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JInstructions on filing for reimbursement from vour insurance company

1) Complete the form HCFA-1500 as follows:

a. Complete sections 1-8 as it applies to you.

b. Section 9 is to be completed only if you are also filing with an addmona}
insurance company (other than your primary insurance carrier).

c. Complete section 10-as it applies to you.

d. Complete section 11 with your insurance information (ﬁ'om your
insurance card).

¢. Sign section 12 and date.

f. In section 13, write in that you paid in tuil and reimbursement should be
sent directly to you.

2) Attach a copy of your superbill from our office to the form. This superbzﬁ
contains all mformatzon necessary for your insurance company to process your
claim.

3) Payment from your insurance company should be sent to you dlrecﬂy If your
insurance company sends payment to our office by mistake, we will reimburse
you for the amount.

4y Questions about or problems with collectmg reimbursement from your msurance
company should be dxrected t0 your insurance representative. ‘

141141 Houze Road | Suite 320 | Roswell, GA 30076
(0) 770.993.0051 | (Fy 770.993.0052




1500 ) -
HEALTH iINSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05
PICA

- PICA 7T

1. MEDICARE MEDICAID TRICARE

CHAMPVA

D (Medicare #) |:| (Medicaid #) |:| (Sponsors SSN) D (Member ID#) D (N, o)

B{ PLAN — BLRLUNG
(SSN) D(ID)

QOTHER

1a. INSURED’S I.D. NUMBER {For Program in ltem 1)

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

3. PATIENTS BIRTH DATE SEX
F[ ]

|
O
N

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

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

8. PATIENT RELATIONSHIP TO INSURED

~ SelfD Sp’ouseD ChildD Otherl__—l

7. INSURED’S ADDRESS (No., Street)

CITY

STATE

8. PATIENT STATUS
Other D

ZIiP CODE TELEPHONE (Include Area Code)

( )

Single D Married D
Part-Time
Student

Employed Student

CITY STATE

ZiP CODE TELEPHONE (Include Area Code)

C )

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

Full-Time
10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED’S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (Current or Previous)

/DNO

D YES

b. ?ATHER INSURED'S DATE OF BIRTH SEX

DD, Y
L ‘Ml:l F[]

b. AUTO ACCIDENT?

D YES

PLACE (State)

c. EMPLOYER 'S NAME OR SCHOOL NAME

[vo |
c. OTHER ACCIDENT?

[Jves [ no

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. INSURFAI‘:\)/"S DAB'E OF BIE((LH SEX
I 1
el 0 O
| |

b. EMPLOYER’S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

D YES D NO

If yes, return to and complete item 9 a-d.

READ BACK Of FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

1

w

. INSURED’S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

PATIENT AND INSURED INFORMATION —-——————|<— CARRIER—)»

below.
SIGNED DATE SIGNED Y
14. DATE OF CURRENT: JILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE JO WORK IN CURRENT QGCUPATION A
MM-p DD YY INJURY (Accident) OR GIVE FIRST DATE MM T 44 MM DD oYY MM DD YY
{ j PREGNANCY (LMP) 1 L FROM { ! TO } !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE qral e ] 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
Bher RO e MM | DD | YY MM, DD, . YY
17b.| NP : FROM i ! TO ; }
19. RESERVED FOR LOGAL USE 20. OUTSIDE LAB? $ CHARGES

[Jves [ ]no | -

CPT/HCPCS

21. DIAGNOSIS GR NATURE OF ILLNESS OR INJURY (Relate items 1, 2, 3 or 4 to tem 24E by Line) j
| A N
2. 4. R
24. A DATE(S) OF SERVICE . C. D. PROCEDURES, SERVICES, OR SUPPLIES E.
From To (Explain Unusual Circumstances) DIAGNOSIS
MM DD YY MM ‘DD MODIFIER ]

POINTER

2

r

MEDICAID RESUBMISSION )
CODE ORIGINAL REF. NO.

23. PRIOR AUTHORIZATION NUMBER

F. G, H [ L J.
Dé‘és l;t:zfn?'; D. RENDERING

SCHARGES | NTs |vin|QuAL| _ PROVIDERID.#_

¥
¥
I
L

-
I it

!
i |

NPi

PHYSICIAN OR SUPPLIER INFORMATION

(I certify that the statements on the reverse
apply to this bill and are made a part thereof.}

SIGNED DATE &

NUCC Instruction Manual available at: www.nucc.org

25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27 g%&%ﬁ%?@%&'\m 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
| I
1] YES NO $ ; $ L |s i
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OR CREDENTIALS

APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)




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

NOTICE: Any person who knowingly files a siatement of clalm containing any misrepresentation arﬁany false, incomplete or misleading information may
be guilty of a criminal act punishable under law and may be subject to civil penaities.

EFERS.TO GOVERNMENT PROGRAMS ONLY -

MEDICARE AND CHAMPUS PAYMENTS: A patient’s signature requests thal payment be made and authorizes release of any information necessary 1o process
the claim and certifies that the information ;}mvesiad in Blocks 1 ?t*mugh 12 is frue, accurate and complets. In the case of a Medicare claim, the paiier}’t s signature
authorizes aﬁy entity to release to Medicare medical and nonmedical information, Includi ing employrment status, and whether the person has employer group heaith
insurance, Habili ay no-faull, worker's campeagaimﬁ or oiher insurance which is responsf ible to pay for the services for which the Medicare claim is made. See 42
CFR 411.24{a). 1 itern 9 is completed, the patient's signature authorizes release of the information to the health plan or agency shown. In Medicare assigned or
CHAMPUS participation cases, the physician agrees to accept the charge determination of the Medicare carrier or CHAMPUS fiscal intermediary as the full charge
and the patient is responsible only for the deductible, coinsurance and mncsverec% services. Coinsurance and the deductible are based upon the charge
determination of the Medicare carrler or CHAMPUS fiscal intermediary If this is less than the {:harge submitted. CHAMPUS is nota health insurance program but
makes pdymem?w haai th bmems provided th{@ugb certain affifiaions with the {}n formed Services. information on the patient’s sponsor should be provided inthose
items captioned in “Insured”; Le, tlems 18,4, 6, 7. 8, and 11,

BLACK LUNG AND FECA CLAIMS
The provider agrees to accept the armount paid by the Government as payment in full. See Black Lung and FECA Instructions regarding required procedure and
diagnosis coding systems.

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, CHANMPUS, FECA AND BLACK LUNG)
L certify that the services shown on this formwere medically indicated and ﬁecessa{y forthe healthofthe patzem andwers permﬂai!y furnished by me orwere fumished
incident to my professional service by my employee under my immediate personal supervision, except as otherwise expressly permitted by Medicare or CHAMPUS
ragulations.

For services 1o be considerad as “incident” 1o a physiciarn's professional service, 1) they must be rendered under the physiclar’s immediate personal Supervzs;aﬂ
by hisfher employee, 2) they muust be an integral, aithoughincidental partofa cwe}red phymc;an sssrvice, 3) they must be of kinds commonly furnishedin physician’s
offices, and 4} the services of nonphysicians must be included on the physic an s bills

For CHAMPUS claims, Hfurther certify that Hor any smployes) who renderad serv jces amnotan active duty member of the Uniformed Services oracivilian emploves
of the United States Government or a contract employee of the United States Government, either civilian or military {refer 1o 5 UBC 55386). For Black-Lung claims,
FHurther centify that the services performed were for a Black Lung-relaled disorder,

No Part & Medicare benefits may be pald uniess this form is received as required by existing law and requiations (42 CFR 424,32},

NOTICE: Any one who misrepresents or {alsifies essential Information 1o receive payment from Federal funds requested by this form may upon cor ctzcm be subiect
to fine and imprisonment under applicable Federal laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, CHAMPUS, FECA, AND BLACK LUNG INFORMATION
{(PRIVACY ACT STATEMENT) . :
We are authorized by CMS, CHAMPUS and OWCP 1o ask you for information needed in the administration of the Medicare, CHAMPUS, FECA, and Black Lung
programs. Authority 1o collect information is in section 205(a), 1862, 1872 and 1874 of the Soctal Security Act as amended, 42 CFR 411, 24(a) and 424.5(a) (), and
44 USG 310141 CFR 101 et seq and 10 USC 1079 and 1086; 5 USC 8101 et seq; and 30 USC 801 et seq: 38 USC £13; E.O, 9397,

The information we obtain to complete claims under these programs is used to identify you and to determine your eligibility. itis also used fo decaée if the services
and supplies you received are covered by these programs and 10 inslire that proper payment is made.

The information may also be given to other providers of services, carrers, intermediaries, medical revisw boards, health plans, and other organizations or Federal
agencies, for the effective administration of Federal provisions that require other third parties payers to pay primary to Federal program, and as otherwise necessary
to administer these programs, Foraxample, tmay be necessary to disclose information about the benefits you have used to a hospital or doctor. Additional disclosures
are made through routine uses for information contained in sy%’gems of records.

1880, Sse ESA-S, Ef;:sﬁe 8, ESA 2? ESA-13, ESA 3{3 or a% wmaiéé and r pub mhﬂd
EQOR CHAMPUS CLAIVS: PRINCIPLE PURPOSE(S): To svaluate sligibility for medical care provided by civilian sources and o issue payment upon establishment

of eligibility and determination that the sarvices/supplies raceived arg aiﬁm{ 2ed by faw.
ROUTINE US%ZS;_L information from claims and related documents may be gl iven to the Dept. of Velerans Affairs, the Dept. of Health and Human Services and/or

the Dept. of Transportation consistent with their statutory administrative responsibilities under CHAMPUS/CHAMPVA; to the Dept. of Justice for representatior: of
the Secrelary of Defense incivil actions; fo the Internal Revenue Service, private collection agencies, and consumer reportingagencies inconnection with recoupment
claims; and to Congressional Offices inresponse to ingquiries made at the reguest of the person to whom arecord pertains. Appropriate disclosures may be made
to other federal; state, local, foreign govemment agencies, private business entities, and individual providers of care, on malters relaling o entitlement, claims
adjudication, fraud, (}mgram abuse, utiization review, quality assurance, peer review, program integrity, third-party li iabil ity, coordination of benafitz, and civil and
crirpinal litigation related to the operation of CHAMPUS.

DISCLOSURES: Voluntary; however, fallure 1o provide information will resulf in delay in payment or may resuit in denial of claim. With the one exception discussed
below, there are no penallies under these programs for refusing to supply information. However, failure to furnish information regarding the medical services rendered
or the amount charged would prevent payment of claims under these programs. Failure 1o furnish any other information, such as name or claim numper; would delay
payment of the clalm. Fallure 1o provide madical information under FECA could be deemed an obstruction.

Itis mandatory that you t8ll usif vou know that ancther party is responsibie for paying for your treatment. Section 1128B of the Social Security Actand 31 USC 3801~
3812 provide penaltiss for withholding this information,
You should be aware that P L. 100-803, the "Computer Maiching and Privacy Plotection Act of 1988, permils the govemment to verily information by way of computer matches.

MEDICAID PAYMENTS (PROVIDER CERTIFICATION)
I'hereby agree to keep such records as are necessary io disclose fully the extent of services provided to individuals under the State’s Title XIX plan and to fumis
information regarding any payments claimed for providing such services as the State Agency or Dept. of Health and Human Services may reqliest. :

| further agree to accept, as paymentin full, the amaunt paid by the Medicaid program for those claims submitted for payment under that program, with the exception
of authorized deductible, coinsurance, co-payment or similar cost-sharing charge.

SIGNATURE OF PHYSICIAN {OR SUPPLIER): | certify that the services listed above were medically indicated and necessatry 1o tha health of this palient and were
personally fumished by me or my employes under my personal direction.

NOTICE: This is fo certif ¥ that the fﬂreqamg information is rue, accurate and cswplexe { understand that payment and satisfaction of this cladm will be from Federal and State
funds, and that any alse claims, statements, or documents, or concealment of & maferaa! fact, may be prosecuted under appli cab e Federal or State laws.

Acoording W the Papsrwork Reduction Act of 1895, no persons are required o respond to a collection of information unless i displays a valid OMEB condrof number. The valid OMB
control ndrmber for this information collection is 0938-0999. The time required to complete this information collection is estimatad to averaﬂﬂ 10 minutes per response, including the
time to review instructions, search existing data rasources, gather the daia needed, and complete and review the information coliection. if you have any commenis concerning the
accuracy of the time astimate(s) or suggestions for improving this form, pleass write to: CMS, Altn: PRA Reporis Clearance Officer, 7500 Securily Boulevard, Raltimore, Maryland
21244-1850. This addressis for comments and/or suggestions only. DONOT MAIL COMPLETED CLAIM FORMS TO THIS ADDRESS,






