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Health | ClaimF
(CMS-1500), page 2 SAMPLE—Do not use.

BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY
APPLIC ABLE PROGRAMS.

HOTICE: Any person who knowingly files a of claim ining any misrepresentation or any false, incomplete or misleading information may
be guilty of a eriminal act punishable under law and may be subject wei\'l pom!du

REFERS TO GOVERNMENT PROGRAMS OMLY
MEDICARE AMD CHAMPLUS PAYMEMNTS: A patient's signature requests that payment be made and authorizes releass of any information necessary to process
tha claim and ceartifies that the information provided in Blocks 1 through 12 is trus, accurate and complete. In the case of a Medicars claim, the patient's signaturs
authorizes any entity to release to Meadicare medical and nonmedical information, including employment status, and whether the person has employer group health
insurancs, liability, no-fault, workers compensation or other insurance which i responaible to pay for the services forwhich the Medicare claim is made. Sea 42
CFR 411.24{a). If itemn 9 ia completed, the patisnt's aignature authorizes release of the information to the health plan or agency shown. In Medicare assignad or
CHAMPLUS participation cases, the physician agress to accept the charge determination of the Medicars camier or CHAMPLUS fiscal intarms |ary as tha full charge,
and the patient ie reeponsible only for the deductible, coinsurance and noncovered services. Coinsurance and the deductible ame -
determination of the Medicare camier or CHAMPUS fiscal intermediary if this is lsss than the charge submited. CHAMPLUS is not & he
makes paymantfor haalth bensfite providad through certain affilistions with the Uniformed Servicss. Information on the patient's sponadl
items captioned in “Insured”; i.e., items 1a, 4, 8 7,8, and 11.

BLACK LUNG AND FECA CLAIMS

The provider agrees to accept the amount paid by the Govemment as payment in full. See Black Lung and FECA instructig
diagnosiz coding systems.

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, CHAMPUS, FECA AND BLAGK LUNG),

lcartify that the senvices shown on thisformwers madically indicated and necessaryior the health of the patient and weare pemaon I

incidehlgl_tm my professional sarvica by my employas undsar my immediate parsonal supervision, sxcept as otherwiss expresshy pem

ragulstions.

For services to be considared as “incidant” to a physician’s professional sarvics, 1) they must be rendered undar the physician's immsi

his/her employes, 2) they must be anintegral, although incidental ufacoveredﬁ:l‘ryslclsn‘a sarvice, Jythey mustbe of kinds commao
ces, and 4) the services of nonphyeicians must be included on the physician's bill

ForCHAMPLS claims, [further certify that | {or anyemployes) who rendered sarvices am not an activgl :' memer of the Uiniformed Sap aracivilian employes
af thia Unitad States Govemment or a conract employes of the United States Govemment, sithar ciiliEn afmi : Black-Lung claims,
| further carify that the services parformed wers for 8 Black Lung-related disordar.

Mo Part B Medicare bansfits may be paid unless this form is received as required by exisfis

NOTICE: Any one who misrepresents or falsifiss sssential information to receive paymaniing stad by o upon conviction be subject
tofine and impriscnmant under applicable Federal laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF A PLIS, D) | CELUNG INFORMATION
(PRIVACY AGTE :

‘W are authorized by CME, CHAMPLIS and OWGCP to ask you for informatids TN e jinare, CHAMPLS, FECA, and Black Lung

programs. Authority to callact information is in esction 205(a), 1862, 1872 and i 3 M as amandad, 4ZCFR 411 24{a) and 424 5(a) (8), and

44 USC 3101,41 CFR 101 et seq and 10 USC 1079 and 1086; & US et saq; 98 LBC 613; E.O. 9307

Tha information we obtain to complete claima under thessa p & o determing your elighility. It is also used to decida if the services
and supplies you received ars coverad by thess programes an iR

Tha information may also be given to other providers of ssnvigas z L gw boards, health plans, and other organizations or Federal
agencies, for the effective administration of Federal provision= i h | primary to Federal program, and as otherwise necessary
toadminister these programes. Foraxample, it may be necessary 10N ryou have usedtoa hospital ordoctor. Additional disclosures
ara made through mutine uses for information conts nd in systami

FOR MEDICARE CLAMS: Ses the notice modifying
MNo. 177, page 37549, Wed. Sept. 12, 1980, or

FOR OWCP CLAIMS: Department of Labo
1880, 5se ESA-h, ESA-6, EGA-12, EGA-13

er Medicars Claime Record,’ published in the Eaderal Registar, Vol 55

Systems of Aacomds,” Federal Register Vol. 55 Mo, 40, Wed Feb. 28,

of aligibility and deterrnlnstlon thst Iha B8l

BOUTINE USE(S): Informeatio and relabed' 2y iven to the Dept. of Vetemns Affairs, the Dept. of Health and Human Services and/ar
the Dept. of Transportation con i 2 ativ e mqmnal'bdrhea under CHAMPLS/ICHAMPVYA; to the Dept. of Justice for representation of
i lmtamal

1 tothelnt il ivats collection sgenciss, and consumer reporting agencies in connaction with recoupment
claima; and to Congras I 3 & requsst of the parson to whom a record pertaina. Appropriate disclosures may be mads
to othar federal, state, iness antities, and individual providers of care, on matters ralating to entilement, claims

adjudication, fraud, p ! jusliiy a=surance, peer review, program integrity, third-party liability, coordination of benefits, and civil and
criminal litigation ralate :

DISCLOSURES: Voluntany; howey m ation will result in delay in payment or may resultin denial of claim. With the one exception discussed
balow. thwmmpmmuu 3 0 ngto supply information. Howevar, failureto fumish information regardingthe medical services rendarsd
ima undear thess programa. Failure to furnish any ather information, such as nams or claim number, would delay
al imformation under FECA could be desmad an obstruction,

anather party is responsible for paying foryour treatment. Section 11288 of the Soclal Security Actand 31 USC 3801-
aticn,

iputer Matching end Privacy Protection Act of 18887, permis the govermmeant o verfy ifomation by way of computer maiches.
MEDHCAID PAYMENTS (PROVIDER CERTIFICATION)

88 am necsasary to disclose fully the extent of services provided to individuals under the State's Tile XX plan and to fumish

8 claimed for providing such services as the State Agency or Dept. of Health and Human Services may request.

ant in full, the amount paid by the Medicaid program for thoee claime submitted for payment under that program, with the sxception

urance, copaymant or similar cost-sharing charge.

AN (OR SUPPLIER): | cartify that the esrvices listad above were medically indicated and necessary to the health of this patient and were

& or my employss undar my personal direction.

MOTICE: This s o certify thal the foregoing inforration is tus, accurate and complete. | understand that payment and saisfaction of this claim will be from Federal and Stats

furds, and that any false daima, statements, or dozuments, or conceslment of a mataerial et may be prosecuted under spplicabls Federal or Stale lawa.

Accoiding o the Papsmwork Reduction Act of 1885, no persons ars redquinsd o respond ta & sollsston of Information urlsss It displays a valld OMB sontrol numbs. The valkl OMEB
contral numper for his Intormation colisction s 0928-0800, The tme required o campizis Tis Infermation cellsction 1S sstimatsd to avarage 19 minutes p=f response, Including the
Hime o review Instrucions, ssareh existing dals resources, gather e data nesded, and complets and review he Information collecten. 1T you have any comments concsning the
acuracy of the Hme estmatsds) of suggestons far Improving this form, please wilks to: GMS, Atin: PRA Repoits Clearance OMcer, TS0 Securty Baulksvard, Baimars, Maryland
21244-1850. This address is forcomments andior suggesions anly. DONOT MAIL COMPLETED CLAIMFDRMS TO THIS ADDRESS
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Health Insurance Claim Form
(CMS-1500) (instructions)

Claims must be submitted on the CMS-1500
for professional services. The following
information is required on every claim:

BOX 1 Indicate that this is a TRICARE
claim by checking the box under
“TRICARE CHAMPUS.”

BOX la  Sponsor’s Social Security number.
The sponsor is the person that
qualifies the patient for TRICARE
benefits.

BOX 2 Patient’s name

BOX 3 Patient’s date of birth and sex

BOX 4 Sponsor’s full name. Do not
complete if “self” is checked in
BOX 6.

BOX 5 Patient’s address including ZIP code.

This must be a physical address.
Post office boxes are not acceptable.
BOX 6 Patient’s relationship to sponsor
BOX 7 Sponsor’s address including ZIP code
BOX 8 Marital and employment status of
patient

Note: Box 11d should be completed
prior to determining the need for
completing Boxes 9a through 9d.

If Box 11d is checked “yes,” Boxes
9a and 9d must be completed.

In addition, if there is another
insurance carrier, the mailing
address of that insurance carrier
must be attached to the claim form.

BOX 9 Full name of person with other
health insurance (OHI) that covers
patient

BOX 9a  Other insured’s policy or group
number

BOX 9b  Other insured’s date of birth and sex
(Not required, but preferred)

BOX 9c¢  Other insured’s employer name or
name of school

BOX 9d Name of insurance plan or program
name where individual has OHI

BOX10a-c Check to indicate whether
employment or accident related.

(In the case of an auto accident,
indicate the state where it occurred.)
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BOX 11

BOX 11a
BOX 11b

BOX 11c
BOX 11d

BOX 12

BOX 13

BOX 14

BOX 15

BOX 16

BOX 17

BOX 17a

BOX 17b
BOX 18

BOX 19
BOX 20

BOX 21

BOX 23

BOX 24A
BOX 24B
BOX 24C

Note: Box 11 through Box 11c
questions pertain to the sponsor.

Indicate policy group or Federal
Employees Compensation Act
(FECA) number (if applicable).
Sponsor’s date of birth and sex, if
different than Box 3

Sponsor’s branch of service
Indicate “TRICARE” in this field.
Indicate if there is another health
insurance plan primary to TRICARE
in this field.

Patient’s or authorized person’s
signature and date; release of
information. A signature on the file
is acceptable provided signature is
updated annually.

Insured’s or Authorized Person’s
Signature. This authorizes payment
to the physician or supplier.

Date of current illness or injury/
Date of pregnancy (Required for
injury or pregnancy)

First date (MM/DD/YY) had same
or similar illness (Not required, but
preferred)

Dates patient unable to work (Not
required, but preferred)

Name of referring physician (Very
important to include this information)
Identification (non-NPI) number of
referring physician with qualifier
Referring physician NPI

Admit and discharge date of
hospitalization

Referral number

Check if lab work was performed
outside the physician’s office and
indicate charges by the lab. If an
outside provider (e.g., laboratory)
performs a service, claims should
include modifier “90” or indicate
“Yes” in this block.

Indicate at least one, and up to four,
specific diagnosis codes.

Prior authorization number

Date of service

Place of service

EMG (emergency) indicator



BOX 24D CPT/HCPC procedure code with
modifier, if applicable

BOX 24E Diagnosis code reference number
(pointer)

BOX 24F Charges for listed service

BOX 24G Days or units for each line item

BOX 24H Early and Periodic Screening,
Diagnosis, and Treatment (EPSDT)
related services/Family planning
response and appropriate reason
code (if applicable)

BOX 241  Qualifier identifying if the number
is a non-NPI ID

BOX 24] Rendering Provider ID number.
Enter the non-NPI ID number in the
shaded area. Enter the NPI number
in the unshaded area.

BOX 25  Physician’s/Supplier’s Tax
Identification Number

BOX 26  Patient’s Account Number (Not
required, but preferred)

BOX 27  Indicate whether provider accepts
TRICARE assignment.

BOX 28  Total charges submitted on claim

BOX 29  Amount paid by patient or other carrier

BOX 30  Amount due after other payments are
applied (Required if OHI)

BOX 31  Authorized signature

BOX 32  Name and address where services
were rendered. This must be the
actual physical location. If you
use an independent billing service,
please do not use this address.

BOX 32a NPI of the service facility location

BOX 32b Two-digit qualifier identifying the
non-NPI number followed by the ID
number (if necessary)

BOX 33  Physician’s/Supplier’s billing
name, address, ZIP code, and phone
number

BOX 33a NPI of billing provider

BOX 33b Two-digit qualifier identifying the
non-NPI number followed by the ID
number (if necessary)

CMS-1500 Place of Service Codes

11 Office

12 Home

15 Mobile unit

21 Inpatient hospital
22 Outpatient hospital
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23
24
25
26
31
32
33
34
41
42
51
52
53
54
55

56
61

62

65
71
72
81
99

Emergency room—hospital

Ambulatory surgical center

Birthing center

Military treatment facility (MTF)

Skilled nursing facility

Nursing facility

Custodial care facility

Hospice

Ambulance, land

Ambulance, air or water

Inpatient psychiatric facility

Psychiatric facility, partial hospitalization
Community mental health center
Intermediate care center/mentally retarded
Residential substance abuse treatment
facility

Psychiatric residential treatment center
Comprehensive inpatient rehabilitation
facility

Comprehensive outpatient rehabilitation
facility

End-stage renal disease treatment facility
State or local public health clinic

Rural health clinic

Independent laboratory

Other unlisted facility

Type of Service Codes

> O 0 3 N D W N =

“rmEmaoaTmmgoaw

Medical care

Surgery

Consultation
Diagnostic X-ray
Diagnostic laboratory
Radiation therapy
Anesthesia

Assistant at surgery
Other medical service

Durable medical equipment (DME)
rental/purchase

Drugs

Ambulatory surgery

Hospice

Second opinion on elective surgery
Maternity

Dental

Mental health care

Ambulance

Extended Care Health Option (ECHO)/
Program for Persons with Disabilities
(PFPWD)





