
1a. INSURED’S I.D. NUMBER                (For Program in Item 1)

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

7. INSURED’S ADDRESS (No., Street)

CITY STATE

ZIP CODE       TELEPHONE (Include Area Code)

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. INSURED’S DATE OF BIRTH

b. EMPLOYER’S NAME OR SCHOOL NAME

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE I authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

SEX

 F

HEALTH INSURANCE CLAIM FORM

OTHER1.    MEDICARE           MEDICAID             TRICARE                      CHAMPVA

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE  I authorize the release of any medical or other information necessary

to process this claim. I also request payment of government benefits either to myself or to the party who accepts assignment
below.

SIGNED     DATE

ILLNESS (First symptom) OR
INJURY (Accident) OR
PREGNANCY(LMP)

MM        DD           YY
15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.

GIVE FIRST DATE MM        DD           YY
14. DATE OF CURRENT:

19. RESERVED FOR LOCAL USE

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 to Item 24E by Line)

From
MM        DD         YY

To
MM      DD         YY

1

2

3

4

5

6
25. FEDERAL TAX I.D. NUMBER  SSN  EIN         26. PATIENT’S ACCOUNT NO.       27. ACCEPT ASSIGNMENT?

(For govt. claims, see back)

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

SIGNED DATE

SIGNED

MM       DD          YY

FROM TO

FROM TO

MM        DD            YY MM        DD            YY

MM        DD            YY MM        DD            YY

CODE       ORIGINAL REF. NO.

$ CHARGES

28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

$                                              $ $

PICA PICA

2. PATIENT’S NAME (Last Name, First Name, Middle Initial)

5. PATIENT’S ADDRESS (No., Street)

CITY STATE

ZIP CODE              TELEPHONE (Include Area Code)

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED’S POLICY OR GROUP NUMBER

b. OTHER INSURED’S DATE OF BIRTH

c. EMPLOYER’S NAME OR SCHOOL NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

YES              NO

 (      )

If yes, return to and complete item 9 a-d.

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

20. OUTSIDE LAB? $ CHARGES

22. MEDICAID RESUBMISSION

23. PRIOR AUTHORIZATION NUMBER

MM        DD           YY
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YES               NO

YES              NO

1. 3.

2. 4.

DATE(S) OF SERVICE
PLACE OF
SERVICE

PROCEDURES, SERVICES, OR SUPPLIES
(Explain Unusual Circumstances)

   
CPT/HCPCS                         MODIFIER

DIAGNOSIS
POINTER

 FM

SEX
MM        DD           YY

   YES        NO

   YES        NO

   YES        NO

PLACE (State)

GROUP
HEALTH PLAN

FECA
BLK LUNG

      Single              Married                 Other

3. PATIENT’S BIRTH DATE

6. PATIENT RELATIONSHIP TO INSURED

8. PATIENT STATUS

 10. IS PATIENT’S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

b. AUTO ACCIDENT?

c. OTHER ACCIDENT?

10d. RESERVED FOR LOCAL USE

Employed                                Student              Student

Self          Spouse         Child             Other

 (Medicare #)         (Medicaid  #)          (Sponsor’s SSN)            (Member ID#)          (SSN or ID)                (SSN)                (ID)

(       )

M

SEX

DAYS
OR

UNITS

F. H. I. J.24. A. B. C. D. E.

PROVIDER ID. #

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 

EMG
RENDERING

32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH #

NUCC Instruction Manual available at: www.nucc.org

c. INSURANCE PLAN NAME OR PROGRAM NAME

Full-Time           Part-Time

17b.   NPI   

a. b. a. b.

NPI

NPI

NPI

NPI

NPI

NPI

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

G.
EPSDT
Family
Plan

ID.
QUAL.

NPI NPI

CHAMPUS

 (      )

1500

APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)

lcompton
Note
IF YOU DO NOT HAVE A TYPE 2 NPI NUMBER, PLEASE USE YOUR TYPE 1 NUMBER IN BOX 32 A AND BOX 33A.


	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box21: Off
	Check Box22: Off
	Check Box27: Off
	Check Box28: Yes
	Check Box29: Yes
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Yes
	Check Box35: Off
	Check Box36: Yes
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Yes
	Check Box41: Off
	Check Box42: Yes
	Check Box43: Off
	Check Box44: Yes
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Yes
	Text69: 
	Text70: 
	Text71: 
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Yes
	Check Box85: Yes
	Check Box86: Off
	Text110: 07
	Text112: 02
	Text113: 07
	Text114: 11
	Text123: 
	Text116: 01
	Text118: 07
	Text119: 01
	Text120: 02
	Text121: 07
	Text122: 11
	Text124: 01
	Text131: 
	Text126: 07
	Text127: 01
	Text128: 02
	Text129: 07
	Text130: 11
	Text132: 01
	Text139: 
	Text134: 07
	Text135: 01
	Text136: 02
	Text137: 07
	Text138: 11
	Text140: 01
	Text147: 
	Text141: 02
	Text142: 07
	Text143: 01
	Text144: 02
	Text145: 07
	Text146: 11
	Text148: 
	Text149: 
	Text150: 
	Text151: 
	Text152: 
	Text153: 
	Text154: 
	Text155: 
	Text115: 
	Text158: 97012
	Text159: 97014
	Text160: 97140
	Text161: 
	Text108: 01
	Text111: 01
	Text162: 25
	Text163: 
	Text164: 
	Text166: 
	Text169: 
	Text167: 
	Text168: 
	Text170: 
	Text173: 
	Text171: 
	Text172: 
	Text174: 
	Text177: 
	Text175: 
	Text176: 
	Text181: 
	Text178: 59
	Text179: 
	Text180: 
	Text182: 
	Text183: 
	Text184: 
	Text185: 
	Text186: 1,2
	Text187: 1,2
	Text188: 1,2
	Text189: 1,2
	Text190: 1,2
	Text191: 
	Text192: 80
	Text193: 50
	Text194: 40
	Text195: 20
	Text196: 20
	Text197: 
	Text165: 
	Text199: 00
	Text101: 
	Text102: 
	Text198: 00
	Text104: 
	Text200: 00
	Text201: 00
	Text202: 00
	Text203: 
	Text205: 1
	Text206: 2
	Text207: 1
	Text208: 1
	Text209: 
	Text210: 
	Text211: 
	Text212: 
	Text213: 
	Text214: 
	Text204: 1
	Text215: 
	Text216: 
	Text217: 
	Text218: 
	Text219: 
	Text220: 
	Text156: 99204
	Text157: 98941
	Text221: 
	Text222: TYPE 1 NPI
	Text223: 
	Text224: TYPE 1 NPI
	Text225: 
	Text226: TYPE 1 NPI
	Text227: 
	Text228: TYPE 1 NPI
	Text229: 
	Text230: TYPE 1 NPI
	Text231: 
	Text232: 
	Text233: 
	Text11: NC
	Text47: 000000000
	Text48: MEMBER             JANE             B
	Text49: 123 ANYWHERE ST
	Text51: NC
	Text52: 00000
	Text50: ANYWHERE
	Text53: 
	Text54: 
	Text24: 00
	Text25: 00
	Text26: 00
	Text56: 00
	Text57: 00
	Text58: 00
	Text59: ABC EMPLOYER
	Text55: GV0000
	Text60: KANAWHA
	Text65: 01
	Text66: 01
	Text67: 07
	Text75: 739
	Text76: 3
	Text77: 
	Text78: 
	Text73: 847
	Text74: 2
	Text79: 
	Text80: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text46: 
	Text100: 
	Text99: 
	Text103: 
	Text105: 
	Text234: 
	Text235: 
	Text236: 
	Text237: 
	Text238: 
	Text239: 00-0000000
	Text241: 210
	Text242: 00
	Text244: 
	Text243: 
	Text245: 210
	Text246: 00
	Text247: JOHN Q CHIROPRACTOR DC
PHYSICAL ADDRESS
	Text240: 00001
	Text13: 
	Text14: 
	Text250: 000
	Text251: 000-0000
	Text248: TYPE 2 NPI
	Text249: 
	Text252: TYPE 2 NPI
	Text253: 
	Text254: JOHN Q CHIROPRACTOR DC
BILLING ADDRESS
	Text20: 
	Text19: 
	Text18: 
	Text255: 
	Text256: 
	Text257: 
	Text8: MEMBER            JANE          B
	Text9: 123 ANYWHERE ST
	Text10: ANYWHERE
	Text12: 00000
	Text23: 
	Text68: 
	Text109: 02
	Text117: 02
	Text125: 02
	Text133: 02
	Text15: 
	Text16: 
	Text17: 
	Text72: 
	Text1: CNC/KANAWHA
PO BOX 2368
CORNELIUS, NC 28031
	Text2: JOHN Q CHIROPRACTOR DC
	Text3: 
	Text4: 


