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Sample 1500 Health Insurance Claim Form for
Prenatal Care Coordination Services

[ 1500 |
HEALTH INSURANCE CLAIM FORM

AFPPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

[TTFecA

PICATTT]

PATIENT AND INSURED INFORMATION 4}—H—CAQRIER—}—

12. PATIENTS OR

AUTHOREED PERSON'S SIGNATURE | authorize

1. MEDICARE MEDICAID !-EEIS CHAMPYA ﬁ?',—?ﬂp S FE OTHER | 1a. INSURED'S 1.D. NUMEER {For Program in em 1)
ors SSN) [ | Memberiog) [ ] (SSNertD) [ ] [] w | 1234567890

2. PATIENT S NAME (Last Nams, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE 4. INSURED'S NAME (Last Name. First Name, Middle Initial)

MEMBER, IM A. MM DD YY | (X | SAME
5. PATIENT S ADDRESS (No., Streel) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (MNo., Stresl)

609 W".Low ST 'E'rII'D Spous'rD -?hu:![:] Other I:I
cmy STATE | 8. PATIENT STATUS CITY STATE

ANYTOWN WI Single [:| Marriad [:I Cihver D
ZIP CODE TELEPHONE (Include Arsa Code) ZIP CODE TELEPHONE (Include Arsa Code)

55555 OO XXX-XXXX | employea [ ] Strime [] SariTime[ ] ( )
9. OTHER INSUREL'S MNAME (Last Name, First Name . Middle Inifial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMEBER
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Pravious) a iH:}l_lHiE‘Er-‘é E'ng oF SIE{'TTH SEX

ves [ no ! ! m[] F[J
b O E? 'E.EU?ED eI D SR SEX K AT SERTRIEN Ty PLACE (State) | b. EMPLOYER'S NAME OF SCHOOL NAME
: | m[] f[] [Jves [no |
c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? ©. INSURANCE PLAN NAME OR PROGRAM NAME
I:l YES |:| NO
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
I:] YES D NO If yos, retuin 1o and complate item @ a-d
FREAD BACK OF FORM BEFORE COMPLET [ 13. INS S OR AUTHOREED PERSON'S SIGNATURE | author

HI NING THIfu C
ol any =

of cther inkomnalion nace

sary

fits 1o the undersigned physician or supplier lor

INCLUDING DEGREES O
(I cartily thal the galems
apply 1o this bill and are mads ar_ar! thereal.}

IM. Provider MM/DD/YY

1o process this daim. | also request payment of government benefits sither 1o mysalf or ko the party who accepis assignment
below
SIGNED DATE SIGNED ‘r
14. DATE OF CURRENT ILLNESS [Firsi sympl 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION Jk
WA ! oo | Yy "FEHE'H&H“\’ ot IVE FIRST DATE MM | bo | YY ey MM ]I ] i YY e MM i [s Yy
I I GNAN - 1 1 i =
7. NAME OF REFERRING PRCVIDER OR OTHER SCOURCE i7a 18. "-QF‘IT LIF_-‘-TI N DATES HEI ATED TD -'LIHHENT SERVICES
oo oo, ¥Y
e FROM i ! T0 i .
16. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? £ CHARGES
[[Jves [ o |
24. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relals tems 1, 2, 3or 4 io tem 24E by Line) j 22, I'JEE‘E AID RESUBMISSION a e
LULK ORIGINAL . NO
.1 V23.9 )
23, PRIOR ALTHOREATION NUMEBER
2] = 4. | -
24 A DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F G. I 4 -
Frem To PLACE OF (Explain Urisual Circumstances) s it RENDERING (=]
[ oD YY (5[ oo YY |SERVICE | EMG CPTHCPCS | MODIFIER % CHARGES LHITS an | OLIAL PROVIDER ID. # b=
=L
-
| | | | I ] | | | I E (e [
110308/ | | [11| [H1000 N N . XXX XX 1 | | Q
=
laal || | lual | | | o =
110308 | | [11 | |H1002 'v2! | | | 1 XXXIXX 1 | | &
' L | 1| | | ' T .
11,0308 | | |11 H1003 A I I | XXX 3 | | 3
! | | | 1 1 | | e b e e 1 %
1117, 08/ | | 11| |Ww1003 |TT . | | | 1 XXXIXX 1 | | 5
| 20 ] | L 11 | ) e e
12'29/08/ | | |11 | |H1002 | S I I XXX xx 3 | | &
@
loa] L |1 | (] — &
1 112! |H1004 | | k- - XXX XX 1 P!
25 FEDERAL TAX 1.D. NUMBER SSN EIN 26, PATIENT S ACCOUNT NO. 'E?T ~‘-3(—~I' G NN |F NT? 28. TOTAL CHARGE 20. AMOUNT PAID 0. BALANCE DUE
s, I £ < \
1234JED D*Ea v XXX s XX XX XX
31. SIGNATURE OF PHYSICIA 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PRCVIDER INFO & PH # { |

I.M. PROVIDER

1 W WILLIAMS ST
ANYTOWN WI 55555-1234

a.

SIGNED DATE

0222222220 ' ZZ123456789X

NUCC Instruction Manual available at: www. nuce.org
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