
 
 

Sample 1500 Health Insurance Claim Form for Case 
Management Services 
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        MEMBER, IM A.                                  MM   DD  YY               X SAME 

         609 WILLOW ST 

         ANYTOWN             WI 

         55555                  XXX XXX-XXXX 
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       11  03  08                     71         T1017    UI    U5                1         XXX  XX  5                                                                

       11  03  08                     12         T1017    U2   U5                1         XXX  XX  5.3                                                              

       11  03  08                     12         T1017    U3   U5                1         XXX  XX  8.7               
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                                                                                                                        I.M. PROVIDER 
1 W WILLIAMS ST        I.M. Provider    MM/DD/YY                                                                       ANYTOWN WI 55555-1234 
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