(1500

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

""""l'""r"lPICA

SAMPLE FOR NEONATAL GROUND AMBULANCE
WITHOUT TAXONOMY CODES

NC PRIMARY INSURANCE (TPL)

AQ225 AND A0425 (WITH A0425 "Ul" MODIFIER)

PICA

1. MEDICARE MEDICAID TRICAF\‘E CHAMPVA

D (Medicare #) . Medicaid #) D (Sponsors SGN) D (Mamber iD#) D {SSN or ID)

OTHER

A TH PLAN

1a. INSURED'S 1LD. NUMBER {For Program in #em 1)
PATIENT 12 DIGIT ID NUMBER

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

D BLK Uj |:I i)
H |

& PATIENTS BIATH DATE
L

4. INBURED'S NAME (Last Namne, First Name, Middle Inigal)

5. PATIENT'S ADDRESS (No., Streel)

i |
8. PATIENT RELATIONSHIP TO INSURED

7. INSURED'S ADDRESS (No., Street)

ADDRESS SeifD Spouse [:I Childlzl Other I:I

CiTY STATE | 8 PATIENT STATUS CiTy STATE

CITY VA Single l:l Marriad D Othar I::I

ZIP CODE TELEPHONE (include Area Code} 2P CODE TELEPHONE (inciude Area Code}
Full-Time Part-Time

ZIP ( ) Employed D Student Student D ( )

9. OTHER INSURED'S NAME (lLast Name, First Name, Middle initial)

& OTHER INSURED'S POLICY OR GROUP NUMBER

b, OTHER INGURED'S DATE OF BIFTH oy
v bD oYY
: ; M L__'

! i
¢. EMPLOYER'S NAME OR SCHOOL NAME

]

10,15 PATIENT'S CONDITION RELATED TO:

&, EMPLOYMENT? (Current or Previous)

Ko

PLACE (State)

YES
b, AUTO ACCIDENT?

D vES

Gl
c. OTHER ACCIDENT?

[[Jres FEwo

11 INSURED'S POLICY GROUP OR FEGA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM pp YY

s W[ g

. EMPLOYER'S NAME OR SCHOOL NAME

¢ INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10, RESERVED FOR LOGAL USE

d. 15 THERE ANOTHER HEALTH BENEFIT PLAN?
D YES [ﬂ NO I yes, return o and complete item 9 a~d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request paymant of govermniment benafits either to myse!f or fo the pary who accepts assignment

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorlze
payment of medical benefils to the undersigned physician or supplier for
sewnws described below,

PATIENT AND INSURED INFORMATION ———p= |4 CARRIER —

balow,
signen_ SIGNATURE parz DATE signep_ SLCNAT Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 5. IF PATIENT HAS HAD SAME on sawma HLLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCOUPATION A
MM | RD T TYY INJURY (Accident} OB GIVE FIRGT DATE MM MM DD Y MM DB Yy
! ! PREGNANCY{LMP) E ; FROM ! ‘ T0 i g
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 78 L L], HOSPIT&HZATION DATEsyi\:G(ELATED TO CUN?HENT SEHVICE% v
_ 173 1 t 1 1
. 17b.| NP} FROM ! ' TO 3 5
19. RESERVED FOR LOCAL USE 20, OUTSIDE LABR? $ CHARGES

D YES D NO

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY {Relate Hems 1, 2, 3

or 4 to tem 24E by Line)

=3

22, MEDICAID RESUBMISSION
CODE 58 ORIGINAL REF, NO.

MODIEIER .

1, .DX _CODE N U,
23. PRIOR AUTHORIZATION NUMBER
2, | i N T
24, A DA’I‘E(S)OFSERVICE B. I 77 D. PROGEDURES, SERVICES, OH SUPPLIES £, F. G 04 L J.
Erom PLACE OF) {Explain Unusual Ciroumetancea) DIAGNOSIS DALs '?r.iff,j 0. RENDERING
MM_ DD vy MM DD YY_ISERVICE] EMG |  CPT/HOPOS | POINTER $CHARGES ulits | | quaL PROVIDER ID. #

G)U‘I&(A}i\}%

NPl

PHYSICIAN OR SUBPLIER INFORVATION

= H {
28. PATIENT'S ACCOUNT NO.

]
27

i
28. TOTAL CHARGE

(1 cenify thal the statements on the reverse
apply to this bill and are made a part thereof.)

ADDRESS

CITY, STATE ZIP

DROP OFF LOCATION

25. FEDERAL TAX L.D. NUMBER S8N EIN CCEF’T ASS!GN&’(EKNT? 29. AMOUNT PAID 30. BALANCE DUE
of govt. claims, ses back! , .
[1[] | paTiENT AccT # ves | |no s 3000 00; s | |s 3009 00
3%, BIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH # ( ) PHONE
INCLUDING DEGREES OR CREDENTIALS

PROVIDER NAME
ADDRESS
CITY, STATE ZIP

SIGNATURE DATE -
SIGNED DATE

|® NPT NUMBER P

NUCC Instruction Manual availabie at: www.nucc.org

PLEASE PRINT OR TYPE
@Printed on Recycled Paper

APPROVED OMB-0238- 0999 FORM C%VIS 1500 [}8 05)



1500

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAM COMMITIEE 08/05

_'mPICA

SAMPLE FOR NECONATAL GROUND AMBULANCE
WITH TAXOMOMY CODE

NO PRIMARY INSURANCE (TPL)
A(G225 AND A0425 (WITH A0425 "UL" MODIFIER)

PICA f‘T "}“‘

I MEDICARE CHAMPUS SEELTH PLAN ELE}? fu
E] Medicare #) | W} (Medicaid #) I:] (Sponsor's SSN) I:] (Member I D (SEN or 1D) [:] (53N}

MEDICAID

TRICARE CHAMPVA P

OTHER

NG L__.] p

1a INSURED'S 1.D. NUMBER {For Program in ftem 1)
PATIENT 12 DIGIT ID NUMBER

2. PATIENT'S NAME {Last Name, First Name, Middle initial}
PATIENT NAME i !

3. PATIENT'SG BIATH DATE
MM

! i

YY MI::I

SEX

]

4. INSURED'S NAME (Last Nama, First Name, Middle initial)

5 PATIENT'S ADDRESS {No., Street)
PATIENTS ADDRESS

G. PATIENT RELATIONSHIP TO INSURED

Self[:l SpouseD ChildD Otherl:l

7. INSURED'S ADDRESS (No., Street)

cITy STATE | 8 PATIENT STATUS

CiTY 8T Single D Marded D
ZIP CODE TELEPHONE {Include Area Code)

41Ir

()

Full-Time
Employed D Student

Other D

Parl-Time,
Student D

CITY STATE

ZIP CODE TELEPHONE (include Area Code)

( )

9. OFHER INSURED'S NAME (Last Name, First Name, Middie initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

YES

i
[
Il

b. OTHER INSURED'S DATE OF BIRTH
M Yy

i
t
i

b. AUTO ACCIDENT?

[:l YES

SEX

] e[ ]

c. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

[:] YES

10. 15 PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? {Current ar Previous)
NG

PLACE (State)

MO
[X]no .

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
Wi Yy

s+

b, EMPLOYER'S NAME OR SCHOOL NMAME

¢, INSURANGE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

o, 153 THERE ANOTHER HEALTH BENEFIT PLAN?
l:' YES I:ﬂ NO If yes, return to and complete item 9 a-d.

READ BACK OF FORNM BEFORE COMPLETING & SIGNING THIS FORN,

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authotize the release of any medical or oiher information necessary
to process this claim, | also request payment of govarnment benefits either to myse!f of to the party who accepts assignment

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | sauthotize
payment of medical benefits to the undersigned physician or supplier for
services described below.

PATIENT AND INSURED INFORMATION e oo CARRIER —

PREGNANGY(LP) \

below,
T
sianep_SLGNATURE pare DATE sianep S LGNATURE -
14, DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME QR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT GCCUPATION A
MM DDy oYY INJURY (Accident) OR GIVE FIRST DATE MM §Y MM DD Y MM DD YY
1 I FROM ' i TG i E

17. NAME OF REFERRING PROVIDER OR OTHER SOURGE

Aral

175

i E)
5118 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
Z M Yy MM Yy

] i i !
FRGM ! i TO i ;

18. RESERVED FOR LOCAL USE

! !
20. OUTSIDE LAB? 5 CHARGES

[ Jves [ wo ]

21. DIAGNOSIS OR NATURE OF {LLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 {0 Ram 246 by Lina}

=

22, MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

y. | DX CODE I
23, PRIOR AUTHORIZATION NUMBER
2L . . L3 N
24, A, DATE(S) OF SERVIGE B. T G D PROCEDURES, SERVICES, OR SUPPLIES E, . G a0 J.
From To PLAGE OF {Explain Unusuai Glroumstences) DIAGNOSIS DAY T, RENDERING
MM__ DD YY MM DD SERVECE| EMG | OPT/HOPCS | MODIFiER POINTER $ CHARGES UNITS | Plan’ | QUAL. PROVIDER 12, #
_ s | Sas bl .
1500/ 00] 1 | [we | NPI NUMBER
Sl I BE L 341 6LO300X

~1500{ 00 23]

S2 S ) I S B\ B

i NP

PHYSICIAN OR SUPPLIER INFORMATION

i ‘ ;
25. FEDERAL TAX 1D, NUMBER 58N EIN 26, PATIENT'S AGCOUNT NO. 21@8%&-:\?{%}“%58[3@05&;(: P,\ET? 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
M PATIENT ACCT # YES NO $ 3000; 00, ¢ Lo s 300(;: 00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOGATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( ) PHONE
INCLUDING DEGREES OR CREDENTIALS
{) centify that the statements on th ree
apply 'lfg thi‘: bif ;;\2 :reergasdfa a le‘rtet\lf'aneof.) gggggggF LOCATION iﬁg‘R’éggR NAME
TR CITY, STATE ZIP CITY, STATE ZIiPp
SIGNATURE DAT a R NPT NUMBER | ZZ3416L0300% v
NUCC Instruction Manual available at: WWW.NLICS.org PLEASE PRINT OF TYPE APPROVED OMB-0938-0999 FORM CMS-1500 {08-05}

@Pfinted on Recycled Paper



1500

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

SAMPLE FOR NEONATAL GROUND AMBULANCE

WITHOUT TAXOMOMY CODE

NO PRIMARY INSURANCE (TPL)
AQ225 AND AD425 (WITH A0425 "Ul" MODIFIER)

'—mPICA PICA W
1. MEDICARE MEDICAID TRICARE CHAMPVA OTHER | 1a. INSURED'S 1.D. NUMBER {For Program in ltem 1

[:l (Medicare #)E (Mecﬂcaid #) I:I (Sponsor's SSN) D {Member ID8) D (SES?\} gHg)LAN I(BSLSN)UNGD (iD) PATIENT 12 DIGIT ID NUMBER

2. PATIENT'S NAME (Last Name, First Name, Middie Initiaf) 3. PK\ATIE?T S BlﬁTH DATE SEX 4. {NSURED'S NAME (Last Name, First Name, Midde tnigial)

PATIENT NAME

W ][]

5. PATIENT'S ADDRESS (No., Street)
PATIENTS ADDRESS

8. PATiENT RELATIONSHIP TO INSURED

sme SpouseD Chi!dlj o:herD

7OINSURED'S ADDRESS (No., Street)

CITY STATE
CITY |7
ZIP CODE TELEFPHONE (Include Area Code)

Zip ( )

STATE

8. PATIENT STATUS CITY
Single I:] Married D Other D
ZIP CODE
Full-Time Parl-Time
Employed Student Studernt

(

TELEPHONE ({include Araa Code)

)

9, OTHER (NSURED'S NAME (Last Name, First Name, Middle Inftial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

10,18 PATIENT'S CONDITION RELATED TO:

11, INSURED'S POLICY GROUP OR FECA NUMBER

a, BEMPLOYMENT? {Current or Previous)

YES NO t

|
t 1

a. INGURED'S DATE OF BIRTH
MM, DD, oYY

ML

SEX

]

b. ?ﬂ'ﬁl-iéﬂ INSURED'S DATE OF BIRTH

i i
E i

w[ ]

b AUTO ACCIDENT?

I:[ YES

SEX PLACE (State)

L]

[ EMPLDYEH‘S NAME OR SCHOOL NAME

N
¢, OTHER ACCIDENT?

[ives Mo

b EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

<, 15 THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves NG

If yes, return 1o and complete item & a-¢.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS #ORM,
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE { authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself of o the pasty who accepts assignment

13. INBURED'G OR AUTHORIZED PERSON'S SIGNATURE | authorize
payrnent of medical tenefits to the undarsigned physician or supplier for
services described below.

PATIENT AND INSURED INFORMATION —————p<{— CARRIER —3~

below,
‘ TURE
signen SLGNATURE DATE DATE SIGNED STGNA v
4. DATE OF CURRENT [LLNESS (First symptom) OR 15, IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 18, DATES PATIENT UNABLE JO WORK IN CUHHENT occum‘now A
MM YY % INJURY (Accident) OR GIVE FIRSTDATE MM | DD MM RO MM
3 § PREGNANCY(LMP) | ; FROM ! ; TO 3 r
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE ra - o 118, HOSPITALIZATION DATESYI\%(ELATED TO CE}HHENT ggnwcng? N
- I f |
170, NP1 FROM | ‘t To j E
19. RESEAVED FOR LOCAL USE 20. GUTSIDE L.AB? $ CHARGES

[ Jves [ Ino |

21. HIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 {o Hem 24E by Line)

“—‘!,

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF, NO.

1 | DX _CODE 3
23, PRIOR AUTHORIZATION NUMBER

2l ... 4 | .
24, A, DATE(S) OF SERVICE B. . D. PROGEDURES, SERVIGES, OR SUPPLIES E. F 3, H, 1. &

From To PLACE OF {Explaln Unusual Circumstances) DIAGNOSIS DQ\F;S | D RENDERING
MM &b YY MM DD YY_ SEHV[C_E EMG | CPT/HCOPCES | MODIFIER _POI_NTER _ $CHAHGES UNITE | Pan | QUAL PHOVIDEH D, #
STPL1BPL 00 b S e
01 o1 osl omt R 1500w ooJ 1 { NPI NUMBER
f.:'.x:leoo 00" L TR ' 1. L
01 01! 09| o1 IR 15004 oo| 23 ] NPI NUMBER

DO N e

NP}

PHYSICIAN OR SUPPLIER INFORMATION

] ' b8 - 1
25. FEDERAL TAX 1.0, NUMBER SSN EiN 26. PATIENT'S ACCOUNT NO. 2? @C%gvﬁziﬁgss@% NT? | 28, TOTAL CHARGE 26. AMOUNT PAID 30, BALANCE DUE
[[] | pariENT AcCT # vES NO $ 3000 00| g | |s 3000 00

31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SEAVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH # ( ) PHONE

INCLUDING DEGREES OR CREDENTIALS

{I certidy that the statements on the reverse DROP OFF LOCATION PROVIDER NAME

apply to this bill and are made a part theteot.) ADDRESS ADDRESS

CITY, STATE ZIP CITY, STATE ZIP

SIGNED DATE e S “ NPT NUMBER P . . oo
NUCC instruction Manual available at: www.nucc.org BPLEASE PRINT OR TYPE APPROVED OMB-0938-0029 FORNI CMS 1500 (08~05)

@Priﬂted on Recycled Paper



1500 SAMPLE FOR NEONATAL GROUND AMBULANCE i
WITH TAXOMOMY CODE e
HEALTH INSURANCE CLAIM FORM AND PRIMARY INSURANCE (TPL) x
L mw
ABPROVED BY NATIONAL UNIFORM GLAIM COMMITTEE 08/05 A0225 AND A0425 (WITH A0425 "ULl"™ MODIFIER) o
AREL e HT\YL
1. MEDICARE MEDICAID THICAHE CHAMPYA OTHER [ 1a. INSURED'S 1.0, NUMBER (Fot Program in ltem 1) N
FER pLan
D (Medicare #) [ 3| ivedicaia #) D {Spansors SN |:] MemberiDE) |:| (SEN or D) ™ D ) PATIENT 12 DIGIT ID NUMBER
2. PATIENT'S NAME {Last Name, First Name, Middle Initied) 3. PATIENTS BIRTH QATE 4, INSURED'S NAME (Last Name, First Name, Middle Initiah
H i
PATIENT NAME : ! Ml::l el ]
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIF TO INSURED 7. INSURED'S ADDRESS {No., Sireet)
PATIENTS ADDRESS ses[ ] spouse[ | cnia[ | omer[ ]
CITY STATE | 8. PATIENT STATUS cITY STATE =
cITy 8T single || maries| | oter] | 8
Z2IP CODE TELEPHONE (nciude Arga Gode) ZiP CODE TELEPHONE (inciude Area Coda) %
Full-Time Part-Time 0
ZIP ( ) Employed Stugent Stugent D ( ) S
9. OTHER {NSURED'S NAME {i_ast Name, First Name, Micdle Inftial) 10. IS PATIENT'S CONDITION RELATED TO: 1. INSURED'S POLICY GROUP OR FEGA NUMBER =5
@
a. OTHER INSURED'S POLICY OR GROUP NUMPER 2 EMPLOYMENT? {Current of Previous) a msunms PATE OF Blrwq SEX %
i E
7]
[ Jes [X]wo L Ml ] FL] |2
b. %WEIR IggU?ED $\PATE OF BIFIT;“I SEX b. AUTO ACCIDENT? PLACE (State) b, EMPLOYER'S NAME OR SCHOOL NAME %
3 3 ] [ [fves  BXvo |t
¢. EMPLOYER'S NAME OR SCHOOL NAME ¢- OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME =
[ Jves NO PRIMARY INSURANCE NAME i
. INSURANGE PLAN NAME OR PROGRAM NAME 10d, RESERVED FOR LOGAL USE d. 1S THERE ANCTHER HEALTH BENEFIT PLAN? §
) YES l__ . NO ¥f yes, relurn to and complete item 8 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize the release of any medical or other information necessary payment of medical benellts to the undersigned physician or supplier for
to process this claim. { also request payment of government benefits either to myself or to the party who accepts assignment services described below,
below,
sienep_ SIGNATURE ~ pats_DATE signen,_ STGNATURE Y
14. DATE OF CURRENT: ILLNESS (Firet symptom) OR 15. IF PATIENT HAS HAD SAME on SIM!LAH ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN GURRENT OCCUPATION A
MM oy DO YY @ INJURY (Accident} OR GIVE FIRST DATE MM DD YY MM YY
! ! PREGNANCY(LMP) ; ‘[ FROM ; | TO i ;
17. NAME OF REFERRING PROVIDER OR OTHER SOURGE Ara e ] LR TR e e R SRR ITY Hosprrﬁkam%g DATES AELATED TO cu’mENT %chcs
IR e TR D : : | ' i
175, | NP FROM 3 : TO ! :
19. RESERVED FOR LOCAL, USE 2. QUTSIDE LAB? $ CHARGES
[Jves [T |
21. DIAGNOSIS OR NATURE OF iLLNESS OR INJURY (Ralats ltems 1, 2, 3 of 4 1o ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
1 | DX CODE I
23. PRIOR AUTHORIZATION NUMBER
2] L
24 A, DATE(S) OF BERVICE B. C. | D. PROCEDUAES, SERVICES, OR SUPPLIES £ E. G, [ J.
From o PLACE OF (Explain Unusual Clraumstances) DIAGNOSIS o RENDERING
MM PD vy MM DD YV ISERVCE| ENG | OPTIHCPCS i MODIFIER POINTER | 8§ CHARGES U | Pan | QUAL PROVIDER ID. #
TRLIB0I00. . S s o 2Z| 3416L0300X
ww‘“ | 10225 1500 00| 2
TPLle. 0. G Al

1. 00l 01! _01 09 41|

PHYSICIAN OR SUPPLIER INFORMATION

c:oa_&ooi\)—a

25. FEDERAL TAX LD, NUMBER 38N EIN 26. .PATEENT‘S ACCOUNT NO. P? @c:{gﬁgggﬁggmg‘wv 25, TOTAL CHARGE 29, AMOUNT PAID 30. BALANGE DUE
LIL] | eariest accr # [ Jves | Jno 8 3000/ 00| s | |s 3000 00
31, SIGNATURE OF PHYSIGIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( ) PHONE
INCLUDING DEGREES OR CREDENTIALS
{l certily that the stat i the revers:
2orly T his bil and are rmade & part thereet DROP ggﬂ‘ LOCATION PROVIDER NAME
CITY, STATE ZIP CITY, STATE ZIP
xlng Dof:rg & L ib i L NPT NUMBER |b ZZB416L0300X -
NUCC Instruction Manual available at: www.nucc.org PLEASE PR.WT OR TYPE APPROVED OMB-0938-0999 FORM CMS-1500 {08~ 05)

@Prmt&d on Recycled Paper



1500 SAMPLE FOR -ALS EMERGENCY AMBULANCE

WITHOUT TAXOMOMY CODES

CARRIER —3

HEALTH INSURANCE CLAIM FORM AND NO PRIMARY INSURANCE (TPL)
APPROVED Y NATIONAL UNIFORM CLAIM COMMITTEE 08/05 A0427 AND A0425
T prea PICA [T Ir
MEDICARE MEDICAID TRICA ) CHAMPVA OTHER} 1a. INSURED'S 1.D; NUMBER {For Program in ltem 1) }:
H PLAN
D (Medicare #} [2—{] (Medicaid #} EI (Sponsors 58N} D (Mermber I0#) D {SSN or D} SSN) D {0} PATIENT 12 DIGIT ID NUMBER
2. PATIENT'S NAME {Last Nama, First Name, Middle iniliaf) 3 F’&‘&ENT %gIRTH GATE 4, INGURED'S NAME (Lasl Name, First Name, Middle Initiad)
| i
PATIENT NAME ! ! MD E D
5. PATIENT'S ADDRESS (No., Streat) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS {No., Street}
PATIENTS ADDRESS Seif|:| Spousel::l ChiEdD OlherD
CiTy STATE | 8. PATIENT STATUS ity STATE -
c
cITY 8T single [ | wmaroa[ | omer[ ] £
ZIP CODE TELEPHONE {Include Area Code) ZIP CODE TELEPHONE (include Area Code) %
Full-Time Part-Time i
ZIP ( ) Employed I:I Student Student D ( ) 8
9. OTHER INSURED'S NAME (Last Mame, First Name, Middia Initial) 10. {8 PATIENT'S CONDITION RELATED TC; 11, INSURED'S POLICY GROUP OR FECA NUMBER =
__|ANSWER FoLidwiING: a
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current of Previous) a, INSURED'S DATE OF BIRTH SEX 24
MM DD YY a
[ Jves  [[]no L ] FLl |2
b %'R:‘FEIFR INSUI?ED'\SAI’DATE QF BIRTH SEY b. AUTO ACCIDENT? PLACE (State) b, EMPLOYER'S NAME OR SCHOOL NAME . g
| I [Jves [, Z
¢. EMPLOYER'S NAME QR SCHOOL NAME ¢, OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME ;
DYES I:] NO ﬁ
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. I8 THERE ANOTHER HEALTH BENEFIT PLAN? §
D YES @ NO If yes, relurn to and complete item 9 a-¢.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INBURED'S OR AUTHORIZED PERSON'S SIGNATURE | adthorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize Ihe release of any madical or ofher information necessary payment of. madical benefits 1o the undersigned physisian or supplier for
1o process this claim, | also request payment of government benefits either to myself o to the party who accepts assigninent senvices described below,
below.
sIGNED,__SIGNATURE : ‘ ‘oate _DATE sionen_ SIGNATURE A
4. DATE OF CURRENT: ELNESS {First symptom) OR 15, iF PATIENT HAS HAD SAME Gﬁ SIMJLAR ILLNESS. { 16, DATES PATiENT UNABLE TO WORK IN CURBENT CCCUPATION A
MMy DD Y @ NJURY {Accident) OR GIVE FIRST DATE MM Yy MM Yy M DD Yy
! ! PREGNANCY(LMP) ; g FROM 3 = TO g {
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE e T e R Topee. HDSPIT@L%ZATION DATES RELATED TO CUB?RENTSERVICE%Y
' : ! R 4| a . 1 |
17h, | NP FROM E ! TO E {
18, RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES
[ves [Jwo
21, HIAGNOSIS OR NATURE OF ILLNESS OR INJURY {Relate tems 1, 2, 3 or 4 to term 24E by Line} "‘-‘—'] 22, MEDICAID RESUBMISSION
Y ORIGINAL REF. NO,
1. LBE _CODE N D
23, PRIOR AUTHORIZATION NUMBER
2. | . 23
24, A, DATE(S) OF SERVICE B, C. D. PAOCEDURES, SERVICES, OR SUPPLIES E. F, G, H, kL J.
From To PLAGE OF {Exptaln Unusual Clroumstances) DIAGNOSIS DS EEN REMDERING
MM DD YY MM DO Yy SERVECE EMG | CPT/HCPCS | MODIFER POINTER $ CHARGES UNIS | Pian | QUAL, FROVIDER (D, #

HPI NUMBER

L ool®| v 1500 00

W __no! 01..01.

M_N_?_I. IMBER

PHYSICIAN OR SUPPLIER INFORMATION

S O B W N -

1
25, FEDERAL TAX 1.D. NUMBER 88N EiN 26. PATIENT'S AGCOUNT NO. 27, @CCEPT ASSEGN@Q%\!T? 28, TOYAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

oF fovl, clais, see .
[T | eazzene accr # [ lves [ Jno 5 3000} 00| | |s 300d 00
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1500 . SAMPLE FOR ALS EMERGENCY GROUND AMBULANCE &
) WITH TAXOMOMY CODE T
HEALTH INSURANCE CLAIM FORM NO PRIMARY INSURANCE (TPL) ::
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05 AQ427 AND A0425 ©
PICA : PICA i‘“ﬁ“\{,
1. MEDICARE MEDIGAID Tﬂchﬁe CHAMPYA ?H PLAN gﬁ?fw\se OTHER 1. INSURED'S 1.D. NUMBER (For Program in ltem 1) N
D medicare #) [ %] . (Medicaid # D (Sponscrs 85N D Member IDA) D (ss:v or D) {55N) |:] oy PATIENT 12 DIGIT ID NUMBER
2. PATIENT'S NAME (Last Name, First Name, Middie Initial) 3. PAHENT E{)SIRTH DATE EX 4. INSURED'S NAME (Last Name, First Name, Middle Initlaf)
t E
PATIENT NAME ! f MD F D
5. PATIENT'S ADDRESS (No., Street} 8. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
PATIENTS ADDRESS SelfD Spouse[:l cmde GmerD
CITY STATE | 8. PATIENT STATUS CiTY STATE =
cITY 8T Single D Married D Other E:I EC__)
2P CODE . TELEPHONE (Include Area Code) ZiP CODE TELEPHONE (include Area Code) %
Full-Time Part-Time 2
21P ( ) Employed D Student Student D ( ) E
9. OTHER INSURED'S NAME {Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GAOUP OR FECA NUMBER =5
ANSWR Fousuwint:- - | 5
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? {Current or Previous} a. INSURED'S DATE OF BIRTH SEX [
MM DDy Y g
[ Jves [ Jro L M ] FfLl |2
5 Y 3 7 ;
b. ?;Q;E:”‘ 'ggU?ED $ATE OF BIRTH SEX b. AUTO ACCIDENT? PLAGE (State) | b. EMPLOYER'S NAME OR SCHOOL NAME g
L I [Jves v e
c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME §
[Jves  [Jro z
d. INSURANGE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 18 THERE ANOTHER HEALTH BENEFIT PLAN? g
DYES B NO if yes, return 1o and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
2. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government beneflts either 1o mysell of o the party who accepts assignment services described below.
below.
URE URE
signgp_ STGNAT . pate DATE sz SIGNAT ¥
14. DATE OF CURRENT: ILLNESS {First symptom) OR 15, IF PATIENT HAS HAD SAME OR SIM!LAR {LLNESS. | 18. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION A
MM DD INGURY (Accident) OR GIVE FRST DATE MM | DD Yy MM DD oYY Mo DO YY
! ! PREGNANCY{LMP) ! : FAROM ! ! TO ! !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE N e #i118, MOSPITAUZAH% DATES RELATED TO ctﬁhl?ﬁm g RVICE% "
okt i £ ¢ |
17b.] NPi FROM 3 ! T0 ; i
9. RESERVED FOR LOGAL USE 20, QUTSIDE LAB? § CHARGES
[Jves [[]no
21, DIAGNOS!S OR NATURE OF ILLNESS OR INJURY (Relate tems 1, 2, 8 or 4 fo ltem 24E by Lina) 22, MEDICAID RESUBMISSION
! CODE ORIGINAL REF. NO,
1L DX CO% B e s
. 23, PRIOA AUTHORIZATION NUMBER
2. 1 N L
24. A, DATE(S) OF SERVICE EX G. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. [ ) J.
From To PLACE CF| {Explaln Unusust Circumstances) DlAGNDSIs DA N m. RENDERING
Mb DD YY MM DD YY |SERVCE| EMG | CPTACPCS | ___MODIFER POINTER | & CHAHGES UMTE | Pien | QUAL, PROVIDER ID, #

01 o1l 09| o1f 01

PHYSICIAN OR SUPPLIER INFORMATION

S O b WO e

25. FEDERAL TAX LD. NUMBER 88N EIN 26. PATIENT'S ACCQUNT NQ. 27 @(%%gf’a%%?ig&%gyT? éB. TOTAL CHAERGE 22. AMOUNT PAID 30. BALANCE DUE
_ U] PATIENT ACCT # [[ ]ves [ |wo $ 3000; 00/ s i |s 3000 oQ
31. ﬁg?@g&%&i[%?a%rgg%Igi\éggz;&éﬁ_’ﬁk:iﬁ 32. SERVICE FAGILITY LOCATION INFORMATION 33, BULING PROVIDER INFO & PH & ( ) PHONE
S ok s sy | DROP OFF LOCATION PROVIDER NAME
CITY, STATE ZIP CITY, STATE ZIP
s TORE e * s P 0.7 Ta NPI NUMBER P 223416L0300X - .. |3
WCC Instruction Manual availatile at: www.nucc.org PLE:“ASE PHINT OR TYPE APPROVED OMB-0938-0998 FORM CMS- 150() {08- 05)
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(1500 )

HEALTH INSURANCE CLAIM FORM

SAMPLE FOR ALS EMERGENCY AMBULANCE
WITHOUT TAXOMOMY CODES

WITH PRIMARY INSURANCE (TPL)
A0427 AND AQ0425

APPROVED BY NATIONAL UNIFORM CLAM COMMITTEE 08/05
PICA PICA E._[_r
MEDICARE MEDICAID TﬂiCARE CHAMPVA OTHER | 12, INSURED'S LD, NUMBER {For Program in em 1)

[j (Medicare #) @ (Medicaid #) D (Sponsors S50 D (Member 1) L—_]

GROUP
WEALTH PLAN
(SEN or 1D}

D BLKL D )

PATIENT 12 DIGIT ID NUMBER

2. PATIENT'S NAME {Last Name, First Name, Midd
PATIENT NAME

te Initial) 3. F’“AATTENTS SIRTH DATE SEX

B e

4. INSURED'S NAME (Last Name, First Name, Middle initiaf)

5. PATIENT'S ADDRESS (No., Street)
PATIENTS ADDRESS

8. PATIENT AELATIONSHIP TO INSURED

Seif[:l Spousem ChEEdD Otherl:l

7. INSURED'S ADDAESS (No., Street)

QY STATE | B. PATIENT STATUS
CITY st Single I:l Married D Other D
ZiP CODE TELEPHONE {Include Area Code)
Ful-Time Part-Time
are ( ) Employed D Student Student D

GITY STATE

ZIP CODE TELEPHONE (Include Area Coade)

(

9. OTHER INSURED'S NAME (Last Name, Firgt Nama, Middle Initial)

10. 18 PATIENT'S CONDITION RELATED TO;

ANSWER. FoLLOWING:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (Current or Pravious)

YES D NO

b. OTHER INSURED'S DATE OF BIRTH
MM 23] Yy

{ H
] H
i !

u[]

b, AUTO AGCIDENT?

m YES

SEX

]

& EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

D YES D NO

11, INSUREDY'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BlF\i{'\f{H 8EX

MM DD
i i M [ Fl:l
i i

b, EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME
NAME OF PRIMARY INSURANCE

d. INSURANCE PLAN NAME OR PROGRAM NAME

10, RESERVED FOR LOCAL USE

4. 15 THERE ANOTHER HEALTH BENEFIT PLANT
@ YES D NO If yes, return 1o and complete item & a-d.

AEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE { authorize the release of any medical of other information neCessary
io process this claim. | also request payment of govermment benefits either lo myself or to the parly who accepts assignment

13, INBURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned ghysician or supplier for
services descrived balow.

CARRIER —3

Yo |
P

PATIENT AND INSURED iNFORMATION

below.
signep_ SIGNATURE parz_DATE sienep _ SLGNATURE Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 18, IF PATIENT HAS HAD SAME OR sm;mn ILLNESS. | 16, DATES PATIENT UNABLE JO WORKIN CURHENT QOOUPATION A
MM DD YY @ INJURY (Accldent) OR GIVE FIRST DATE MM, DD Wi DD Do
! ! PREGNANCYELMP) ! g FROM E ; TO 5 ;
17, NAME OF REFERRING PROVIDER OR OTHER SOURCE el Then LTy HOSPITALIZATION DATES RELATED TO CURRENT SERVICES,
ko i | | ]
17h.] NP FROM E : 10 ! !
19. RESERVED FOR LOGAL USE 20, QUTSIDE LAB? $ CHARGES

[lves [no !

21. DIAGNQSIS OR NATURE OF ILLNESS OR INJURY (Rolate ltems 1, 2, 3 or 4 to liem 24E by Line)

T

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF, NO.

£ TPL150 00

GPT/HGPCS | _MODIFIER

1. DX CODE 3 I
28, PRIOR AUTHORIZATION NUMBER
2l . 4
24. A, DATK(S) OF 8ERVICE B. | C. | D PROCEDURES, SEAVICES, OR SUFPLIES E F. G e o,
From To PLACE OF {Explain Unusual Ciroumetances) DIAGNOSIS] - B e I RENDERING
MM _ DD YY MM OO YY |seRveE| EMG POINTER URTS | P | ouat, PROVIDER ID. #

§ CHARGES

NPt

01 01l o9l 01, 0:
Tga:.loo 00
01 o1 09 o1

NPI NUMBER

PHYSICIAN OR SUPPLIER INFORMATION

!
25. FEDERAL TAX |.D. NUMBER 58N EIN

26. PATIENT'S ACCOUNT NO, 27 @CCEF’?’ ASS!GNMERE}\!T'?

Of govt, clgime, see bad!

1
28. TOTAL CHARGE | 29. AMOUNT PAID 30. BALANCE DUE

{1 certify that the statements on the reverse
apply to this bill and are made a part thereol.)

DROP OFF LOCATION

| H
[ ][] | earzewt accT # [ ves | Jwo s 3000 00| s { |s 3000 00
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FAGILITY LOCATION ENFORMATiON 33, BILLING PROVIDER INFO & PH # ( ) PHONE
INCLUDING DEGREES OR CREDENTIALS ’

PROVIDER NAME

ADDRESS ADDRESS
IGN - CITY, STATE Z1IP CITY, STATE ZIP
SIGNATURE DA S . s
SIGNED DATE . ) B |° NPT NUMBER

NUGC Instruction Manual available at: www.nuce.org

PLEASE PRINT OR TYPE
Printed on Recycled Paper

APPROVED OMB-0938-0939 FORM CIVIS 1500 {08 05}



(1500
HEALTH INSURANCE CLAIM EORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

SAMPLE FOR ALS EMERGENCY GROUND AMBULANCE

WITH TAXCMOMY CODE

AND PRIMARY INSURANCE (TPL)

AQ427 AND A0425

j‘ﬁpac;\ PICA [“”T‘T“
1. MEDICARE MEDICAID TF?ICAF?E CHAMPVA EALTH PLAN QTHER | 12, INSURED'S 1.D. NUMBER (For Program in ltem 1)
D (Medicare #) | 3§ (Medicaid #) D {Sponsors SSh) D {Member D) l:| (SSN or 1) SN) D (D) PATIENT 12 DIGIT ID NUMBER

2. FATIENT'S NAME (Last Name, First Name, Middie initial) iy
PATIENT NAME i i

| |
i i

3. P{\\AT!EN"E' S BIRTH DATE

u_]

SEX

P[]

4. INSURED'S NAME (Last Name, First Name, Middle Initiaf)

5. PATIENT'S ADDRESS (No., Street)
PATIENTS ADDRESS

§. PATIENT RELATIONSHIP TO INSURED

Sei?D Spousel:] ChildD OtherD

7. INSURED'S ADDRESS {No., Straet)

Ity STATE | 8. PATIENT STATUS CITY | STATE
CITY sT Single D Married D Cther I:l
ZiP CODE TELEPHONE (include Area Code) ZIP CODE TELEPHONE {Include Area Code)
! Full-Time Part-Time
aIp ( ) Employed D Stugent Student D ( )

9. OTHER INSURED'S NAME {Last Name, First Name, Middle Initial)

a OTHER INSURED'S POLICY OR GROUP NUMBER

YES

i i
i I

b, OTHER INSURED'S DATE OF BIRTH
MM Yy

b, AUTO ACCIDENT?

D YES

SEX

u[ ] el ]

c EMPLGYER S NAME OR SCHOOL NAME

¢ OTHER ACCIDENT?

[[ves

DNO

10, 15 PATIENT'S CONDITION RELATED TO:

ANSUlte FoLLouiNG:

a. EMPLOQYMENT? {Current or Previous)

NG
PLACE {Slate)
Lo d

L

11 INSURED'S POLIGY GROUP OR FECA NUMBER

a, INSURED'S DATE OF BIRTH SEX
MM DD YY
L M L

b. EMPLOYER'S NAME OR SCHOUL NAME

<. INSURANGE PLAN NAME OR PROGRAM NAME
NAME OF PRIMARY INSURANCE

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR {.GUAL USE

d. 18 THERE ANOTHER HEALTH BENEFIT PLAN?
YES |:| NO 1 yes, return 1 and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS EQRM,

12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | aulhorize the release of any medical or other information necossary
to process this claim. | also request payment of government benefits elther to myself or to the parly who accepts assignment

13 INSURED'S OR AUTHORIZED PERSCON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

PATIENT AND INSURED INFORMATION — 3 |~¢— CARRIER — 3

below,
sianep SIGNATURE pare DATE SIGNED SIGNATURE N
14, DATE OF CURRENT; ILLNESS (First symptom) OR 16. iF PATIENT HAS HAD SAME oR SIM%LAR WLLNESS. | 16. DATES PATIENT UNABLE TO WORK iN CURRENT QCCUPATION A
MM DD Y INJURY {Accident) OR GIVE FIRST DATE MM | DD YY MM DD YY MM DD Yy
] ! FREGNANCY( MP) FROM i I TO i i

1

1]
17. NAME OF REFERRING PROVIDER OR OTHER SOURGE i74. w18, HOSPIT&HZATI%@ DATESYi\%’ELATED 0 CUNFiiRENT SEHV!GE%V
RS Bk (el i ! : 1 i
1760, | NPT FROM i : TO ! !
19. RESERVED FOR |.OCAL USE 20, QUTSIDE LAB? $ CHARGES

[ Jves [no

. DX CODE

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

”"7{

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

Tpmop 00"

R
23, PRIOR AUTHORIZATION NUMBER
2L e i —
24, A, DATE(S) OF SERVICE B. | C. |D. PROGEDUFES, SERVICES, OF SUFPLIES E. F. G [HT L J.
From To PLACEOF {Expial Unusual Clicumstances) DIAGNOSIS T e o, RENDERING
MDD YY MM DD Yy |SERMCE|EMG ] CPTHORCS | MODIFIER POINTER | _$CHARGES | N | Pan | QUL PROVIDER D, #
Pmsp 00" : G i | Z2] 34161.0300X

1500 oaI NPI NUMBER

m 01 09 Q‘,],,“.Q.I Qg ’?-H i ¥ AO42'7

| 1 i

N

| 3416L0300X:

01l 01! 09l o1l 01 09 ”LH |y A0425

PHYSICIAN OR SUPPLIER INFORMATION

25. FEDERAL TAX 1.D. NUMBER SSN EIN 25, PATIENT'S AGGOUNT MO\ 27 ocr%‘r;:ﬁ ASSIGNMENT? 5 TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
0] | earrent acer # ves | Ino 8 3000/ 00| s | s 3000 00

31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACHITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( ) PHONE

INCLUDING DEGREES OR CREDENTIALS

(1 certity that the staternents on the tevers

apply iig thias bilieasnd areerr;:dzna par l‘;me{reif.) Rgggﬁ:ggﬁ‘ LOCATION ggggéggpl NAME

CITY, STATE ZIP CITY, STATE ZIP
DATE s ey
A DAL = o B |* NPT NUMBER | 2%3416L0300X.
NUCC instruction Manual available at: www.nucc.org PLEASE PR!NT OF? TYPE APPROVED OMB-0238-0982 FORM CN!S 1500 ((}8 05)
@Pﬂnfed on Recycled Paper
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1500)
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFCAM CLAIM COMMITTEE 08/05

SAMPLE FOR FIXED WING AIR AMBULANCE
WITHOUT TAXOMOMY CODES

AND NO PRIMARY INSURANCE (TPL)
A0430 AND A0435

FTTPoA oAl L1
%, MEDICARE MEDICAID THiCAHE CHAMPYA PLAN BE..K LU OTHER | 1a. INSURED'S LD, NUMBER {For Program in item 1)
D (Medlicare #} . (Mevicaid #) I::I (Sponsors 35N) D (Merrber 108 D (SSN or! {gsn) D (1) PATIENT 12 DIGIT ID NUMBER

2. PATIENT'S NAME (Last Name, First Name, Middie initial)
PATIENT NAME

3. PﬁTiENT S BIRTH DATE EX

e

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

5. PATIENT'S ADDRESS (No., Strael)
PATIENTS ADDRESSE

8. PATIENT RELATIONSHIP TO INSURED

SeifD Spouse[:i Chi!dD Otherl:]

7. INSURED'S ADDRESS (No., Street)

CITY STATE
CITY 8T
ZiP CODE TELEPHONE {include Area Coda)
ZIP ( )

8, PATIENT STATUS
Other I::I

Single D Marrled D
Part-Time
Student D

Employed

CiTY STATE

ZIP CODE TELEPHONE fnclude Area Code)

()

9. OTHER INSURED'S NAME {Last Name, First Name, Middie Initial}

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. R'ITNEI-EEH INSURED'S DATE OF BIRTH SEX

:DDE ¥y JMD

c. EMPLOYER'S NAME OR SCHOOL NAME

[

Full-Time
10. 18 PATIENT'S CONDITION RELATED TO:

SWER FOULBWING:

a. EMPLOYMENT? (Current of Previous}

[we
PLACE (Btate)
[Jnvo
. OTHER ACCIDENT?

[] YES D NO

L—_| YES
b. AUTO ACCIDENT?

[:[ YES

11 INSURED'S POLICY GROUP OR FEGA NUMBER

a. iNSUHhEAD‘S DATE OF BIRTH SEX

o o0

b, EMPLOYER'S NAME OR SCHOOL NAME

o. INSURANGE PLAN NAME OR PROGRAM NAME

d. INSURANGE PLAN NAME OR PROGRAM NAME

10d. AESERVED FOR LOCAL USE

¢ 15 THERE ANGTHER HEALTH BENEFIT PLAN?

DYES NO

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

READ BACK QF FORM BEFORE COMPLETING

& SIGNING THIS FORM.

12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE {authorize the release of any medical or othar Information necessaly
to process this claim.  also request payment of government benefits either to myself or to the party who accepts assignment

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

CARRIER —>

R
P

PATIENT AND INSURED INFORMATION

Below. .
siongp_ STCNATURE pate_DATE coney  SIGNATURE -
14.&QT§ O{F}gl{ﬂﬁE¥$J % :haﬁ%%s(}&ig;&;;%ﬂg{gm) OR 15. gi\?é'glg\érr%ﬁ%gﬁ%%Ah?E 85 S|M|LAH HLLNESS, {18, DATES ?\E!#ATIEENTDBN’?BLEJ\Q WORK N CUE\?A?\;?“!? %%C?PAT??\’? A
Lo PREGNANCY(LAP) L FROM ; o 0|
17. NAME OF REFERRING PROVIDER OR OTHER SOURGE el T HOSPITALIZATION GATER FELATED TO CFRENT SERVICES
175.] NP1 FROM | ; I
15 RESERVED FOR LOCAL USE 20, CUTSIDE LAB? § GHARGES

[Tves [ |no I

71, DIAGNOSIS OR NATURE CF ILLNESS OH INJURY (Relate Hems 1, 2, B or 4 to item 24E by Line)

“."‘j{

22, MECICAID RESUBMISSION
CODE ORIGINAL REF, NO,

MODIFIER FOINTER

1, L. DX CODE ) I
23, PRIOR AUTHORIZATION NUMBER
a1 . O
24, A.  DATE(S) OF smwce B. 8. | D. PROCEDURES, SERVICES, O SUPRLIES E. F. G, LH. & J.
From PLACE OF {Explain Unusua! Clrcumetances) DIAGNOSIS DS R m RENDERING
MM_ DD VY MM DD YY_|SERVOE| EMG | OPTHORCS | § CHARGES UNTS. | Py FROVIDER D, #

LUAL,

01! 01} 09| 01| 01| 09| 42| X |-a0a30

| vo | NPT NUMBER

g _
01, 01/ 05 03l 03] ol 42| ¥ | nouss

PHYSICIAN OR SUPPLIER INFORMWATION

26. PATIENT'S ACCOUNT NO.

i i i
25. FEDERAL TAX LD. NUMBER BEN EIN 2? éq%gf‘g@ggl&g& c!;E T? | 28. TOTAL CHARGE 28, AMOUNT PAID 30. BALANCE DUE
[JI] | paTIENT AcCT # VES NO $ 3000/ 00 s | |3 3000 00
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( ) PHONE
INCLUDING DEGREES OR CAEDENTIALS
{1 certify that the sta I3 th
2P 10 tie bl an are macis & part hereot) DROP OFF LOCATION PROVIDER NAME
. CcITY, S'rATE Z1p CITY, STATE ZIP
SIGNATURE DATE : : e -
SIGNED DATE > - Ib oeiiioonato @ NPT NUMBER ]bf“_-'j". s 1Y
NUCC Instruction Manuat available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-0999 FORM CMS- 150(} ((}8 05)

Printed on Recyeled Paper



(1500 ]

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

WP?CA

SAMPLE FOR FIXED WING AIR AMBULANCE
WITH TAXONOMY CODES

NO PRIMARY INSURANCE (TPL)

A0430 AND A0435

PICA

1. MEDICARE MEDICAID TH%CARE CH

AMPYA

|:I (Medicare #) . (Medfcafd # [::I (Sponsors 85N |:| {Merber i8) D (SSN or.'

(ssm)

D (D)

OTHER

1a, INSURED'S 1.0, NUMBER (For Program in item 1)
PATIENT 12 DIGIT ID NUMBER

2. PATIENT'S NAME (Last Name, First Narae, Middie Inftial)
PATIENT NAME

3. PAT!!:NT’S BIRATH DATE

SEX
i i
P

u_]

F[]

4. INSURED'S NAME {Last Narne, First Name, Middle Initiaf)

5. PATIENT'S ADDRESS (No., Street)

8. PATEENT RELATIONSHIP TO INSURED

7. INSURED'S ADDRESS (MNo., Street)

ADDRESS SeifD Spouse[] Childlj OtherD

CiTY STATE | 8. PATIENT STATUS CITY STATE

CITY VA Single D Married D Other [:l

ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Atea Code)
Full-Time Part-Time,

21» ( ) Employed D Studert Student ( )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle fnitial)

2. OTHER INSURED'$ POLICY OR GROUP NUMBER

h. OTHER INSURED'S DATE OF BIRTH SEX
MM D Yy

ED!

P w[ ] Pl

) !
¢. EMPLOYER'S NAME OR SCHOOL NAME

10. 1S PATIENT'S CONDITION RELATED TO:

a, EMPLOYMENT? (Current or Previous)

YES NO
7
5. AUTO ACCIDENT PLAGE (Stc)
CI vES o

¢. OTHER ACCIDENT?

[]ves E{] NO

11 INBURED'S POLICY GROUP OR FECA NUMBER

a. iNSUﬂhEAD'S DATE OF BIRTH SEX

s B

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. 15 THERE ANOTHER HMEALTH BENEFIT PLAMY?
D YES [ﬁ NQ If yes, return to and complete item 8 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | alse request payment of government beneflts either to myssif or to the pany who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medicat banefits to the undersigned physician or supplier for
sarvices desoribed below,

PATIENT AND INSURED INFORMATION —— |- CARRIER —3~

below.
DATE SIGNATURE
signep_ S IGNATURE DATE SIGNED v
14. DATE OF CURRENT: (LLNESS (First symptom) OR 15, IF PATIENT HAS HAD SAME OR smammu_mess 16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION
MM DD VY %mauav {Accident) OR GIVE FIRSTDATE MM ' DD MM DD ¥y Mo DO Yy “~
! ! PREGNANCY{LMP} o ; FROM | g TO [ 1
17. NAME OF REFERRING PROVIDER CR OTHER SOURCE 178, AR 118, HOSPITALIZATION DATES RELATED TO GURRENT SERVICES
Hkbact I MM, DD, oYY M, DD, oYY
i7h. FROM i E TO { ;
18, RESERVED FOR LOGAL USE 20, OUTSIDE LAB? § CHARGES
[Jves o |
21, DIAGNOSIS OR NATURE OF ILLNESS OF INJURY (Relate ltams 1, 2, 3 or 4 to ltem 24E by Line) 22, YEDIOATD RESUBMISSION
totel! ORIGINAL REF. NO,
5. L.DX CODE N
23. PRIOR AUTHORIZATION NUMBER
2, | . L. I
24, A, DATE(S) OF SERVIGE EY G. | D. PROCEDURES, SERVICES, OH SUPPLIES E, F. G [HT T T
From To FLACECF, . {Explain Unusual Circumstances) DIAGNOSIS bais |E"5°T . RENDERING
MM DD YY MM DD YY lsEmvice| 2Ma cpwa-icpcs i MODIFIER _PQINTER § CHARGES umrs g | QuaL | _PROVIDER ID.
S _ . e o Rty A
|09l 01 01/ 091 42] Y| A0430 1500 ooi 1 j ~i | MBI NOMBER -
oo ? | e — RER :3416A0800X

NS B NI S

L | e

28. FEDERAL TAX 1.D. NUMBER 55N EiN

26. PATIENT'S ACCOUNT NO,

27. @CCEPT ASSIGNMENT?
or Govt. claims, sée back)

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

PHYSICIAN OR SUPPLIER INFORMATION

[J7] | pATIENT AcCT # ves | |no 8 3000 00) | |s 3000 00

31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( ) PHONE

INCLUDING DEGREES OR CREDENTIALS

{1 cerlify that Ine statements on th

ag}ﬁyitglh‘fas billeasng gf;e:?}asd‘;ﬂa errt@tileefrse%r.) ggggE(S)gF LOCATION ig‘ggégglz NAME

CITY, STATE ZIP CITY, STATE ZIP

o MTURE i 2 o T |+ NPI NUMBER f EZ3416A0B00X . v
NUCC Instruction Manual avaliable at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0838-0999 FORM CMS-1500 (08-{)5)
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SAMPLE FOR FIXED WING AIR AMBULANCE
WITHOUT TAXOMOMY CODES

HEALTH INSURANCE CLAIM FORM

WITH PRIMARY INSURANCE (TPL)

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05 . AQA30 AND AQ435
"'""r“]“}PiCA o W
MEDICARE MEDICAI THIC CHAMPYA EECA OTHER | 1a. INSURED'S 1.D, NUMBER {For Program in ltem 1)
TH PLAN BLK LUNG
D(Med:care #). (Medicsid #) D (Spansors 55N D (Member 108) |:| et D) {35 D D) PATIENT 12 DIGIT ID NUMBER
2. PATIENT'S NAME {Last Name, First Name, Middle Initial) 3 PATEENT %glﬁ“ﬁi DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
PAT IENT. NAME ; i ! Ml:l I D
5. PATIENT'S ADDRESS (No., Street) [ PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS {No., Strest)
PATIENTS ADDRESS SeEfD SpouseD ChiEdD Other[:l
CITY ’ STATE | 8 PATIENT STATUS CiTY STATE
CITY 8T Single D Married D Other |:|
ZIP CODE TELEPHONE {include Area Cade) . 2iP CODE TELEPHONE {include Area Code)
ZIP () moioyes [ Suugent || Sucens ( )
8. OTHER INSURED'S NAME {Last Name, First Name, Middie Initial} 10,18 PATIENT'S CONDITION RELATED TO: 11, INSURED'S POLICY GROUP OR FECA NUMBER
: ANSWER FDLLOWING!
a. OTHER INSURED’S POLICY OR GROUP NMUMBER a. EMPLOYMENT? {Cutrent or Previous) a, INSURED'S DATE OF BIRTH SEX
MM, DB, YY
[Jves  [Jne o v ] ]
b. OTHER IN%URED %PATE OF BIRTH SEX b. AUTC AGCIDENT? PLACE (State) | b- EMPLOYER'S NAME OR SCHOOL NAME
s % f ] e[ [dves  [nvo, |
c. EMPLOYEF‘ S NAME OR SCHCOL NAME ¢. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
|::| YES D NG NaME OF PRIMARY INSURANCE
d, INSURANGE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE 4. 18 THERE ANOTHER HEALTH BENEFIT PLAN?
YES D NO If yes, return to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIENT'S GR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to precess this claim, 1 alse request payment of government benefits either to myself or to the party who actepls assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
seivices descrived below.

PATIENT AND INSURED INFORMATION ————————— | <— CARRIER —3~

balow.
sionep_ SIGNATURE pate_PATE signep_ STGNATURE Y
14, DATE OF CURRENT: ILLNESS (First symptorn) OR 19 1F PATIENT HAS HAD SAVE OF SIMILAR ILLNESS. | 16, DATES PATIENT UNABLE TO WORKC IN GURRENT QGOUPATION A
MM DD Y %twum {Accident) OR GIVE FIRST DATE oo Yy Mb DD oYY MM DD YY
! ! PREGNANCY{LMP) I FROM g g TO : i
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE ATaliEr| n i {78 HOBPITALIZATION DATES BELATED TO CURRENT SERVICES
R s i | | i
17b.] NPi FROM i I TO ! !
19. RESERVED FOR |LOGAL USE 20. GUTSIDE LAB? $ CHARGES
' [Jves [ Ino
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, @ or 4 to ltem 24 by Ling) 22. MEDICAID RESUBMISSION
COBE ORIGINAL REF, NO,
1. LD CODE B s+ e
23, PRIOR AUTHORIZATION NUMBER
2, . L M
24. A, DATE(S) OF SERVIGE B. | G. | D. PROGEDURES, SERVICES, OR SUPPLIEE £, F, G | H] & 3.
£rom To PLACE OF] {Explain Unusual Glreumstances) DIAGNOSIS 5 | RENDERING
M _ DD YY MM _ DD YY ISeRVCE| EMG cewcpcs ! __MODIFIER POINTER | SCHAHGES Uit QUAL. PROVIDER ID. #
'f"f.‘E’Ia:l.SD 00 B R R R R - i sl
01l o1l 09 ml o1 nq] 42[ ' A0430 B N S T B 1500I 00! 1l A NPI NUMBER
'-‘I‘ELIOD 00 R . S S : |
01l 01l 09 01l Q1! ogi 421 v | a0a3s S R W PO A | 1500' 00] 23 | N?_I NPI NUMBER

| e

PHYSICIAN OR SUPPLIER INFORMATION

q i h .. .
26, FEDERAL TAX 1.D. NUMBER SEN EIN 26. PATIENT'S ACCOUNT NO, 27, AOCEEPT ASSIGNMENT?

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

Printed on Recyclad Paper

{Eor govt. claims, see back)
(1] | pariene accr #  |[[ Jves | wo 5 3000] 00| s | s 3000 00
21. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION [NFORMATION 3. BILLING PROVIDER INFO & PH # ( ) DHONE
INCLUDING DEGREES OR GREDENTIALS
| certify that the statements on th
Soply L hi bl et are e & part ) DROP OFF LOCATION PROVIDER NAME
CITY, STATE ZIP CITY, STATE ZIP
URE DATE T T —
WSESGIN@A T DATE > Boooooori Dol NpT NUMBER P
NUCC Instruction Manual available at: www.nuce.org PLEASE PRINT OR TYPE APPROVED OMB-0938- 0999 F“ORIVE CMS 1500 {08 05)



(1560
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/0%

‘—mPICA

SAMPLE FOR FIXED WING AIR AMBULANCE

WITH TAXOMOMY

CODE

AND PRIMARY INSURANCE (TPL)
A0430 AND A0435

PICA

MEDICARE MEDICAID TRICARE

CHAMPVA
T pLan
j (Medicare #} [ X . (Medicaid # I:] (Sponsors S5N) [:] (Merber IDH) [:l (SSN or i0))

OTHER
ssm)

ia. INSURED'S 1.0. NUMBER (For Prograim in iterm 1)
PATIENT 12 DIGIT ID NUMBER

2, PATIENT'S NAME (Last Name, First Narme, Middie initial}
PATIENT MNaME

pnl
3. FAT!EN?S BiRTH OATE
MM

ooy
Lo MD #D

4, INSURED'S NAME (Last Name, First Name, Middie Initial)

5. PATIENT'S ADDRESS (No., Street)
PATIENTS ADDREESS

8. PATIENT RELATIONSHIP TO INSURED

SeifD Spouselj ChildD OiherD

7. INSURED'S ADDAESS (No., Street)

CITY STATE | 8. PATIENT STATUS y CitYy STATE
cITY ST Single I:I Married D Cther D
ZIP CORE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE {Include Arez Codej
Full-Time: Pan-Time
41p ( ) Employed [:] Student Student D ( )

9. QTHER INSURED'S NAME {Last Name, First Name, Middie

e initial)

10. 1S PATIENT'S CONDITION RELATED TO:

NNSWLR FOUIWNG:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

11 INSURELD'S POLICY GROUP OR FECA NUMBER

a. EMPLOYMENT? (Current or Previous}

|:| veS NG

b. OTHER INSURED'S DATE OF BIRTH SEX

f i
£ i
! i

] e[ ]

a iNSUHII\EAD'S DATE OF BIRTH SEX

L ML ] L]

b, AUTO ACCIDENT?

|:] YES

PLACE (State}

c. EMPLOYER'S NAME OR SCHOOL MAME

b. EMPLOYER'S NAME OR SCHOOL NAME

[Jwo |
¢. OTHER ACCIDENT?

[Jves [ Jwo

¢. INSURANCE PLAN NAME OR PROGRAM NAME
NAME OF PRIMARY INSURANCE

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR L.OCAL USE

d. 15 THERE ANOTHER HEALTH BENEFIT PLAN?
IE YES D NOQ If yes, relumn to and complate ltem 9 a-d.

READ BACK OF FORN BEFORE COMPLETING & SIGNING THIS FORM.,
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of govermment benefits aither to myself or 1o the parly who aceepts asslgnment

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benetts to the undersigned physician or supplier for
services described below.

PATIENT AND INSURED INFORMATION ———————<— CARRIER —3>

3

below.
SIGNATURE
sionep_ S LGNATURE pare DATE SIGNED Y
14. DATE OF CURRENT: ILLNESS (Fitst symptom) OR 16. IF PATIENT HAS HAD SAME OR snm:ma ILLNESS. | 16, DATES PATIENT UNABLE TO WORK IN GURRENT OGCUPATION A
MM DO Y %u\uum’ {Accident) OR GIVE FIRST DATE MM ¥y MM DD oYY MM BB Yy
! ! PREGNANCY{LMF) TO ! !

FROM { 1

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

.| NPI

1
x| 18. HOSPITALIZATION DATES RELATED TO CURRBENT RVICES
pou HuiY DD YY MM

| | | DD |
FROM II H TO 1 I

19. RESERVED FOR L.QCAL USE

L i
20, QUTSIDE LAB?

$ CHARGES
D YES Ij NO |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltlems 1, 2, 3 or 4 1o Item S4E by Ling)

'ﬂ(

22, MEDICAID RESUBMISSION
CODE CRIGINAL REF. NO,

. | PX CODE 3l
23, PRIOR AUTHORIZATION NUMBER
2L . N
24. A, DATE(S) OF SERVICE B. C. | 5. PROCEDURES, SERVICES, OR SUPPLIES E. E G, B .
From To PLACE OF (Explain Unustal Clrocumstances) DIAGNOSIS oaLs E‘;,Sn??; o, RENDERING
Mt DD Yy MM DD VY |SERVIE| EMG | CPT/HCPCS | MODIFIER | POINTER $GHARGES TS | S| ouaL __PROVIDER iD. #
- = .
o:u 01‘ ogl 01 wwi | NPI NUMBER
B g 2| 3416A0800X
net | NPI NUMBER

g % 5 :

T NPI

PHYSICIAN OR SUPPLIER INFORMATION

{1 centity that the statements on the reverse
apply 1o this bili and are made a part thereol.}

DROP OFF LOCATION
ADDRESS

I .
25. FEDERAL TAX 1.D, NUMBER SSN EIN 26. PATIENTS ACCOUNT NO. 27. @ng\f-g@n%?ﬁgﬂ%c NT? 28. TGTAL CHARGE 29, AMOUNT PAID 30, BALANCE DUE
[ ][] | pATIENT ACCT # ves | |no 3 3000 00 5 [ |s 3000 00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH # ( ) PHONE
INGLUDING DEGREES OR CREDENTIALS

PROVIDER NAME
ADDRESS
CITY, STATE ZIP

CITY, STATE ZIP

s?e]::qen Eﬁ?" 2 oo T Ta NPT NUMBER b Z2Z3416A0800%X . .
NUCC Instruction Manua!l available at: WWW,NUCC.0rg PLEASE PRINT Of TYPE APPROVED QMB-0938-0999 FORM CMS 1500 (08 05}
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