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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12
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AMERIGROUP STAR KM, -~

MEDICARE

MEDICAID

D(Medlcare#) I:' (Medicaid#) I:' (ID#/DoD#)

TRICARE CHAMPVA

|:| (Member ID#) |:|

GERR pLAN
(ID#)

OTHER

D BLK LU |:| (10#)
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1a. INSURED’S I.D. NUMBER

TF‘E)T f:’rogram in ltem 1)

VIRGINIA BEACH VA 234661117

X XX

2. PATIENT’S NAME (Last Name, First Name, Middle Initial)

3. PATIENT’S BIRTH DATE
MM

]

4. INSURED’S NAME (Last Name, First Name, Middle Initial)

XXX

5. PATIENT'S ADDRESS (No., Street)
X X X

SAVINGS...

X
CéuldI:l Other

6. PATIENT RELATIONSHIP TO INSURED

X
Self I:' 882256513;

7. INSURED’S ADDRESS (No., Street)
610915156

865728

CITY
HOWARD, NICHOLAS

STATE

8. RESERVED FOR NUCC USE
12 08 1943

CITY. STATE
HOWARD, NICHOLAS

79415

a. OTHER INSURED’S POLICY OR GROUP NUMBER

YES

b. RESERVED FOR NUCC USE
HOWARD, NICHOLAS,

b. AUTO ACCIDENT?

D YES

QYREgWJZZRﬁ%NUCC USE

c. OTHER ACCIDENT?
YES

[ Jno

a. EMPLOYMENT? (Current or Previous)
[l

PLACE (State)
—

NO

X X
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)
4710 SLIDE ROAD ( ) X X X X | 4710 SLIDE ROAD ( )
9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER
LUBBOCK X LUBBOCK X

a, INSURED'’S DATE OF BIRTH
79415 MM ! BD | vy

SEX

ML ]

lzpjm@iﬁesignated by NUCC)
|

c. INSURq-I\éCE PL€§I NAT&ZP? PROGRAM NA%E

gAWg}E PLAN NAME OR PROGRAM NAME

10d. GLAIM CC))(DES (Designatse(d by NUCC)

E ANOTHER HEALTH BENEFIT PLAN?

d5 IS
TR o

PATIENT AND INSURED INFORMATION ——— > | <—CARRIER—>

If yes, complete items 9, 9a, and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED’S QR AUTHORIZED PERSON’S SIGNATURE | authorize
BAMINES'S.OR AUTHORIZED PERSON'S SIGNATURE. - authorize the release of any mlical or other infrmation necessary H% ! to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
MEDICARE PART B 755764 X X N
SIGNED DATE SIGNED 4
14. DATE OF CURRENT ILLNESS; INJURY or PREGNANCY (LMP) |15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM DD YY | | MM DD | YY MM | DD YY MM YY
} ‘ QUAL.! | QUAL'l ‘, } FROM \ } TO } }
17. NA‘ME OF F ng&lurePagvll_El)I%R OR OTHER SOURCE 7177a A 08-24-2022 18. HOSPITALIZéTé%gtDUAr'IéE(SyﬁEl%AIgED TO CUNR'\;RE‘I\ITDSER‘VICE%Y
} 17b.{ NPI FROM } ‘ TO } }
19. ADDITIONAL. CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
02 O 2021 02 02 02 1992 06 |j'$ ][987 24 2001
[Jves [Tro
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L t: I bel 24E) ‘ ‘ .
DN PATRICIA DURHAM NP a1 o sorvics e e7‘%"0(649632'00 Ind. || * E‘E%%B“S§S'°N03 02QRIGINAL REFQBO. 23 2023
Al B. c D. |
F G 23. PRIOR AUTHORIZATION NUMBER
INSURANCE CLAIM T X X 866 Ooss088
. J K. LUBBOCK HOSPITALITY LUBBOCK FAMILY MEDICINE
24. A. DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUAR1@SLIDE R@AD F. FOO&IND AVE STEA J. =2
E To  15031pLACEOF (Expl&B3k84 .l Gireumstances) LUBBOAGRDIXGIAA153404 7393 | UBBOCK) 36114  RENDERING o
MM Yl'i@ YY MM~ DD -P@(O EERVICE EMG CPT/HCP&Q%;\,-.- 0308 230pIFIER 16'59.’2&- 589INTER2R8728 STHHRGES 194637 gﬂgq OUApr7ann(Eﬁ}@VIDER ID. # E
L119 | I N5031 | P31811 [ I 1 S189 726628399263 F--q-—--""-"-"-"-"-"---- E
I | | | | | | | | NPI (@]
| | 1 | | 1 | 1 L
=
| | | | | | | | e
N S O T N A N | A A I K2 (PN &
|
03,10 , 22 [ 03,10 (22 90 |, 09 99308 02 |10 01, ABCD 133 |, 00 i 1} ---{-1780649632- - - - - - &
} } | } } | | | | 1 } } | | 1 | | NPI 363LF0000X a
01, 18,22 [ 3 10 (22, 20 , 02 99309 02 | 10 01, ABCJ 233 00 1 1+ ---{-1780649632- - - - - - g
A T I T e el I | A R KT oo °
01 18 | 22 3 110 | 22 20 | 02 99309 02 |10 01, ABCJ 233 |, 00 1 1 |---4-1780649632- - - - - - g
A T T e R e I R | el I Bl 0 e 2
>
01 ! 18 ! 22 3 110 122, 20 |, 02 99309 02 |10 01, ABCJ 233 |, 00 1 1} ---{-1780649632- - - - - - E
| | } } | | | ] } } | 1 | | NP1 | 3631 F0000X
2 FEDE LT 1.D. NUMBE N E 6. PATIENT'S ACCOUNT NO. 27. ACCEP SSIGNMENT’? 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC U
18" %5 10 02" "ATE88306 OIS 107 56 Lets St KBC) 233"""00, 1 1780649632
YES NO $ I $ I I
I 1 363LF0000X I
. SIGNATURE _OF PHYSICIAN OR SUPPLIER .S Cl OCATIO| Ol Ol .
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(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)
820567080 X X 15883542882763 X X 133 00 121 71 61 09
a. b. a. |b. Y
FATRICIA DURHAM, NP DATE _ _
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 (02-12)



