SAMPLE CLAIM

DRUG WITH AN ASSIGNED HCPCS DRUG CODE -
STOCKED BY PHYSICIAN and ADMINISTERED IN THE OFFICE

1
1500 &
HEALTH INSURANCE CLAIM FORM &
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05 o
‘IT[F““ PICA [—1—1—+
MEDICAID 1a. INSURED'S 1.D. NUMBER (For Program in Item 1) |
DM!}DM f}DWsS&M DMMD(SE«" mP}JNDW[X]aD} 123-45-6789
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3P ENT' RTH TE 4, INSURED'S NAME (Last Name, First Name, Middie Infial)
Smith, Jane N. MM { DD ! YY m[:l FX] | Smith, Jane N.
5. PATIENT'S ADDRESS (No., Street) 6. PA'I'IENT HELA‘HCINSHIPTO INSURED 7. INSURED'S ADDRESS (No., Straat)
123 Main Street set[X] spouse[ Jonia[ ] omer[ ] | 123 Main Street
CITY ETATE | 8 PATIENT STATUS cImyY ETATE =
Anytown MA | snge[X] wames[ ] ome[] | Anytown usa__ |2
ZIP CODE TELEPHONE (Include Area Coda) ZIP CODE TELEPHONE (inciude Area Coda) ;
12345 ( ) empioyed [X] Swaert ] cnsere | ] | 12345 ( ) E
9. OTHER INSURED'S NAME (Last Nama, First Nama, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER F4
. [=]
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Currant ar Previous) a. INSJRE%S DA[;I'EOF E%H SEX g
[Jves  [XIne i i w[] ] 2
b. OHEHE? INSURED'S DATE OF BIRTH b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAWE a
| l "‘D ] Cres  [XIvo s
[ ENPLCNEHSMME{RMMN&NE . OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME E
[Jves [X]no w
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? :
- [[Jves [X]no  #yee, retum 1o and compiete item s a-c.
[Box 21 - Diagnosis Code (:"mﬂfﬁf?ggfﬂml SIGNING THIS FORM. 13 IWHE%SMM.E?:.ERMSTN*NHELMNM
Enter appropriate tofo National Provider Identifier senvices descilbed below. e -
ICD-9-CM diagnosis code Enter appropriate NPI as 1
Example: 174.0 Malignant | _ = . SIGNED PR ; 4
assigned by CMS (Note: See
neoplasm of female breast - I sympior) OR I 24 32 6. DATES PATIENT UNABLE 1O WORK IN CUREIENT o%wpnm 7
Nipple and areola Frr g @50 boxes 24, 32, and 33) OM. L . B Neal
Please note: Other codes |HeR souRce M7\ / 18. mnﬁﬂﬂ%mmsgmmmcmmggwc
< may apply 170 NP1 T FROM | | © 1 |
_— —— 20. OUTSIDE LAB? § CHARGES
Halaven 1 mg/2 mL, 62856-0389-01 [Jves [Jwo | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate m1‘2.30(4kl), \EWLMO) 22 WDRE&)WI&HON P —
1 1L174.0 Box 19 - Optional: Indicate the | S
name, strength and NDC number
tl. of medication administered Box 24F — w
#A 0 Box 24D - Example: Halaven 1mg/2mL, [_| Medication Charge [ e z
w e Procedures, 62856-0389-01 e provioeRD s |
1 : Services or P, : b e ey =
MM! DDY Supplies | J9179 | R $3$ 1 3$] XX | [ we &
2 i pf ETter appropriate ¢ l R g e : : T SR z
| I ] I
' AT Codly | 9/6<°9 EmEEEE. L Box 246 - Quantity of -
3 =S EIEE il i = — | | Medication Used | g
) Injection, eribulin Box 2_4D - Procedu_res, Enter 1 unit for each 0.1 mg %
4 mesylate 0.1 mg | Services or Supplies | 1 of Halaven given ) g
4 Please note: Enter appropriate CPT z
5 | Olfier goiks g codes for drug | I - | Tw] 3
' may apply administration services ; %
6 T e e o v Example: | P | [w] 3
25. FEDERAL TAX |.D. NUMBER 8SN EIN 96409 Chemotherapy [TASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANGE DUE
123-45-6789 [J[] | administration; intravenous, ﬁ s Xxx | xx|s L5 xxx dxx
m,lsmay%gﬁnmgcouaumsuwkg pqs_h_techmque, single or N 23 BILLING PROVIDER INFO & PH # ( )
(oot Puttre smmmarn cn o mrse initial substance/drug Jl‘iq”HBrOW” M.D.
_ Please note: ospital Drive
Other codes may apply Anytown, USA 12345
pare . P Y
NUCC Instruction Manual available at: www.nuce 019 APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)
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