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WM DD YY

ML "

b. OTHER CLAIM ID (Designated by NUCC)
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sarvices described below
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below.
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From To PLACE (¥ | {Explain Unusual Circumstances) 'DIAGNOSIS e | o RENDERING o
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25. FEDERAL TAX 1.D. NUMBER SSN EIN | 26. PATIENT'S ACCOUNT NO. | 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29 AMOUNT PAID 30. Rsvd for NUCC Use
OF Cv1, CIAmMs. k8é Hac
300 ves | Jno s s

31. SIGNATURE OF PHYSICIAN OR SUPPLIER ! 32. SERVICE FACILITY LOCATION INFORMATION
INCLUDING DEGREES OR CREDENTIALS
{l certify that the stataments on Ihe reverse

apply 1o this bill and are made a part tharect.)

| 23. BILLING PROVIDER INFO & PH # (

SIGNED DATE [ & t
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BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY APPLICABLE PROGRAMS.

NOTICE: Any persan who kiowingly files a statement of claim containing any misrepresentation or any falss, incomplete or misleading information may be gulity of a
criminal 2¢t punishable under law and may be subject to civll penalties.

REFERS TO GOVERNMENT PROGRAMS OMNLY

MEDICARE AND TRICARE PAYMENTS: A paticnt's signaturo requests that payment be made and authorizes reicase aof any information necessary 10 process the ciaim and cartifies that
{he information provided in Blocks 1 through 12 is true, accurate and complete. In the case ol a Medicare claim, the patient’s signature authonizes any entity 10 release 1o Medicare medical
and nonmedical information and whether the perser has employer group health insurance, liability, no-fault, worker's compansation or other insurance which 1s respansinle to pay for tho
servicas for which the Medicare claim is made. See 42 CFR 411.24(a). It itam @ is complated, the patient's signature authorizes release of tha Information te the health plan or agency shown
In Medicare assigned or TRICARE partcipation cases, the physician agrees 1o accept the charga daterminalion of the Medicare carrier or TRICARE fiscal nlermediary as the fulk charge and
the patient is respensible only for the deduclible, coinsurance and non-covered services. Coinsurance and the deductible are based upon the charge determination of the Medicare carrier or
TRICARE fiscal intermediary if 1his is 1055 than tho chargs submitted TRICARE is not a health insurance program but makes payment for health bencfits provided through corlain affiliations
with the Unifermed Services, Information on the patient’s spansor should be provided In those items taptioned in *Insured™ ig., ilems 1a, 4. 6.7.9 and 11.

BLACK LUNG AND FECA CLALIMS
The pravider agrees to accept the amount paid by the Government as payment in fult. See Black Lung and FECA instructions regarding required procedure and diagnesis coding systams.

SIGNATURE OF PHYSICIAN OR SUPPLIER {MEDICARE, TRICARE, FECA AND BLACK LUNG)

In submitling this claim for payment Irom federal funds, | cerily that; 1) the information on this form is irue, accurate and complete, 2) | have familanzed myself with ail applicable laws.
reguiations, and program instructions, which are available from the Medicare contractor; 3) | have provided or will provide sufficient intormation required 1o allow the government to make an
informee elgibility and payment decision; 4) this claim, whether submitted by me or an my behall by my designated bitling company, complies with all applicable Medicara andfor Medicaid
laws, regulations, and program instructions for payment including but not imied 1o tha Federal anti-kickback statute and Physician Sell-Relerral law {commonly kriown as Stark taw), 5} the
services on this form were medically necessary and personally furnished by me or wero lurnished incident 1o my professional service by my emplayee under my ditecl supervision. excopt as
otherwise expressly permitied by Medicare or TRICARE: 6) for each service rendered incident 1o my professional saivice, the identity (legal name and NPI license #, or SSN of the primary
individual rendering cach service 1s reparted in the designated section.For services to be considered "ingident to" a physcian's professional services 1) they must be senderad under the
physician’s direct supervision by his/her employee, 2) thay must be an integrat, although incidental pan of a covered physician service, 3) they must be of kinds commonly furnished in
physician's offices. and 4} the services of non-physicians must be included on the physician's bills.

For TRICARE claims. | lurther certily that | {or any empioyee) who rendered services am not an active duty member of the Uniformed Services or a civilian employee ol the United States
Gavernment or a conlract employee of the United States Government, etther civillan or miidary (rofer 1o 5 USC 5536). For Black-Lung ctaims, ) further corlify that the services performed ware
for a Black Lung-refated disorder.

No Part 8 Medicare benefits may be paid unless this form is roccived as required by existing law and regutations {42 CFHR 424 .32).

NOTICE: Any one wha misrepresants or falsifies sssential informalion to recaive paymant from Federal funds requested by this form may upon conviclion be subject 1o fine and imprisanment
under applicablo Federal taws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, TRICARE, FECA, AND BLACK LUNG INFORMATION (PRIVACY ACT STATEMENT)
We are authorized iy CMS, TRICARE and OWCP to ask you lor information needed in the administration of the Medicare, TRICARE, FECA, and Black Lung programs. Authority to collect
nformation is in section 205(a), 1B62. 1872 and 1874 of the Social Securily Act as amended, 42 CFR 411.24(a) and 424 5(a) (6}, and 44 USC 3101,41 CFR 101 e! seq and 10 USC 1079
and 1086; 5 USC B101 et seq: and 30 USC 901 et seq; 38 USC 613; E.0. 9397,

The infarmation wo obla:n fo complete claims under these programs is used to identity you and to delerming yaur eligibility. It is also used 1o decide it the services and supplies you received
ara coverad by these programs and to insure that proper payment is madea.

The infarmation may also be givon o other providers of services, carriers, inlermadiaries, medical roviow boards, health ptans. and other organizations or Fedoral agencies, for the oflective
administration of Federal provisicns that require other third parties payers to pay primary o Federal program. and as ctherwise necessary 1o administer these programs For example. it may
be necessary 10 disclose information about the banetits you have used to a hespilal or doctor. Additional disclosurcs are made through routing uses for informalion contained in systems of
racords.

FOR MEDICARE CLAIMS: Sec \he notico modifying system No. 09-70-0501, titled, *Carner Medicare Claims Aecord,’ published in the Federal Registor, Vel 55 No. 177, page 37548,
Wed. Sept. 12, 1390, or as updated and republished.

FOR OWCP CLAIMS: Depariment of Labar, Privacy Act of 1974, “Repubtication cf Notica of Systems of Records,” Federal Register Vol. 55 No. 40, Wed Feb 28, 1950, See ESA-5, ESA-6,
ESA-12, ESA-13. ESA-30, or as updated and republished.

FOR-TRICARE -CLAIMS: PRINCIPLE PURPOSE(S):-Te evalumo efgibitty formedical care provided ‘by-cvillan-saurces amd to issUE paymeén! upon eslablishment af eligibiliiy and
determination that tho servicos/supplios roceived are authorized by faw

ROUTINE USE(S): Information from claims and related documents may be given 1o the Dept. of Veterans Allaiss, the Dept. of Heatth and Human Services andfor the Dept of Transporiation
cons:stont with their stalutory administratve respansibilities under TRICARE/CHAMPVA, 1o tho Dapt. of Justice lor rapresentation of the Secretary of Delense in cwil actiens to tha Internal
Revenue Service private collection agencies, ang consumer reporting agencies in connection with recaupment claims; and to Congressional Offices 1n response to inquiries made at the
raquest of the persan ta whorn a record pertains Appropriale disclosures may be made to other faderal state, local, fereign government agencies, prvate business entites and indnidual
providers of care, on matters selating to entitlement. claims adjudication fraud. program abuse, utilization teview, qualily assurance, peer review, program intagrity, thurd party liability,
coordination of benefits, and cvil and enminai litgation retated 10 the eperation ol TRICARE.

DISCLOSURES: Valurtary; however, lacure to provide inlarmation vill result in delay in payment or may result in denial ¢i claim, With the cne exception discussed below. there are no
penalties under thesa programs for rafusing 10 supply information Hewever, faifuro to furrish information reqarding tho medical services rendered or the amaount charged would provent
payment of claims under these programs. Failure to furnish any other information, such as name or claim number, wouid detay payment of the claim. Fatlure to provide medical information
uncer FECA coule be deemed an obstruction.

itis mandatary that you tell us if you know that ancther party is responsible for paying for your freatment Sectian 11288 of the Social Security Act and 31 USC 3801 3812 provide penalties
for withholding this information.

You should be aware that [*.L. 100-503, tlje “Computer Matching and Privacy Protection Act of 19688", permits the government 1o verify infarmalion by way of computer matches

MEDICAID PAYMENTS (PROVIDER CERTIFICATION)
t hereby agree 10 keep such records as aie necessary (o disclose lully the extant of services prowided lo individuals under the Stale's Titke XIX ptan and to furmish information regarding any
paymunts claimed lor providing such services as the State Agengy ar Dept of Health and Human Services may request.

Hurther agree 1o accept, as payrment in full, the amount paid by the Medicad program fer thase claims submitted for payment under thal program wilh the axceplion of authorized deductible,
ceinsurance, co-payment or sinitar cost-sharing charge

SIGNATURE OF PHYSICIAN (OR SUPPLIER): | corlify that the services fisted above were madically indicaled and necassary to tha heaith of this patant and wera personally furmshad by
me or my employeo under my paersonal dreciion

NOTICE: This is to cority that the foregaing information is frue, accurate and completo 1 undorstand that payment and satisfaction of this claim will bo fram Federal and Stato funds. and that
any false claims. stztements. or documents, of concealment of a material fact, may be prosecuted under applicable Federal or State laws

Accoriling to the Papenvork Reduction Act of 1995, no persons are required to tespord 1o a collection of informalticn unless it displays a valid OMB control number The valid OMB coatrol
number for this imlormation coflection is 0938-1197 The time required lo complele this information collection 1s estimated 1o average 10 minutes per response, inchuding the 1ime o review
instructions. search existing dala resources gaiher the data needed. and complete and feview the infarmation collection. If you have any camments concerning the acturacy of the time
eshimate(s) or sugqestions for improving this form, please write 1o° CMS, 7500 Security Boutevard, Aitn: PRA Reports Clearance Officer, Mail Stop C4 26-05 Baltimore, Maryland
21244-1850. This address is for comiments and/or suggestions anly DO NOT MAIL COMPLETED CLAIM FORMS TO THIS ADDRESS.



