Sample CMS-1500 Claim Form for Physician Offices

and Free-Standing Clinics

catihfic

.
(ALTEPLASE)

DISCLAIMER: This is NOT inclusive of all applicable codes that may be reported on a CMS-1500 claim form.
Providers should document and code appropriately at all times.

1. MEDICARE MEDICAID CHAMPUS

D Medicare #) D (Medicaid #) D (Spmsa’s SSN)

HE ALTH
D(VAFHE # D (SSN or ID) D (SSN)

OTHER

D (D)

CHAMPVA GROUP

FECA
PLAN BLK LUNG

1a.INSURED'S ID. NUMBER

(FOR PROGRAM IN ITEM 1)

2. PATIENT'S NAME (Last Name, FirstName, Midde Initial)

3. PATIENT'SBIRTH DATE

4. INSUREDS NAME (Last Name, FirstName, Midde Initial)

MM DD Yy SEX
DOE, JOHN, W ! | «O O
5 PATIENT'S ADDRESS (No.,Street) 6. PATIENTS RELATIONSHIP TO INSURED 7. INSURED'SADDRESS (No., Street)
123 MAIN ST sa[] swue[] ow[] oner[]
aTy STATE |8. PATIENTSTATUS aTy STATE
ANYWHERE CA sige ]  warriea[ ] othe []
ZIP CODE TELEPHONE (Incluce Area Code) ZIP CODE TELEPHONE (INCLUDEAREACODE)
Employed D ;“"nge D g&r}j—T:'rtne D ( )
00001 (000 ) 555-1234 ucent ©

©

OTHER INSURED'S NAME (Last Name, FirstName, Midde Initial)

10. IS PATIENT S CONDITION RELATED TO:

a EMPLOYMENT? (CURRENT OR PREVIOUS)

o

OTHER INSURED'S POLICY OR GROUP NUMBER

DYES DV\C

b AUTO ACCIDENT? PLACE (State)

o

OTHER INSURED'S DATE OF BIRTH
MM } PO oYY
| | |

MDSEXFD

DYES DNO :]

o

EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

[Jes O

11. INSUREDS PQLICY GROUP OR FECANUMBER

a INSURED'SDATE OF BIRTH

Yy
|

]

b EMPLOYER'S NAME OR SEHOOL NAME

PATIENT AND INSURED INFORMATION

¢ INSURANCE PLAN NAME OR PROGRAMNAME

a

INSURANCEPLAN NAME OR PROGRAM NAME

10d RESERVED FOR LOCAL USE

d ISTHERE ANOT HER HEALTH BENEFIT PLAN?

DYES

v

If yes, reumto and complete item9 a-d.

READ BACK OF FORM BEF ORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other’information

13 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize payment of
medicalbencefits to the undersigned physician or supplier for services described

necessary o process this claim. | also request payment of government benefits eitherto myself or tothe party who below.
accepts assignment below.
SIGNED DATE SIGNED v
A
14. DATE OF CURRENT: ) 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. 16. DATES PATIENT UNABLETO WORK IN CURRENT OCCUPAT ION
MM DD Yy :hbﬂ%?ﬁg;;;ﬂg@m) OR GIVE FIRSTDATE MM CEENI MM DD | Yy | DD | Yy
| | PREGNANCY (LMP) : FROM | | © | |
1
17. NAME OF REFERRING PHY SICIAN CR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN' 18. HOSP ITALIZATION DATE SRELATED TO CURRENT SERVICES
MM N MMoD Y
FROM X X © X X
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
o= 0° |
rEITE 2. MEDICAID RESUBMISSION
¢ ® CODE ORIGINAL REF. NO.
Place of service code CPT®! code 36593 for
1 1 ” “ 1 1
11 for “Office” or Declotting by thrombolytic l
u s : 23. PROR AUTHORIZATION NUMBER
49 for “Independent Clinic agent of implanted vascular
1 n
access device or catheter
2 A c | D E F G H | J K
DATE(S) OF SERVICE Plgce | Type | PROCEDURES,SERVICES,OR SUPPLIES DAYS EPSDT
Fram To o (Bxplain Unusual Circumstarces) DIAGNOSIS $CHARGES OR Family RESERVED FOR
MM DD YY MM DD v |s séwice | cPTHC MODIFIER CODE UNITS Plan EMG coB LOCAL USE
|
MM! DD ! vy [MM! DD !YY |11 36593| ! XXIXX | X
|
|
MM} DD ! YY|MM! DD | YY

HCPCS code J2997 for
“Injection, alteplase
recombinant, 1 mg”

Input the number of units
of Cathflo administered
(1 mg =1 unit)

PHYSICIAN OR SUPPLIER INFORMATION

2. FEDERAL TAX I.D. NUMBER SSN

O

26.PATIENT'SACCOUNT NO.

27. ACCEPT ASSIGNMENT?
(For gout. daims, see back)

Owes O

|
28. TOTAL CHARGE

$ |
|

$

29. AMQUNTPAID

30. BALANCE DUE

| $ |
| |

31.SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(1 certifythat the statementsonthe everse
apply to thisbill and are made a partthereof)

SIGNED DATE

32. NAMEAND ADDRESS OF FACILITY WHERESERVICES WERE
RENDERED (if aher than home of offi ce)

3. PHYSICIANS SUPPLIERSBILLING NAME, ADDRESS, ZIP CODE
#

& PHONE

PIN#

GRP#

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

Genentech

A Member of the Roche Group

PLEASEPRINT OR TYPE

FORMHCFA-15(0 (U2) (12-9)
FORM OWCP-1500 FORMRRB-1500

'CPT is a registered trademark of the American Medical Association. Current Procedural Terminology (CPT) is
copyright 2011 American Medical Association. All rights reserved.
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