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10. IS PATIENT'S CONDITION RELATED TO:

a.EMPLOYMENT? (Current or Previous)

[Jves
b. AUTO ACCIDENT?

[ves

¢. OTHER ACCIDENT?

D YES

Cvo
DNO

11. INSURED'S POLICY GROUP OR FECA NUMBER

NO

a. INSURED'S DATE OF BIRTH SEX
MM | DD Yy

| m[]

FL

PLACE (State)

b. EMPLOYEH'S NAME OR SCHOOL NAME
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READ BAGK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical ge tion necessary payment of medical benefils to the gned physician or supplier for
to process this claim. | also request payment of govemment benefits either 1o myself or to thy - qnment services described below.
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2 . .l . | When Applicable
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25. FEDERAL TAX I.D. NUMBER SSN EIN | 26. PATIENT'S ACCOUNT NO. 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

$ 34:00 |s Pols

34(00

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

32. SERVICE FACILITY LOCATION INFORMATION
Munster Clinic
1313 Mockingbird Lane
! Anytown USA 88888

33. BILLING PROVIDERINFO&PH #  (701) 555-9999
Munster Clinic
1313 Mockingbird Lane
Anytown USA 99999

SIGNED DATE
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a.NPI Optional

b. 1D Medicaid

= NPl Optional  [>  1DXXXXX

NUCC Instruction Manual available at: www.nucc.org

edicaid # Required
1D Qualifier Required




