—L

[ B % I -

(1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY HATIONAL LMFORK CLAIKM COMMTTEE 02205

Sample of Completed CMS1500

Required

Do Not imprint, or write any information here!!
Maryland Medicaid uses this area to imprint the
invoice control number (INC). This is vital to
processing your claim.

PICA,

LTI
TRICARE

1. MEDICARE MEDICAD
CHAMPUS

:luw:nrn: |X] (adioaly 2] |:| {Epansor's S50]

CHAMPYA,

GROLF FECA
FEALTHPLAM — ELFLUMS
[y [ |msnorm [ ]| ==a |:| ary

JTHER

1a. INEUFELC'Z LD, HUMEBER {Far Frogram Inlem 1)

2 PATIENT'S NAKE Ladt Mame, Finsl Mams, Middlk Intal;

George, Curious

2. PATIENT 'S BIRTH DATE

[n]u]
T O

4. IMNEUREC'S MAME {Lazl Mama, Finst Mams, Middis Inllal

5 PATIENT'S ADDRESS (Mo, Slresl)

& PATENT RELATIOHNEHIF TO INSLURED

sait[ ] spouse[ | e[| omer ]

T IMSURELC'S ADDREESS [Mo., Sireal)

[=1ny STATE

ZIF CODE TELEFHINE {Inchide Arca Code)

()

B FATENT STATUS
DlhnrD

singl [ | Martea[ |
stucomt |

Emplayad Student

(= ETATE

OF SODE TELEFHONE [Irchude Arga okl

( )

& OTHER IN2UREC'E MAME (Lagl Mame, Firsl Hame, Middie Inlial)

4. OTHER INSLUFED'S POLECY OR GROUP HLMEBER

30055555500

b OTHER M2URED'E DATE OF BIATH

||I" EEX
|| M

fL]

&, EMPLOYER™S NSME QR SCHIOL HAME

FullTima
10, 12 FATIEMTS CONDITION RELATED T

& EMPLOYMENTT jCummant of P el oLsj

|:| HO

PLACE jS4als)
[
. OTHER ACCIDENT?

I:‘fES- Drm

TEE
b. AUTC MCCIDENT?

DTEE-

11. INELFED'E FOLKCY GROUF OFR FECA HUKMEER
Complete for Third Party Insurance or Rejection Code!

a. IMSUREL'S DATE OF BIFTH
LA | oo

SEX
T ML L

b EMPLOYER™S NAME OR SCHOOL NAME

& INSURANCE PLAM MAKME OR PRCGRAM HAME

d INSLRANCE PLAN MAME OFR FROGERAM NAME

10d REEERVED FOR LOCAL USE

d. B THERE ANOJTHER HEALTH EENEFIT FLANT

|:| YE= D HO

it ya, retum to and complels kem @ a-d

READ BACK OF FORM BEFORE COMPLETING & SIGMIMG THIE FORM
12 PATIENT'S OR AUTHORIZED PERSON'S SISNATURE | author oo Ihe rakeass of any mad cal o oler Infomialion necsssany
to process (s daim. | ake request payment of gewenment benells alhsr ko myssl or ko the pary whe accepls assignmenl

13, INSUREL' & OR ALTHORIZED PERSCH S SIGHATURE | author ke
paryment of mecdcal benells bo the urdenskyned physkclan or suppler for
ssrvboies desaribed below .

PATIENT AMD INSURED IMFORMATION ——— | <+— CARRIER —

| | PREGHANC VI LMF)

17. NAME OF REFERRIMNG PROVIDER OR OTHER SOURCE

below.
SIGHED DATE SIGRED ¥
14. DATE OF CLRFENT: ILLMESS (First symplorm OR 15, IF PATIENT HAS HAD 5 AME OR SIMLAR LLNESS. | 16, DATES PATIENT UNABLE T WORK IN CURRENT G UPATION A
MMl [= =T ) IMJURY (Scddert) OR GVEFIRST CaTE MM [ ==D MM DD WY MK DD, T

FRCM TO I |

Smiles MD, Sunny

10. REZERVED FOR LOCAL LEE

***DO NOT WRITE ANYTHING HERE!***

*Enter the Rendering Provider Number in Block 24 J*

—— 1
7o 18 HOEFITALZATION DATES FELATED TO CLFFENT SERVICES
ma. ) 1D| 404555555 | MM DD T MM, BD |
17b. | HFY 1150252000 FROM | ! T | |
20, OUTEICE LABT £ CHARGES

[ == [ | |

21, DIAGNOEE ORNATURE OF ILLMESS OFR IMJURY (Fedaba ame 1, 2, 2 or 440 lam 24E by Lirej

B

=2 AID RESUBMIZSICM
EE DRIGEINAL REF. MO

L]

27 BCCEPT AE3|
g cl mcki
AN

L 99811 . |
) : Z3 PRIJR AUTHORIZATICH HUMBER
*Complete for services requiring preauthorization!
2] i 4. ] . (DME, DMS etc.)
24 A DATESR) OF SERVICE E. E. | PROCEDURES, SERWVICES, OF SUFFLIES E. F. e b I:£L HEru:inma
K Erg-n Y MM |:|T|:-IC| b ?;fg EMG CPT[.E::P:I:EL“TMIE“”W:;ETF?E Dplgms # CHARGES Wik [ - B__4OI§§§I68:(I)I
1
12110 |07 + | |2 |49002 | U2/ 51| | |41 | 185000 1 | [r] "1150155500 "~
' N400009737604UN1 1D7 404333000
12 120 {07 | | | |21 | [91055 | 1 7 | |11 | 48 119 | 1 | [we| 1150155500~
1 | [T
O I I T I I I 1| [
I T N A N A [ A | || | [rec|
1 1 R S et
N R T N A [ I | || || re
L | | I | e |
25, FEDERAL TA3 1.0, M_MEER SEH EIN 28, PATENT'S ACCOUNT HC ET? | 28 TOTAL CHARGE 2. AMCLRT FAD af, BALAMNCE DUE

H 1898 | 19 £ Third Party OnIyl

. SIGNATIURE OF PHYSICIAM OR SUPFLIER
INCLUDIMG DESREES OR CREDENTIALE
il oerity thal e slibements onthe revense
appdy tothis b and are made a part heneol.

1/29/08

SIGHED DATE
—r———

32 SERVICE FACILITY LCCATICH INFORKMATICON
Shock Trauma Center
2 Injury Way
Baltimore, MD 21200

2. 1671234567 .. 1D 340995000

= BILING PROVIDERNFG B PR 7410 § 555-1234
Shock Trauma Associates, PA
PO Box 1234
Baltimore, MD 21200

a. 1678912345 |. 1D 135580123

- 1|

PHYSICIAM OR SUPPLIER NF{JHMA‘I'IGN

w

M LICC Instruction Manusl ax-*aila?:nle S WRWLNILIEC, D)

APPROVED OMB-C233-0509 FORM GMS-1500 [0R/0O5)



