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Sample 1500 Health Insurance Claim Form for
Specialized Medical Vehicle Services

One Trip Originating in Rural County with Hospital Discharge

HEALTH INSURANCE CLAIM FORM

AFPPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05
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FICA
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1. MEDICARE MEDICAID TRICARE

CHAMPUS

CHAMPVA

GRO!

P OTHER
HEALTH PLAN

FECA
BLKLUNG

1a. INSURED'S |.D. NUMEER {For Program in Bem 1)

Df’u\ﬂsﬂ‘-’mr@ r.i. Medlicaid ”"D (Sponsor's SSN) [:] (Mamber IDF) [:] (55N or 1) [] (SN [] w | 1234567890
2. PATIENT & NANE (Last Nams, First Name, Widdle Inial) 3. PATIENT § BIFTH DATE SEX 3. INSURED S NAME (Last Name, First Name, Middie Iniial)
[N
MEMBER, IM A. M DD !YY [ | ¢[X| | SAME

5. PATIENT S ADDRESS (No.. Stre=l)

609 WILLOW ST

6. PATIENT RELATIONSHIP TO INSURED

Salf [:] Spous:—[:l c hibD Other D

7. INSURED'S ADDRESS (No.. Streel)

cmy STATE
ANYTOWN Wi
ZIP CODE TELEPHONE (Include Arsa Code)
55555-5555 [ XXX XXX-XXXX

8. PATIENT STATUS
Oither D

Single [:[ Married D
Pa |!-'|'|me|:|

Full-Time
Employed l:l Student Student

CITY STATE

ZIP CODE TELEPHONE (Include Area Code)

f \

\ J

ORMATION 4}*}4— CARRIER—»

L]

1234JED

2 PR LR SNMENT?

YES NO

9. OTHER INSUREL'S NAME (Last Name, First Name . Middle Inifal) 10. ISPATIENT'S COMDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMEBER =
=
w
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURELY'S DATE OF BIRTH SEX o
MM | DD YY i = =
_ O [Owo 1] [ O 2
b. ?"ETER IN.BURED S;‘lr).-«TE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) | b EMPLOYER'S NAME OR SCHOOL NAME %
1 I
=1 NO
|| [ #[] [Qes O, z
c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME E
-~ s
[ves  [Jno £
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? E
I:] YES I:] NO If yos, retumn 1o and complete item @ a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS M. 13. INSURED'S OR AUTHOREZED PERSON'S SIGNATURE | authcrize
12. PATIENT'S OR AUTHOREZED PERSON'S SIGNATURE | authorize the rdeass of any medical or cther inlomnalion necessary payment ol madical benelits o the undersigned physician or supplier lor
1o process this daim, | also request payment of government benefits sither 1o myself or o the parly who accepls assignment senices described below.
below.
SIGNED. DATE SIGNED Y
14. DATE OF CURRENT : ILLNESS (Firsi symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION Jk
M DD | YY INJURY { Accident) GIVE FIRSTDATE MM | DD YY aM I Y AN (=[] YY
[ 1 PREGMNANCY(LMF) } 1 FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a 18. HOSPITALIZAT I-aH D.-\TES_‘E‘EELA.TED TO -‘_‘UF!F!EN‘rl:E.l:IEFt‘.‘IiZEE{r‘r
L = | § ERET
I.M. REFERRING PROVIDER 1 nr 0123456780 FROM | ! TO ! |
10. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[ves [Jwo | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relats ltems 1,2, 3or 4 1o ltem 24E by Line) 22, "“rEEE AID RESUBMISSION
V63 O : 3 LULN CORIGINAL REF. NO.
o — | e
23, PRIOR AUTHOR ZATION NUMEER
= " o8 ——————
24 A DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. dJd. =
From To PLACE CF (Explain Urnsual Clireumstances) DIAGNOSIS RENDERING =]
M oo YY MM DD YY |SERVICE| EMG | CPTHCPCS | MODIFIER POINTER $ CHARGES PROVIDER ID. # E
=
M | | | | | | EE T o
MMDDYY| | | 12| |A0130 U1 HR| | | 1 | XxXxIxx 1 | |[w S
-
! | | | | | | | | e o
MMDDIYY| | | [12 | [s0209 Ul HRITNl | 1 | XxxxIxxX 73| [ &
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25, FEDERAL TAX |.D. NUMEER SSN EIN 26. PATIENT S ACCOUNT NO. 28. TOTAL CHARGE 20. AMOUNT PAID 30. BALANCE DUE

5

$ |

™

XXX | XX XXX XX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(| cartily thal the galemenis on lhe revess
apply 1o this bill and are mads a pan thereol.)

IM. PROVIDER MM/DD/YY

32. SERVICE FACILITY LOCATION INFORMATION

33. BILLING PROVIDER INFO&APH ¢ |

I.M. PROVIDER

1 W WILLIAMS ST
ANYTOWN WI 55555-1234

a.

SIGNED DATE

[ 1D87654321

NUCC Instruction Manual available at: www.

nucc.org
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