFORM CLAIM COMMITTEE (NUCC) 0242

|_|_|_| PlCA

W700000

Comp4U Insurance
1234 Shield Street
Newburgh, NY 12550

PICA |_|_|—

MEDICARE MEDICAID TRICARE

I:lrMea‘rcare,ﬁ‘} |:| [ Medicaid#) |:| (ID#DCDH)

CHAMPY A

[ ] memeeriog [ ] rio#)

H E ALTH FLAMN

D {104

FECA
BLK LUNG

OTHER
{10

1a INSURED'S I.D. MUMBER

123-45-6789

(For Frogram in [tem 1)

2. PATIENT'S MAME (Last Mame, First Mame, Midde Initial)

Arden, Dale

3. PA'{AENT S BIRTH DATE

09| 08 | 1986 v

SEX

Flx

4. INSURED'S MAME (Last Mame, First Mame, Middle Initial)

Sky Caterers, LLC

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

6. PATIENT RELATICMSHIP TO INSURED

7. INSURED'S ADDRESS (Mo, Steet)

13 Troy Gardens Selfl:l Sp:useD onil[ ] Other 94 Blue Wren Avenue
CITY STATE | 8. RESERWED FOR NUCC USE CITY STATE
Corona NY Jackson Heights NY
ZIP CODE TELEPHCOHE {Induce Area Code) ZIP CODE TELEPHCME {Include Area Code)
11368 (111) 1111111 11372 ( 222) 2222222

9. OTHER INSURED'S MAME (Last Mame, First Marme, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER
G7654321

h. RESERNWED FOR MUCC USE

Arden*/Dale
c. RESERYED FCOR MUCC USE

100 13 PATIENT'S COMDITION RELATED T:

a. EMPLOYMENT? {Current or Previous)

YES

b AUTO ACCIDENT?

|:| YES

c. OTHER ACCIDENT?

[ Jves

[ Jno

PLACE (State)

NO
[X]no

11 INSURED'S POLICY GRCUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MR | gl

oo

e M L

b, OTHER CLAIM ID (Designated by NUCC)

Y4 i 317MU202451W

c. INSURAMNCE PLANM MAME CR PROGH AM MAME
Comp4U Insurance

d. INSURANMCE PLAM MAME OR PROGRAM MAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANMCTHER HEALTH EEMNEFIT PLAN?

[_IYES XI MO

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

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

READ BACK OF FORM BEFORE COMPLETING

& SIGNING THIS FORM.

12, PATIENT'S OR AUTHCRIZED PERSCHN'S SIGMATURE | authorize the release of any medical or other information necessary
0 process this claim. | also request payment of government kenefits either o myself o 10 the party whoaccepts assignment

13, INSURED'S CR AUTHORIZED PERSON'S SIGHNATURE | autharize
payrment of medical benefits 1o the undersigned physician or supplier for
services described below,

l=lowm.
sanen _Signature on File DATE SIGNED Y
14. DATE oF CUHHENT ILLNESS, INJUHY of PREGMNANCY (LMP) |15. OTHER DATE I - 16. DATESPATIENT UNAEILE 9 WORK IN CURBENT OCCUPATION A
| | | | | | |
10 | 2019 awsL| 431 QUAL| | L FRCM | | o 1
17. NAME CF FEEFEFEFEING FROVIDER OR OTHER SOURCE 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
e 72|0B| 975955 | MM DD | YY MM, DD | vy
DN/ Ming, Mercedes MD i7a| P 2888888888 FROM | ! TO ! |
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, OUTSIDE LAE? % CHARGES
REFX5PT005555-1"MAG2PTAMPWKO9EAC00985621 " NTEADD20200302 D vES [—| MO |
1. DIAGNCEIS CR NATURE OF ILLNESS OR INJURY Felate A-L o serviceline below (24E) Tol 22, RESUBMISSION
ICDnd. § O CODE CRIGINAL REF. NGO
5 LM5416 E. el D | |
. . . b 23. PRICA AUTHORIZATION NUMEBER,
I 4| K. | L
24. A DATE(S) OF SERVICE E. C. | D. PROCEDURES, SERYICES, CR SUPFLIES E F G H I J. =
From To FLACE OF {Explain Unusual Creumstances) DIAGNOSIS Pae® | D RENDERING ]
MM DD ¥¥ MM DD YY |SERVIGE| EMG | CPTHCPCS | MODIFIER, POIMTER $ CHARGES UNTs | Fen | QuaL PROVIDER ID. # E
0B | 654321 =
| | | | | | | | T el
011 o1 20 | o1 ] o1 ] 20 | 11 | | 97110 | | } | | A | 3791 | 1 | NP | 2777777777 O
[
| | | | | I | | CERmoodser 2
01 ] 01! 20 | 01 ] 01 | 20 | 11 | ‘ 97124 | } } } | A | 2502 | 1 | NP | 2777777777 &
0B | 654321 .
I I I I I I I | F——q————=— == —==—= =i
011 01| 20 | 01!l o1} 20 | 11 | | 97010 | ! ! ! | A | 525 | 1 | NP | 2777777777 5
0
I I I I I I I I F——q--—-—————————— =
R R . . | ] [ o
: =z
| | | | | | | | s
(I Y =
I N S O I I | Ll [ T S
z
I I I I I I I I P === === === =
A N I T O I N T T | [w =
25. FEDERAL TAX |.D. NUMBEF, S5 EIM 26. PATIENT'S ACCOUNT NQ. 27 WOCERT ASSIGNMENT? |28 TOT AL CHARGE 20, AMOUNT PAID 30. Rsud for NUCC Use
260777777 | [x |465198 | x| ves NO 8 68i 18 | ¢ i i
2. SIGMATURE OF PHYSICI AN OF SUPPLIER 32, SERVICE FACILITY LOCATICN INFORMATION 33. BILLING PROVIDER INFO & PH # ( 333 ) 3333333
INCLUDING DEGREES OFt CREDENTIALS Wellness PT Services Well PT Servi
(| certify that the staterments on the reverse eliness ervices
apply to this bill and are made a part thereof ) 1 Saratoga RD PO Box 12345
Flash Gordon, PT Astoria, NY 11102 Woodside NY 11377
1/01/202
- 01/01/2020 = g777777777 P = QTTTTTTTTT | vy
N R
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938- 119/ FORM 1200 (U2-12



