L e oty | Frru : @@ APAAOVED CMB-U53A-3608 4

e ————— fuueCoss. Utk . &
POB 1407 NOTE: Important filing mstructions on next page. 'jli’
NEW YORK, NY 10008-1407
o PICA HEALTH INSURANCE CLAMM FORM //IEPMBER SUBMITTED PICA (1T r
il
1 MEDARE MEDICAID Cheanm s CHAMPVA GﬂC'-JF EIJ{!..IJJG QTHER |te. INSURED'S | D. NUMBER {FOR PROGHAM IN ITEM 1}
:lrm.w v Dmmur L] Elw SN [TvAFe L_vasvarm I"Jgs.w D
2 PATIENT'S NAME fLast Name, Firet Name, Middie Inila) 13, | PATIENT'S BT %TE 1 INSURED'S NAME (Lsat Nama, Fitat Name, Vidcla iotinl) |
3 PATENT'S ADDRESS (No. ond Svee) 6 PATIENT HELATIONSHI TO NSURED 17 NsU=ED'S ADDRESS (No. and Sieatl |
e[| Srowo[] oua[]_ome[] |
Ty SVATE |, PATIENT STATUS e swie | &
snge[] Mered[ ] Ower[] =3
e ConE TELEPHONE (include Aea Cote) 20 CODE TELEPHONE flucknin Asea Code)
Employed Fl-Time Prrt-Time
[] “swdenl | Swoee[ ] | — ]
) OTHER INSURED'S NAME (Last Nama, First Narmo, Middia iillol) 10, 16 PATIENT'S CONDION RELATED TO: 11, INSURED'S POLICY GROUP OR FECA NUMBER -
_— T
1. OTHER INSURED'S POLICY OR GROUP NUMBER o, EMPLOYMENT? (Cumant or Praviaus) o WSLRED'S DATE OF BFTH 5
MM | DD | Y SEX £
Ovs [OIw | | L ml] ]
b oA § DATE O i o b AUTO ACGIDENT? PLACE (State) [ EMPLOYER'S NANE O SCHOCL NAME -]
[ ] v~ e Ows Ow =
€ EMPLOYER'S NAME U SCHOUL MAME . OTHER ACCDENT? C NSURANCE PLAN NAME OR PROGHAM NAME
[] ves [J*
3 INSURANCE PLAN NAME OR PROGAAM NAME o, RESERVED FOR LOCAL USE 4. IS THERE ANOTHER NAME O BENEFIT SLANT
] ves i YES, mmmmumwnphmmog-d
wwmwonucmusnu NG THiS BECTION, Ta. mmt- G | scam ot
12 | AUTHORIZE THE RELEASE OF I ORRMACH, A8 DESCREED O THE REVERBE S0E OF THES CLAM FORM mwﬂmnwm qr wuoube lor sarvces
SIGNED _ DATE SIOGNED |y
F] LINESS Fonl wyinpicr ] OR T8 ¥ PATIENT HAS MAD GAME OF SMILAR LLNESS |18 DATES PA 7] ] n
MM [ DD | oYY SULIAY ) OR MM | DD | YY MM DO | VY MM DD | Yy A
| [ PRECINANGY LN GIVE FIRGT DATE 1 [ FROM ! I L)
V7 NAWE OF REFERAING PHYSLIAN OA OTVEA SOUGE TT1s 1D MAEER OF FEFERIONG PHYSCAN TH. HOSPITALIZATION DWIES RELATED 10 CURFENT RERVIGES
v B PO s
mou | LI
19 AESEAVED FOR LOCAL USE 20 QUTSIDE LAG? $ CHARGES
O [Je | I
21 DIAGNOSIS OF NATLIRE OF ILLNESS OR INJURY (RELATE ITEMS 1, 2, 3 OR 4 TO ITEM 24E BY UNE) 22, MEDICAID RESVEMISSION  ORIGINAL AEF. NO
[ I al . __ l il
23. PRIOR AUTHORIZATION NUMBER l
2.1 a |
4 A al ¢ L [V] E F Q H ] J K
DATER OF SERVIGE PAGE | TYPE | PRAGCEDUNES, SEAVIGES DR SUPPLES OAYS [6Ps07
0 OF | OF | EXPLAN S ANCES) DIAGNOSIS $ CHARGES OR |Fawly | EMG | coB |  ReserveD FoR
YoMM DD Yy e e HCPCS | MODFER CODE UNTS | PLAN LOCAL USE
[ 99306 | 148-00 | 128 67
N || ‘ g
w
———t It
| | || i 7
- n
| ! H
i
. | | g
|| | | ;
I | | !
- _[ — e — ' _! VERIEEIEII. —=.
UMMBER BSN BN |20 PATIENTS ACCOUNT NO 37 ACCEPT ASGONVENT? |28 TOTAL CHARGE 20. AMOUNTFAD |30 BALAMCE JUE
839775 O | ___|Ow [po s SR I O
SN AN OF SUPPLER, a wm%nwuwwsmmwﬁn& ] mmmsaumume 7P CODE
lmm&urmwmg‘ommm " . tife Line Screening
DEREY TO THE J . ;
PATIENT, AND THAT | Al ENTITLED 1O REIMBURSEMENT OF AHn: Acoaarts Recedvable ,
[ECIWRGESOCAED 901 Saith Mo Pac Bxaressway #2, Suibte 130
L)
SIGNED DATE Apstin, ™ 78746 |aAre
{APPROVED BY AMA COUNCIL ON MEDICAL SEAVICE 8/88) PLEASE PRINT ORTYPE FORM MCFA-1500 [12-00)
o Glue Grosa and Glos Shimkt Plans ORM OWCP-1500 by g7a48-CDF /04

Servives provided by Fmpire HeslihCholes Assumnes, Inc , 2 losmed of the Biue Croad an Biua Shisd an



