
Sample CMS 1500 Claim Form for Physical Therapy Services

 08  04  05  06  10 11 97116 GP 1 XX   XX 6.0     12345678

 08  20  05 11 97110 GP 2 XX   XX 1.5     12345678

T 1234567890

Recipient, Im A.

609 Willow St

Anytown WI

55555 XXX XXX-XXXX

OI-P

 436

 437.0

1234JED XXX  XX XX  XX XX  XX

MM/DD/YY
I.M. Therapist
1 W. Williams
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