community

Workers’ Compensation

CMS1500 Billing Tips

INSTRUCTION ADVICE FOR COMPLETING THE CMS1500 FORM
FOR OREGON WORKERS’ COMPENSATION CLAIMS
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community

Workers’ Compensation
Field 1:

P
&
= =
HEALTH INSURANCE CLAIM FORM %
APPROVED BY NATICNAL UNIFORM CLAIM COMMITTEE oa/os o
PICA PICA 4-
—
1. MEDICARE MEDICAID { CHAMPYVA OTHI 1a. INSURELFS 1.0, NUMEBER For Program in lbem 1)
5 PLAN [] .
:l(Meu'l'mte #) l:l (Madicaid # l:‘ iSpomsors S5N) l:l (Manber D) l:‘ (EEN ar i) l:l (55N l:l (i)
2, PATIENT'S NAME (Last Name, First Narme, Midde Initial) 3, PATIENT'S BIRTH SEX 4. INSURED'S NAME (Last Name, First Name, Mddie Initial)
I L G
5. PATIENT'S ADDRESS (Mo, Street) & PATIENT RELATICHSHIP TC INSURED 7. INSURED'S ADDRESS (Mo, Strest)
s=i[ ] spouss[ | crad[ | Olher|:|
cITyY STATE | & PATIENT STATUS Gy STATE =
1 =
single [ | Mamied [ | other| | =
ZIP CODE TELEPHONE (Include Area Cods) ZIP CODE TELEPHOME (Inchide Area Cods) g
FulkTime Part-Tirme
Ermployed |:| Student |:| Studsnt D E
@, OTHER INSUREL'S MAME (Last Mame, First Nama, Middle Initial) 10, 15 PATIENT'S CONDITION RELATED TO: 11, INSUREL'S POUCY GROUP OR FEGA MUMBER i
[=]
w
a. OTHER INSUREL'S POLICY ©OR GROUP NUMEER a. EMPLOYMENT? {Current or Previous) A INSUREI’J"'S DAE)I'E CF BIB{]YH SEX =
1
[Jves  [Jue [ ! M ] é
b OTHER INSURED'S DATE OF BIFTH cEx b. AUTO AGGIDENT? PLAGE (i) |b- EMPLOVER'S NAME OR SOHOOL NAME =
L | w L] [ves  [Juo 2
. EMPLOYER'S MAME OR SCHOOL NAME @ OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME E
e [w i
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 15 THERE AMNCTHER HEALTH BENEFIT PLAM? :
[Jves [ Jme  ifyes em toand complets itam 8 acl
AEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 15, INSUREL'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
1z. PATIENTS OR AUTHORIZED PERSON'S SIGNATURE | authcrize the release of any medical or other infomation necsesary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of govermment bersfits sither o mysslf or to the party who accspts assignment services describsd below.
bebow,
SIGNED, DATE SIGMED 4
— e —————————————————————————
14. DATE OF CURRENT: ILLMESS iFirst aymptor) OF 15. IF PATIENT HAS H.AER E SIMI ILLMESE. [1& DATES PATIENT LIMABLE T WORK IM CUREENT LIPATI
Eﬁ | Eg | W ‘ INJURY Ii.ocidemsn ' GIVE FIRST DATE EAM' 88 ] Lﬁr m | EH | \I? 'BE ! %%l Q'y .
| PREGMANCYILMP) 1 I FROM | | TO | |
17. NAME OF REFERRING PROVICER OR OTHER SOURCE 17a. 18, HOSPI'I'ﬁHZATIBH DﬁE%EMTED TO CU'!‘QEENT EEP'JI CE’%\:
17| NP1 FROM | | o | |
19, AESERVED FOR LOCAL LISE 20, OUTSIDE LAB? $ CHARGES
[es [ | |
21, DIAGMOSIS OR NATURE OF ILLNESS OF INJURY (Relate lems 1, 2, 3 or 4 to llem 24E by Lins) =) AID RESLIBMISSION
{ ) ) E‘EBE; CRIGINAL REF. NO.
1. N — al
23, PRIOA AUTHCAZATION NUMBER
2 | X 4. | X
a4 A DATE(S) OF SERVICE B. . | 0. PROCEDURES, SERVICES, OR SUPPLES E. F. () H. I o, =
Fram To FLACEY {Explain Unusual Gircumstances) DIAGNOSIS oA Foriy| _I0- RENCERING =]
KM [u]u] hid MM DD Y [SERWCE| EMG | CPTHCPCS | MOLIFIER POINTER $CHARGES LHITS | Pln | LA PROVIDER ID. # =
-
1 1 | | | | | | | | | | o= === === —= JE
N I N S S L1 L | | [we S
™S
=
2000 R I N B S =
| 1 | | | | | w
3 : : - ; A £
=%
O N O O I O O | I 5
4 | | | | | Feo—m—— === o
N I S O O [ I R | I N K g
I T O I O I [ Y O O O I 1 o
1 I I I | I | H i
5
6 | L | L | T z
N N N S A T S L | [ ne
25, FEDERAL TAX I.D. NUMEER &8N EIN 26. PATIENT'S AGCOUNT NO. 7. %CCEPT A.SSIGNE-!&NT? 28 TOTAL CHARGE 2o, AMOUNT PAID a0, BALANCE DUE
{For g, clams, es badki | | |
0] [ [ |s I
a1. SIGNATURE OF PHYSICIAM OR SUPPLER az. SERVICE FACILTY LOCATION INFORMATION a3, BILLING PROVIDER INFO & PH # { )
INCLUDING DESREES OR CRECENTIALS
(I carify that the statements on the everse
apply b this bil and ars mads a part thereof)
L b 3 b.
SIGNED DATE * : | -
NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0935-0993 FORM CMS-1500 (08-05)
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Field 1:

community

Workers’ Compensation

1. MEDICARE  MEDICAID THICARE CHAMPVA BBAR o ERéfina

]{Memmm H}D{Meumm # D (Sponsor's SN) Dmt-msrrm,n D |'SSHnr|'D,I Dfss.v Eﬂm

2 DATIFMTS MAMF {l a=t Mama Firet Mama Mid-ds Iritiali ['2 DETIFNT'S RIDTH MATE oCW

—— : L
ER | 1a. INSUREC'S 1.D. NUMBER {For Program in lem 1) 7]

A IMSHDFM'E MAMF ] st Mare Firct Mame Rddls Initich ]

1: Always mark the “OTHER” box. This informs the insurer that this is a workers’

compensation claim.
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Field 1a: INSURED’S ID NUMBER:

(= IS B N Y B

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIORAL UMIFORM CLAIM COMMITTEE calos

—|_|_|PIGk

1. MEDICARE MEDICAID {

CHAMPYA

:ll'Meu'l'mre #JD(M'edcal'n' # D éﬁﬁr&f&sw I:lmtnta'n't}d,l D

-

2. PATIENT'S NAME (Last Mame, First Mame, Middle Iritial)

communit

Workers’ Compensati

@ PQ'E‘ETT'BSIRETH I%;\JE MD SEX . l:l

5. PATIENT'S ADDRESE {MNo., Street)

I
& PATIENT RELATICNSHIP TO INSURED

self[ ] spouss[ | chid[ | on-er|:|

7. INSUREL'S ADDRESS (Mo., Strest)

Ty STATE | & PATIENT STATUS
singe [ | mamed[ | omer[ |
ZIF CODE TELEPHONE {Include Area Cads)
Full-Tirre Part-Tirme
Errplc-yedD Student D Studsnt D

oy ETATE

ZIP CODE TELEPHCHE (Inchude Area Cods)

()

(8]

CARRIER —»

2, OTHER INSURED'S NAME (Last Mame, First Mame, Micle Initial)

10. IS PATIENT'S GONDITION RELATED TO:

& OTHER INSURED'S POLICY OR GROUP NUMEBER

a, EMPLOYMEMT? (Current or Previous)

ves [ Jno

b. OTHER INSURED'S DATE OF BIRTH

P M

BEX

F[]

b. ALTO ACCIDENT? PLACE {State)

|:| YES |:| NO

I 1
. EMPLOYER'S NAME OR SCHCOL NAME

. OTHER AGGIDENT ?
[

[Jves

11, INSURELD'S POUCY GROUP OR FECA NUMEER

a INSURED'S DATE OF BIRTH BEX
WM | DD Y

M[] L

b. EMPLOYER'S NAME CR SCHOOL NAME

. INSURANGE PLAN NAME OR PROGRAM NAME

d. INSLIRANGE PLAM NAME OR PROGRAM NAME

10d. RESERVED FOR LOGAL USE

d. 15 THERE ANOTHER HEALTH BENEFIT PLAN?T
DYES I:lNO If yes, retum 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
to process this caim. | also request payment of government bsnsfits sither o myself or ta the party whe acsepts assignment
bk,

any madcal or other infomation neceszary

13, INSUREL'S OR AUTHORIZED PERSON'S SIGMATU RE | authorize
payment of medical beanefits to the undersigned physician or supplier for
services described below.

SIGNED. DATE SIGNED

e— — =

4. DATE OF CURRENT: 4 ILLNESS (FIet symptorn) OF T, PATIENT HAS E 0 SIMILEF] ILLNESS, |16 DATES PATIENT UNAELE 0 WORK IN CURHENT QCCORAT!

] | B PRE ‘mdunv.;imiqem A GIVE FIRST DATE m”'] BESMR RRTEVEBMELETY M| AT

g PREGNANCY(LMP) P FAOM | | e | |

7. NAME OF REFERFING PROVIDER O OTHER SOURGE = 16, HOSPITRIZATION DATES ELATED T0 CURRENT SERVICES

170, | WP FROM | | o |
5. RESERVED FOR LOGAL USE 20, OUTSIDE LABT 3 GHARGES

[Jres [ [no | |

|

21, DIAGNOSIS OR MATURE OF ILLNESS OR INJURY {Felate [tems 1, 2, 3 or 4 to ftam 24E by Line)

R

al

22, B‘EBE}N D RESUEMISSION

ORIGIMAL REF. NO.

23, PRIOR AUTHCREZATION NUMBER

I
24 A DATE(S) OF SERVICE
From Tao

[ S —
D. PROCEDURES, SERVICES, OH SUPPLIES

PATIENT AND INSURED INFORMATION

-

B ) E F O T
¢ (Explain Unusual Circumstarces) DIAGNOSIS ‘ Dé:‘;'.s Fariy| - RENCERING E
MM DD YY MM DD Y E| EMG | CPTHCPCS | MODIFIER POINTER | $CHARGES s || cua PROVIDERID. # g
I =
N R A A A B A A L || [we S
=
| | 1 1 1 I F—— -~~~ ———-1
N O O T A I T I R AT <
a
| | | e el ~|
I O S O [ L | | [we 2
o
! R o
N T R T T N I T A L [ [nm °
I O O S B | 1§ I I T
1 | | | | S l
N I O T L1 L | [um
25, FEDERAL TAX |.0. NUMBER SSN EIN | 26 PATIENTS ACCOUNT NO. 27 FCCERT ASSIGNIENT? |25, TOTAL CRARGE 25, ANMOUNT PAID | 30, BALANGE OUE
1 | I
00 [ ves NO $ i $ b s |
1

a1, SIGNATLURE OF PHYSICIAM OR SUPPLIER
INCLUDING DEGREES OR CREDEMTIALS
(I cartify that the statsments on the reverse
apply to this bil and ars made a part thereaf.)

32, SERVICE FACIUTY LOCATION INFORMATION

I
22, BILLING PROVIDER INFO & PH # {

a.

SIGHED CATE
—

b.

|h
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community

Workers’ Compensation

Field 1a: INSURED’S I.D. NUMBER:

Put the worker’s SSN here (if known)

A | 1a. INSLURELC'S 1.D. NUMEER i{For Program in [bsmi1)
I T

[4, INSURELD'S MAME iLast Mame. First Mame. Mddle Initial
la: Put the worker’s social security number here (if it is known).
If worker does not have a SSN put five 9’s (99999) in this box so the insurer knows
you didn’t just forget to put itin.

Note: this is different information than what is usually put in this box for a general
health/Medicare claim.

www.oregonwcdoc.info 503-947-7606
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community

Workers” Compensation

Field 4: INSURED’S NAME:

=
w
HEALTH INSURANCE CLAIM FORM g
APPROVED BY NATICHNAL UNIFORM CLAIM COMMITTEE 0aios o
PICA PICA J—
— -
1. MEDICARE MEDICAID Wﬁ CHAMPVA ﬁEﬂ_ EEI%ﬁ.N 1a. INS.IRED’SI.D. HUMEER {Faor Program in lbem 1) .
:ll'M'enmerE #) l:l (Medcaid # l:‘ (Sponsor's S3M) l:l (Merber (0¥ l:‘ rSSNorn'D,l l:lf = l:l |'|‘D,l
——
2, PATIENT'S MAME (Last Nama, First Mame, Midde Initial) 3 DN:I‘ENT-BSIRTH Eq,k"J'E SEX l 4. INSUREL'S NAME {Last Name, First Name, Mddie Initial)
1 1
| L]
5. PATIENT'S ADDRESS (Mo, Street) & PATIENT RELATICMSHIP TC INSURED R ., £
geif[_] spouss[_| chia[ ] 01har|:|
CITY STATE | & PATIENT STATUS Ty STATE =
. 1 [=]
singe || wamed [ ]| other[_| =
ZIP CODE TELEPHOME (Include Area Cods) ZIP CODE TELEPHCME {Inzhde Area Cods) E
FulkTirme Part-Tirme
Ermployed |:| Student |:| Studsnt |:| ( ) E
4, OTHER INSUREL'S MAME {Last Mame, First Name, Middle Initial) 10, 15 PATIENT'S CONDITION RELATED TO: 11, INSUREL'S POUCY GROUP OR FECA MUMBER I'z"
=]
w
a. OTHER INSUREL'S POLICY OR GROUP NUMEER a. EMPLOYMEMNT? {Current or Previous) a. INSUREL'S DATE OF BIRTH SEX =
[Jves [ne MMi e M ] B
I =
b, OTHE:Zl INSU?ED'.%\PATEOF BIRTH SEX |:| b. AUTO AC(}ENT“? |:| PLACE (Sitzt) |b- EMPLOYER'S NAME GR SCHOOL NAME =
Lol | M ] F YES NO Z
[} EMPLOYEF! S MAME OR SCHOOL NAME < OTHER ACCIDENT? ¢, INSURAMCE PLAN MAME OR PROGRAM NAME '-:-
]
[Jves [ ue o
=
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 15 THERE ANCTHER HEALTH BEMEFIT PLAN? g
[ves [ ]no  #yes retum to and complete item 0 acl
AEAD BACK OF FORW BEFORE COMPLETING & SIGNING THIS FORM, 13 INSUREL'S OR AUTHORIZED PERSON'S SIGNATURE | autharize
12, PATIENT S OR AUTHORIZED PERSCN'S SIGMATURE | authorize the ralease of any medcal of other infomation necessary payment of medizal banefits 1o the urdersigred physician or supplisr for
to process this claim. | alse request payment of government benefits sither 1o mysslf or to the party who accspts assignment services described below,
bebow,
SIG MED! DATE. SIGMED v
14. DATE O URRE |LLNESS Frst symptom) OR 15, IF PATIENT HAS HAER E SIMI ILLMESE. {16 DATES PATIENT LMABLE T WORK IN CUREENT LIPATI
Bﬁ EI% W ‘ggggﬁmpmw A GIVE FIAST DATE i‘m EE SR From fill e BN BLETD o W e ATy 4
17. MAME OF REFERRING PROVICER OR OTHER SOURCE 174, 18, HOSDI'I'QHZATIBB DATE%ELATED TO OU"I‘QRENT [?SR'JI CE@Mr
17b. | HPI FROM | | o | |
12, AESERVED FOR LOCAL USE 20, OUTSIDE LAE? $ CHARGES
[ves [Jw | |
21, DIAGMOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 to llem 24E by Line) 22, AID RESLIBMISSION
{ ) ) EEBE’ ORIGINAL REF. NO.
1. . a .
23 PRIOR AUTHCAZATION NUMBER
2 | . 4. | .
24 A DATE(S) OF SERVICGE B. . | D PROCGEDURES, SERVICES, OR SUPPLES E. F. G, H. I o =
From To PLACET {Esplain Unususl Cireumstances) DIAGNOSIS Y RENCERING =]
0] [u]u] Al MM DD Y [SERWKCE| EMG | CPTHCGPCS | MOCIFIER POINTER FCHARGES LHITS | Fln | OLAL. PROVIDER ID. # =
<
=
1 1 1 1 1 | | | 1 1 | 1 F-=q-——--=--=—=-=— =
[ N S I B L1 N N N Y o
=
20 I O I =
I | | | | | | w
3 | | 1 | 1 === == ———=——=—=——+ d
o
N O O B I N | Ll | [we 5
! | | | | i =
o O O I N I B N B g
1 1 1 1 1 1 1 E
] T I I O O 1 N I R I A R B ) S
1 I I I I I | ! lulal @
-
I
1 1 ! 1 1 | e R
I T A O I L || lw £
25. FEDERAL TAX |0\ NUMBER 55N EIN 26. PATIENT'S AGCOUNT NO. ET.I OGEPIIfﬁ:SEeNI!"&NTQ 28 TOTAL CHARGE 22, AMOLUINT PAID 30, BALANCE DUE
1 1 1
0] DYES |:] N $ ! 3 s I
1 1
a1. SIGNATURE OF PHYSICIAM OR SUPPLIER a2, SERVICE FACILTY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH # { }
INCLUDIMNG DEGREES OR CREDENTIALS
{1 cartify that the statements on the everse
apply to this bil and are mads a part thereof)
5 (8 5 b,
SIGNED DATE * & |
= - . —— -
NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0992 FORM CMS-1500 (08-058)
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community

Workers’ Compensation

Field 4: INSURED’S NAME:

4. INSLIRED'S MAME (Last Mame, First Mames, Mddle Initial)
Put the employer’s name here

T IMNSHOFEMS AMNOFSS (M Shreat)

4: Put the employer’s name here. For workers’ compensation claims, the “insured” is
the employer.

www.oregonwcdoc.info 503-947-7606
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Field 7: INSURED’S ADDRESS:

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIORAL UMIFORM CLAIM COMMITTEE calos

—|_|_|PIGk

communit

Workers” Compensation

PICA

<— CARRIER —»

1. MEDICARE MEDICAID IE@E CHAMPYA
:ll'Meulmre rl,l[l(M'eucam # D (Sponsors S5N) I:lmtnta'n't}d,l D E%%.ﬁ%ﬁJMN

e

—
ER | 1a. INSURED'S |.D. NUMEER (For Pregram in ltem 1)

I:l (i)
2. PATIENT'S MAME (Last Mame, First Marme, Middle Iritial) 3 PQII‘ENTBSIRTH I%;\JE
B

4, INSURED'S MAME (Last Mame, First Mame, Mddle Initial)

I
& PATIENT RELATICNSHIP TO INSURED

self[ ] spouss[ | chid[ | on-er|:|

5. PATIENT'S ADDRESE {MNo., Street)

7. INSUREL'S ADDRESS (Mo., Strest)

CITY STATE | & PATIENT STATUS
Othar |_

singe [ | mamea[ |

CIY STATE

ZIP CODE TELEPHOME (Include Arsa Cods)

Emptoyed || Eone L e L]

ZIP CODE 'TELEDHONE(I nchide Ama Cods)

2, OTHER INSURED'S NAME (Last Mame, First Mame, Micle Initial) 10. IS PATIENT'S GONDITION RELATED TO:

& OTHER INSURED'S POLICY OR GROUP NUMEBER a EMPLOYMENT? {Current or Previous)

[Jves [ Jno

b. ALTO ACCIDENT? PLACE {State)

|:| YES |:| NO

. OTHER AGGIDENT ?
[

[Jves

b. OTHER INSURED'S DATE OF BIRTH SEX

" |v[] ]

[ EMPLOYEH S MNAME CR SCHOOL MAME

11, INSURELD'S POUCY GROUP CR FECA NUMEER

a INSURED'S DATE OF BIRTH BEX
WM | DD Y

M[] L

b. EMPLOYER'S NAME CR SCHOOL NAME

. INSURANGE PLAN NAME OR PROGRAM NAME

d. INSLIRANGE PLAM NAME OR PROGRAM NAME 10d. RESERVED FOR LOGAL USE

d. 15 THERE ANOTHER HEALTH BENEFIT PLAN?T
DYES I:lNO If yes, retum to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIEMT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medcal or other infomation necsszary
to process this caim. | also request payment of government bsnsfits sither o myself or ta the party whe acsepts assignment
bk,

13, INSUREL'S OR AUTHORIZED PERSON'S SIGMATU RE | authorize
payment of medical beanefits to the undersigned physician or supplier for
services described below.

SIGNED. DATE SIGNED
—— e
4. EﬁTE OBSURREW ‘ I'FJ'JrﬂEn“%rS. [P sympten) on 75 PATIENT giSTEHh[F"EMﬂE o8 SIMILﬁF TLLNESS. |16, DATES pATIENT UNABLE [ WORK IN CURGENT QU ATION
! PREGNANCY(LMP) FROM | 0
7. NAME OF REFERRING PROVIDER OR OTHER S0URGE HOSPITALIZATION DATES FELATED T0O GURRENT SERVIGES
e FOBPTPATIg DATES FE ,
170, | NP1 FROM | ! TO ! I

12 RESERVED FOR LOCAL USE

20, QUTSIDE LAB? $ GHARGES

[Jres [ [no | |

21, DIAGNOSIS OR MATURE OF ILLNESS OR INJURY {Felate [tems 1, 2, 3 or 4 to ftam 24E by Line)

al

R

|

22, B‘EBE}N D RESUEMISSION

ORIGIMAL REF. NO.

23, PRIOR AUTHCREZATION NUMBER

2. R [ S
24 A DATE(S) OF SERVICE D. PROCEDURES, SERVICES, OH SUPPLIES
From Tao

PATIENT AND INSURED INI

-

L E F [ N T =
(Explain Unusual Circumstarces) DIAGNOSIS ‘ Dé:‘;'.s Fariy| L. RENCERING [=}
MM DD ¥Y MM DD YY E| EMG | CPTHCPCS | MODIFIER POINTER | $CHARGES wits | | oo PROVIDER ID, g
L Y O I [ Y I [ I T A 2
' 5
2 | | | | | | F-——————————-———-1 -
N O O T A [ | R AT <
3 | | | | | ==~ ——=—=—=—=—=—- ~|d
I O S O [ | L | | [we 2
o
A L L L | ] | [w] T g
1 1 1 1 | | | E
| I I 1 r——~-———"—>"—"~"—"~"~"~~—- =
O I Y I A L1 | [ o
Iz
I O S O A I I T 8
25, FEDERAL TAX |.D. NUMEER SSN EIN | 28 PATIENTS AGCOUNT NO. 27, QCCEPTASSIGIENT? |26, TOTAL GHARGE 25, AMOUNT PAID | 30, BALANGE DUE
00 [ ves D NO $ i $ i $ |
1, SIGNATURE OF PHYSICIAN OF SUPPLIER 2. SERWIGE FAGILITY LOGATION TNFORMATION 55, BILLING PROVIDER NFG &PH S [ J
INGLUDING DEGREES OR CREDENTIALS
(I cartify that the statsments on the reverse
apply to this bil and ars made a part thereaf.)
SIGNED DATE & £ = [
LSICNED

MUCC Instruction Manual available at: www.nucc.corg
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Field 7: INSURED’S ADDRESS:

community

Workers’ Compensation

7. INSLURED'S ADDRESS (Mo, Strest)
Put the employer’s address here (include City, State, and

Zip Code).
Y STATE
ZIP CODE TELEPHOME (I rclude Arsa Cods)

( )

A4 TRDZHIN ES Ml B Sl 1n Ol O & kIIREDOET

IFORMATION ——

7. Put the employer’s address here; telephone number is also useful but not required.

www.oregonwcdoc.info

503-947-7606
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Field 10:

(= B B N R L

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATICMAL UMIFORM CLAIM COMMITTEE caios

communit

Workers” Compensation

IS PATIENT’S CONDITION RELATED TO:

PR =

PICA PICA
— p— — —
1. MEDICARE MEDICAID I CHAMDJA ﬁEﬂ EEI%ELNG ER | 1a. INSLUREC'S |.D. HUMEER {For Program in lbem 1)
:ll'Memmre r‘,lEl(M'eﬂcem # l:‘ rSpor.xsors a5N) Drwmenm l:‘ ﬁSNorn‘D} Drsav l:lﬁ‘D,l
2, PATIENT'S NAME (Last Name, First Mame, Middle Initial) 4. INSURED'S MAME {Last Mame, First Mame, Mddle Initial)

S E—
& PATIENT RELATIONSHIP TO IMSURED

self|_| spouse[ ] chid[ | O‘ﬂ'er|:|

5. PATIENT'S ADDRESS (Mo, Street)

7. INSUREL'S ADDRESS (Mo., Strest)

Ty STATE | & PATIENT STATUS
singe [ | mamed[ | omer| |
ZIF CODE TELEPHONE (Includs Area Cods)
FulkTirre Part-Tirms
Emgloyed Student Studsnt

@, OTHER INSURED'S MAME {Last Mame, First Mama, Micle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMEBER a EMPLOYMENT? {Current or Previous)

Cmy STATE

ZIP CODE TELEPHCOME {Inchude Area Cods)

()

11, INSUREL'S POLICY GROUP OR FECA NUMBER

= INSURED'S DATE OF BIRTH BEX
MM | DD Y

ves [ |no

[ "]

b. OTHER INSURED'S DATE OF BIRTH SEX
| |

| | M ]

b. ALTO ACCIDENT?

]

|:| YES

NO

PLACE (mjlb. EMPLOYER'S NAME OR SCHOOL NAME

€ EMPLOYEH S MNAME OR SCHOOL MAME

o OTHER ACCIDENT?

[Jves

DNO

d. INSLURANCE PLAM NAME OR PROGRAM NAME

. INSURANCE PLAN MAME OR PROGRAM MAME

3. 18 THERE ANOTHER HEALTH BENEFIT FLAN?
[(Jves [Jmo #yes enmto and complets temo ad.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM,
12, PATIEMT'S OR AUTHORIZED PERSON'S SIGMATURE | authorize the rslease of any medcal or other infomation necsssany
to process this daim. | also request payment of governmeant bensfits sither 1 myself or to the party who accspts assignment
bekonw,

SIGNED. DATE.
oo ___ =
TN (A | e W e
! PREGNANCY(LMPY)

13, INSURED'S OR AUTHCRIZED PERSON'S SIGNATURE | autherize
payrnent of madical banefits to the undsrsigred physician or supplier for
services described bekow,

SIGNED,

17. NAME OF REFERRING PROVICER OR OTHER SOURCE 17a.

17b. |NPI

18, HOSDI'I'ﬁHZ;\TIBH DIATE%ELATED TO CU"I‘QRENT [?I%R'.fl CEE\"Y

FROM | I T0 [

18, RESERVED FOR LOCAL USE

I— L 1
20, QUTSIDE LAR? $ CHARGES

[[Jves [ [no | |

21, DIAGNOSIS OR MATURE OF ILLNESS OR INJURY {Relate ltems 1, 2,3 or 4 to ltam 24E by Line)

-

= B‘EBE’ND RESUBMISSION ORIGINAL REF. NO.

PATIENT AND INSURED INFORMATION ———» | «— CARRIER—>

-

D e e e e T
FROM i ! TO ! !

P al . |
23 PRIOA AUTHCREZATION MUMEER
2. | . 4 | X
24, A DATE(S) OF SERVICE B. G, 0. PROGEDURES, SERVICES, OR SUPPLUES E F. G, H. I . =
From To pu.cs-r‘ {Explain Unususl Cireumstances) DIAGNOSIS ‘ L RENDERING [=]
(18] oo b MM DD Y |SERVCE| EMG CPTHCPCS | MODIFIER POINTER F CHARGES LHIMS | Pln | OLAL. PROVIDER ID. # :
=
I I I I I I I s [+
N B [ L 1 | [we g
Z
1 1 1 1 1 1 r—-——~-——~"—"—"~>"~"~"~"—~"~>"~~—-
N R A O I N I L || [ z
z
1 1 1 -
N N N T O [ N Ll ] [ 3
oy
| R =
N S N T O I O O L || we =
| | N . T g
I ! | I I | | | | ! I | | ! | | NPl 7]
=
| I ! I I F-————————————===
I Y O T [ T L L | [ a

SIGHED CATE
—

25, FEDERAL TAX .0, NUMBER SEN EIN 26. PATIENT'S ACCOUNT MO, =l GGEPII:.’;'%ESIZ%NHENT" 28 TOTAL CHARGE 22, AMOLINT PAID 20, BALANGE DUE
1 |
(L] [vee [ s P L[ i

31, SIGNATLRE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACIUTY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH # { }

INCLUDING DEGREES OF CRECEMTIALS

(I certify that the statements on the reverse

apply to this bil and ars made a part thereaf.)

a b.

a |h

MUCC Instruction Manual available at: www.nucc.ong

www.oregonwcdoc.info

Page 10 of 30
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Field 10: IS PATIENT’S CONDITION RELATED TO:

10: Always check the “YES” box under
“a.” EMPLOYMENT? (Current or

Previous)”.

If the injury was due to an

automobile accident, check the

“YES” box in “b. AUTO
ACCIDENT?”

If the injury was due to an

automobile accident, put the state
where the automobile accident
occurred under “PLACE” in “b”.

www.oregonwcdoc.info

—Teu

community

Workers’ Compensation

QLRI ST

7| & EMPLOYMENT? {Current or Previous)

X ]res [ Jwo

| b. AUTD ACCIDENT?

10. |5 PATIENT'S CONDITION RELATED TO: 1

o |

=

PLAGE (Stats)

e oo, |

& OTHER AGGIDENT? 5
[ [Jves [ ]ne

10d, RESERVED FOR LOGAL USE d

IG & SIGNING THIS FORM. T

Page 11 of 30

503-947-7606



Field 11:

oy N s W N =

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATICMAL UNIFORM CLAIM COMMITTEE caios

PICA

E—
1. MEDICARE MEDICAI i) I

:lfMealmrE r‘,ll:l(Meﬂcem # |:| .'SPE@EE 85N) I:lfhtnﬁerﬂ}d} |:| .ssn.'orm,n

CHAMDJA

B B

2. PATIENT'S NAME (Last Nams, First Marme, Middle Iritial)

e

|:| rfﬂ,l

communit

Workers” Compensation
INSURED’S POLICY GROUP OR FECA NUMBER:

PICA

Ja. INSUREL'S |.D. NUMBER {For Program in iem 1)

PR

F[I

4. INSUREL'S NAME (Last Mame, First Mame, Mddks Initial)

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

Self[l SpouaeD Ghidl:‘

1
& PATIENT RELATICHSHIP TO INSURED

oter ]

7. INSUREL'S ADDRESS (Mo., Strest)

Ty

STATE | 8 PATIENT STATUS

singe || Mamed[_|

ZIP GODE

TELEPHOME (Include Area Cads)

OlherL

Employed || Eene || Smient ||

cmy STATE

ZIP GODE 'TELEPHONE(I nchude Ama Cods)

9, OTHER INSURED'S MAME (Last Mame, First Mamea, Micla Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMEER

10. IS PATIENT'S CONDITION RELATED TO:

11, INSUREL'S POLICY GROUP OR FECA NUMBER

MATION ———»|<— CARRIER—>

(I certify that the statements on the reverse
apply to this bil and ar: mads a part thereof.)

SIGHED CATE
—

a .

a |h

a. EMPLOYMENT? (Current or Prawious) a. [ 05 ik
1
e [Jno | R -
b. OTHER INSUREL'S DATE OF BIRTH b, ALUTC ACCIDENT? T
e R SEX PLACE (Stats) | b- EMPLOVER'S NAME CR SCHOOL NAME )
P | w FL] ves  [Jvo <
c. EMPLOYER'S NAME OR SCHOOL MAME e OTHER ACCIDENT ? c. INSURANCE PLAN MAME OR PROGRAM MAME '-:-
[ves  [nwe =
d. INSLIRANCE PLAM NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? g
[ves [ Jmo  #yes mumtoand compiets temoad.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12, PATIENT'S OR AUTHORIZED PERSCN'S SIGMATURE | authorize the release of any medcal or other infomation necessany payrment of medical banefits to the undersigred physician or supplier for
to pracass this caim. | also raquast paymeant of governmeant bansfits sither 1o mysslf or ta the party whe accspts assignment services described below.
bekow,
SIG MNED! DATE. SIGNED r
_—
14, DATE OF CURRE] ILLNESS F sym ml OR 15. IF PATIENT HAS HN:R E OF SIMILER ILLNESE. |16, DATES PATIENT UNABLE J§r WORK IN GURBENT QCCUPAT |
Bﬁ BET L ‘ IN.JURY (Acridant] GIVE FIRST DATE E‘AM BB S i 1 i 1 w Wi 1 %%;I id .
DREGNANCYlLMD] FROM | TO
17, NAME aF REFEF!F!ING PROVICER OR OTHER SOURCE 178, 18, HOSDITﬁHZATIBH DATE%ELATED T CU"I‘QEENT EER'JI CE.%‘_Y
1 1 1
17b. [NPI FROM | | T0 |
18, AESERVED FOR LOCAL USE 20, OUTSIDE LAR? $ CHARGES
[ves [ | |
24, DIAGHNOSIS OR NATURE OF ILLNESS OR INJURY {Felats Items 4, 2, 3 or 4 to Item 24E by Line) ==3 AlD RESLBMISSION
{ : : EEB? ORIGIMAL REF, MO,
S all |
23, PRIOR AUTHCAEZATION NUMEER
2 | X 4 | X
24, A DATE(S) OF SERVICE E. . | 0. PROCEDURES, SERVICES, OR SUPPLIES E F. (=) H. L J. =
From To (Explain Unusual Circumstances) DIAGNOSIS s Foriy| - RENDERING =}
MM DD bl MM DD Y E| EMG | CPTHCPCS | MODIFIER PCINTER # CHARGES UHITS [ Pln | QLML PROVIDER IC. # =
<
| | | | | | | === == mm === -IE
I O O | [ | L | | [we 8
™5
=
I | | L | P | [wn |~ 77T =
| | 1 1 | 1 1 E
1 1 | 1 | s Rt e e e -IE!
o
I Y O | [ | L 1 | [We 5
| | | | | e B o
| | | | | | | | | | | | L | | N o
1 1 1 1 | | | E
L | | P | [am |7 g
I I I I | I | ! [
-
| | | | | | | | e e z
N O N | I S I I I B
25, FEDERAL TAX I.D. NUMBER SEN EIN 26, PATIENT'S ACCOUNT MO =1 I)é'GgEAPIIGAﬁ?lGN{JENT’ 28, TOTAL CHARGE 22, AMOUNT PAID 20, BALAMCE DUE
1 1
(] [ Jres [ ]wo s L[ L s i
1. SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILUTY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH # { }
INCLUDING DEGREES OR CRECEMTIALS

MNUCC Instruction Manual available at: www.nucc.ong

www.oregonwcdoc.info

Page 12 of 30

APPROVED OMB-0935-0992 FORM CMS-1500 (08-05)

503-947-7606
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community

Workers’ Compensation
11: INSURED’S POLICY GROUP OR FECA NUMBER:

| N r
11. INSLIRELD' S POLICY GROUP OR FECA MUMEER

Put the worker’s compensation claim number here (if known).
a. MSURELDYS DATE OF BIRTH SEX

JRED INFC

11: Put the workers’ compensation claim number here (if known).

www.oregonwcdoc.info 503-947-7606

Page 13 of 30



Field 11c:

(= B B N R L

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATICMAL UMIFORM CLAIM COMMITTEE caios

communit

Workers” Compensation
INSURANCE PLAN NAME OR PROGRAM NAME:

PR =

PICA PICA
— p— — —
1. MEDICARE MEDICAID I CHAMDJA ﬁEﬂ EEI%ELNG ER | 1a. INSLUREC'S |.D. HUMEER {For Program in lbem 1)
:ll'Memmre r‘,lEl(M'eﬂcem # l:‘ rSpor.xsors a5N) Drwmenm l:‘ ﬁSNorn‘D} Drsav l:lﬁ‘D,l
2, PATIENT'S NAME (Last Name, First Mame, Middle Initial) 4. INSURED'S MAME {Last Mame, First Mame, Mddle Initial)

S E—
& PATIENT RELATIONSHIP TO IMSURED

self|_| spouse[ ] chid[ | O‘ﬂ'er|:|

5. PATIENT'S ADDRESS (Mo, Street)

7. INSUREL'S ADDRESS (Mo., Strest)

Ty STATE | & PATIENT STATUS
singe [ | mamed[ | omer| |
ZIF CODE TELEPHONE (Includs Area Cods)
FulkTirre Part-Tirms
Erroloyedlj Student |:| Studsnt |:|

Cmy STATE

ZIP CODE TELEPHCOME {Inchude Area Cods)

()

@, OTHER INSURED'S MAME {Last Mame, First Mama, Micle Initial) 10, |15 PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMEBER a EMPLOYMENT? {Current or Previous)

ves [ |no

b. ALTO ACCIDENT? PLACE (Stats)

|:| YES N
. OTHER ACCIDENT?
ml

[Jves

10d. RESERVED FOR LOCAL USE

b. OTHER INSURED'S DATE OF BIRTH SEX
| |

| | M ]

€ EMPLOYEH S MNAME OR SCHOOL MAME

]

d. INSLURANCE PLAM NAME OR PROGRAM NAME

11, INSUREL'S POLICY GROUP OR FECA NUMBER

= INSURED'S DATE OF BIRTH
MM | DD Y

Ml

b, EMPLOYER'S NAME CR SCHCOL NAME

. INSURANCE PLAN MAME OR PROGRAM MAME

[(ves [ Jno

If yes, returm to and complets item 9 a-d.

ND INSURED INFORMATION ———» | <— CARRIER—>

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM,
12, PATIEMT'S OR AUTHORIZED PERSON'S SIGMATURE | authorize the rslease of any medcal or other infomation necsssany
to process this daim. | also request payment of governmeant bensfits sither 1 myself or to the party who accspts assignment
bekonw,

SIGNED. DATE.
oo ___ =
TN (A | e W e
! PREGNANCY(LMPY)

13, INSURED'S OR AUTHCRIZED PERSON'S SIGNATURE | autherize
payrnent of madical banefits to the undsrsigred physician or supplier for
services described bekow,

SIGNED,

17. NAME OF REFERRING PROVICER OR OTHER SOURCE 17a.

17b. |NPI

-

D e e e e T
FROM i ! TO ! !

18, HOSDI'I'ﬁHZ;\TIBH DIATE%ELATED TO CU"I‘QRENT [?I%R'.fl CEE\"Y

FROM | I T0 [

18, RESERVED FOR LOCAL USE

I— L 1
20, QUTSIDE LAR? $ CHARGES

[[Jves [ [no | |

21, DIAGNOSIS OR MATURE OF ILLNESS OR INJURY {Relate ltems 1, 2,3 or 4 to ltam 24E by Line)

-

= B‘EBE’ND RESUBMISSION ORIGINAL REF. NO.

P al . |
23 PRIOA AUTHCREZATION MUMEER
2 | ! 4| .
24, A DATE(S) OF SERVICE B. G, 0. PROGEDURES, SERVICES, OR SUPPLUES E F. G, H. I . =
From To pu.cs-r‘ {Explain Unususl Cireumstances) DIAGNOSIS ‘ L RENDERING [=]
(18] oo b MM DD Y |SERVCE| EMG CPTHCPCS | MODIFIER POINTER F CHARGES LHIMS | Pln | OLAL. PROVIDER ID. # i:
=
I I I I I I I F—— -~~~ ———-1 [+
N B [ L 1 | [we g
Z
1 1 1 1 1 1 r—-——-——~—"—"—"~>"~"~"~"—"~"—~"—7-1
N R A O I N I L || [ z
z
1 1 1 F-—q--——— ===
N N N T O [ N Ll ] [ 3
oy
| R =
N T N R S I [ O O L AL S
| | N . T g
I ! | I I | | | | ! I | | ! | | NPl 7]
=
| I ! I I F-————————————===
I Y O T [ T L L | [ a

SIGHED CATE
—

25, FEDERAL TAX .0, NUMBER SEN EIN 26. PATIENT'S ACCOUNT MO, =l GGEPII:"Q'%?I‘%NHENT" 28 TOTAL CHARGE 22, AMOLINT PAID 20, BALANGE DUE
1 |
(1] [vee [ s P L i

31, SIGNATLRE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACIUTY LOCATION INFORMATION 33, BILLING PROVIDER INFO & PH # { }

INCLUDING DEGREES OF CRECEMTIALS

(I certify that the statements on the reverse

apply to this bil and ars made a part thereaf.)

a b. a

|h

MUCC Instruction Manual available at: www.nucc.ong

www.oregonwcdoc.info
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community

Workers’ Compensation
Field 11c: INSURANCE PLAN NAME OR PROGRAM NAME:

. INSLIRANCE PLAN NAME OR PROGRAM MAME

Put the employer’s department or division (if different from box 4

ATIFLIT A

[T I o N e Lt N IR T T o b R A Y

11c: Putthe Workers’ Compensation employer department or division here (if different
from box 4).

www.oregonwcdoc.info 503-947-7606
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Field 17: NAME OF REFERRING PROVIDER:

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIORAL UMIFORM CLAIM COMMITTEE calos

—|_|_|PIGk

communit

Workers’ Compensatio

PICA

1. MEDICARE MEDICAID {

CHAMPYA

:ll'Meu'l'mre #JD(M'edcal'n' # D éﬁﬁr&f&sw I:lmtnta'n't}d,l D

-

2. PATIENT'S NAME (Last Mame, First Mame, Middle Iritial)

—
Ha. INSURED'S |.D. NUMEER (For Pregram in ltem 1)

@ PQ'E‘ETT'BSIRETH I%;\JE MD SEX . l:l

4, INSURED'S MAME (Last Mame, First Mame, Mddle Initial)

5. PATIENT'S ADDRESE {MNo., Street)

I
& PATIENT RELATICNSHIP TO INSURED

self[ ] spouss[ | chid[ | on-er|:|

7. INSUREL'S ADDRESS (Mo., Strest)

Ty

STATE

& PATIENT STATUS
Othar |_

ZIP CODE TELEPHOME (Include Arsa Cods)

singe [ | mamea[ |
Emplored [ Suviene. || Suviern |

oy ETATE

ZIP CODE TELEPHCHE (Inchude Area Cods)

()

2, OTHER INSURED'S NAME (Last Mame, First Mame, Micle Initial)

10. IS PATIENT'S GONDITION RELATED TO:

& OTHER INSURED'S POLICY OR GROUP NUMEBER

a, EMPLOYMEMT? (Current or Previous)

11, INSURELD'S POUCY GROUP OR FECA NUMEER

a INSURED'S DATE OF BIRTH BEX
WM | DD Y

y

n

ves [ Jno

b. OTHER INSURED'S DATE OF BIRTH

P M

BEX

F[]

b. ALTO ACCIDENT? PLACE {State)

|:| YES |:| NO

I 1
. EMPLOYER'S NAME OR SCHCOL NAME

v

LI

b. EMPLOYER'S NAME CR SCHOOL NAME

. OTHER AGGIDENT ?
[

[Jves

. INSURANGE PLAN NAME OR PROGRAM NAME

d. INSLIRANGE PLAM NAME OR PROGRAM NAME

10d. RESERVED FOR LOGAL USE

d. IS5 THERE ANOTHER HEALTH BEMEFIT PLANT

[Jves [ Jno

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

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

AD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

RE.
12, PATIENTS OR AUTHORIZED PERSON'S SIGMATURE | authorize the release of

any madcal or other infomation neceszary

to process this caim. | also request payment of government bsnsfits sither o myself or ta the party whe acsepts assignment
bk,

13, INSUREL'S OR AUTHORIZED PERSON'S SIGMATU RE | authorize
payment of medical beanefits to the undersigned physician or supplier for
services described below.

S1GNED DATE. SIGNED. r
— — m—
14.EﬁTE OBI%HIRREW: IIFJI‘.JPLIIER%SI l-_lrjsldlesrtrtl;n Em'l OR 18, ESQEIEHNS'I{_ BJ:STEHH;"EM-}E BB SIIMILﬁJ{l‘r ILLMESS. [1& E:;i‘s %ﬂiEN'EHNTBLEJ? WIORK II‘.JI-EUERENiT %%}TIPATI?? y
7. NAMIE OF F!IEFEF!F!ING PROVICER OR O'I"HEF! SOURCE 178, : : DﬁTES\ﬁELATED T GURRENT SERVICES
|

18, HOSPI'I'ﬁHZf{TIBH

. |MPI

FROM I TO ! !

I
20, QUTSIDE LAB? $ GHARGES

[Jres [ [no | |

|

21, DIAGNOSIS OR MATURE OF ILLNESS OR INJURY {Felate [tems 1, 2, 3 or 4 to ftam 24E by Line)

R

al

22, B‘EBE}N D RESUEMISSION

ORIGIMAL REF. NO.

23, PRIOR AUTHCREZATION NUMBER

I
24 A DATE(S) OF SERVICE
From Tao

[ S —
D. PROCEDURES, SERVICES, OH SUPPLIES

B. . E F. [} H. I o
¢ (Explain Unusual Circumstarces) DIAGNOSIS ‘ Dé:‘;'.s EFMQ_J . RENCERING E
MM [1]n] ¥y MM DD Y E| EMG CPTHCPCE | MODIFIER POINTER $ CHARGES UNITS | Pln | CUAL PROVIDER ID. # E
1 I I
I N N R A I I N N | [ | [nn S
2 I =
I A I I L | | [ &
3 : : N ; S &
I R O I A I [ I || [nm 5
T o
o I I A I I L L || [ 8
o I T Y O A I 3
I I I L] A T l
25, FEDERAL TAX I.D. NUMBER SEN EIN 28, PATIEMTS ACCOUNT NO. 27, %CCEDT ASSIGNHENT? 28, TOTAL CHARGE 20, AMOLINT PAID a0, BALANCE DUE
D D Dl:ggd.clnm: t.;oon { s I . I . i
1

32, SERVICE FACIUTY LOCATION INFORMATION

a1, SIGNATLURE OF PHYSICIAM OR SUPPLIER
INCLUDING DEGREES OR CREDEMTIALS
(I cartify that the statsments on the reverse
apply to this bil and ars made a part thereaf.)

I
22, BILLING PROVIDER INFO & PH # {

a.

SIGHED CATE
—

b.

<+—— PHYSICIAN

|h

MUCC Instruction Manual available at: www.nucc.corg

www.oregonwcdoc.info

Page 16 of 30
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community

Workers’ Compensation

Field 17: NAME OF REFERRING PROVIDER:

i I T F ARSI ] I_I_Illl'll
17. NAME OF REFERRING PROVIDER OR OTHER SOLURCE i
Put the name of the Referring Provider here _1

o P PSS PP PR O RS E e

17: Put the name of the referring provider here.

www.oregonwcdoc.info 503-947-7606

Page 17 of 30



communit

Workers’ Compensatio

y

n

Fields 17a & 17b: REFERRING PROVIDER’S NPl and TAXONOMY CODE:

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIORAL UMIFORM CLAIM COMMITTEE calos

—|_|_|PIGk

PICA

1. MEDICARE MEDICAID {

CHAMPYA

:ll'Meu'l'mre #JD(M'edcal'n' # D éﬁﬁr&f&sw I:lmtnta'n't}d,l D

-

2. PATIENT'S NAME (Last Mame, First Mame, Middle Iritial)

—
Ha. INSURED'S |.D. NUMEER (For Pregram in ltem 1)

@ PQ'E‘ETT'BSIRETH I%;\JE MD SEX . l:l

4, INSURED'S MAME (Last Mame, First Mame, Mddle Initial)

5. PATIENT'S ADDRESE {MNo., Street)

I
& PATIENT RELATICNSHIP TO INSURED

self[ ] spouss[ | chid[ | on-er|:|

7. INSUREL'S ADDRESS (Mo., Strest)

Ty

STATE

& PATIENT STATUS
Othar |_

singe [ | mamea[ |

ZIP CODE TELEPHOME (Include Arsa Cods)

Emptoyed || Eone L e L]

oy ETATE

ZIP CODE TELEPHCHE (Inchude Area Cods)

()

2, OTHER INSURED'S NAME (Last Mame, First Mame, Micle Initial)

10. IS PATIENT'S GONDITION RELATED TO:

& OTHER INSURED'S POLICY OR GROUP NUMEBER

a, EMPLOYMEMT? (Current or Previous)

ves [ Jno

b. OTHER INSURED'S DATE OF BIRTH

P M

BEX

F[]

b. ALTO ACCIDENT? PLACE {State)

|:| YES |:| NO

I 1
. EMPLOYER'S NAME OR SCHCOL NAME

. OTHER AGGIDENT ?
[

[Jves

11, INSURELD'S POUCY GROUP OR FECA NUMEER

a INSURED'S DATE OF BIRTH BEX
WM | DD Y
M

b. EMPLOYER'S NAME CR SCHOOL NAME

LI

. INSURANGE PLAN NAME OR PROGRAM NAME

d. INSLIRANGE PLAM NAME OR PROGRAM NAME

10d. RESERVED FOR LOGAL USE

d. 15 THERE ANOTHER HEALTH BENEFIT PLAN?T
DYES I:lNO If yes, retum to and complete item 9 a-d.

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

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of
to process this caim. | also request payment of government bsnsfits sither o myself or ta the party whe acsepts assignment
bk,

any madcal or other infomation neceszary

DATE.

13, INSUREL'S OR AUTHORIZED PERSON'S SIGMATU RE | authorize
payment of medical beanefits to the undersigned physician or supplier for
services described below.

SIGNED r

SIGNED,
14 DATE OF CURRENT: ILLNE.SS_ﬂ;x Symptze) OR
I | ‘INJUR\‘[ icknt) O
! PREGMANCY(LMP)

18, IFIPATI EMT HAS Hﬁ-.[i‘ifdﬂE BB SIIMILﬁEr ILLMESS,
1 1

-

76 DATES [uTIENT NAELE 0 WORK I CURRENT GOCUPATICN
FROM | | e ]

17. NAME OF REFERRING PROVICER ©OR OTHER SOURCE

NPl

18, HOSPI'I'ﬁHZf{TIBH

DAEWHED T GURRENT SERVICES
|

FROM I TO ! !

12 RESERVED FOR LOCAL USE

I
L QUTSIDE LAB? $ GHARGES

[Jres [ [no | |

|

21, DIAGNOSIS OR MATURE OF ILLNESS OR INJURY {Felate [tems 1, 2, 3 or 4 to ftam 24E by Line)

R

al

22, B‘EBE}N D RESUEMISSION

ORIGIMAL REF. NO.

23, PRIOR AUTHCREZATION NUMBER

I
24 A DATE(S) OF SERVICE
From Tao

[ S —
D. PROCEDURES, SERVICES, OH SUPPLIES

E. 3 E. F. 5, H. I iR
¢ (Explain Unusual Circumstarces) DIAGNOSIS ‘ Dé:‘;'.s Fariy| - RENCERING E
MM DD b MM DD Y E| EMG | CPTHCPCS | MODIFIER POINTER 3§ CHARGES LHITE [Pl | QLIAL PROVIDER ID. # E
1 N E—— I
R S Y I T I 8
2 R =
R S I O Y I O N
I g
T Y O O I £ &
L ____ =
o O O N T O Y I B B N £ g
o I T Y O A I 3
I I I L] | I — l
25, FEDERAL TAX 1.0, NUMBER SEN EIN 28, PATIENT'S ACCOUNT MO 7. %CCEDT ASSIGNH&NT? 28 TOTAL CHARGE 20, AMCLINT PAID 0. BALANCE DUE
D D Dl:ggd.clnm: t;oon i s I . I . i
1

a1, SIGNATLURE OF PHYSICIAM OR SUPPLIER
INCLUDING DEGREES OR CREDEMTIALS
(I cartify that the statsments on the reverse
apply to this bil and ars made a part thereaf.)

32, SERVICE FACIUTY LOCATION INFORMATION

I
22, BILLING PROVIDER INFO & PH # {

a.

SIGHED CATE
—

b.

<+—— PHYSICIAN

|h

MUCC Instruction Manual available at: www.nucc.corg
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community

Workers’ Compensation
Fields 17a & 17b: REFERRING PROVIDER’S NPl and TAXONOMY CODE:

When using the taxonomy code, put the required “ZZ” qualifier here.

> ] ]
178, / Put the referring provider taxonomy number here. 1

17h. [ NP Put the referring provider NPl number here.

[h]

17a: Put the referring provider's taxonomy number here. Put “ZZ” as the qualifier
when using the referring provider’s taxonomy number.

17b: Put the referring provider's NPI number here.

Note: If you do not have the referring provider's NPl number, do not report the
provider’s taxonomy number.

If the referring provider doesn’t have an NPI, put the referring provider’s state license

number in box 17a. Put “0B” as the qualifier in this field when using the provider’'s
state license number.

www.oregonwcdoc.info 503-947-7606
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communit

Workers” Compensation

Field 21: DIAGNOSIS OR NATURE OF ILLNESS OR INJURY:

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATICHAL UNIFORM CLAIM COMMITTEE caios
PICA

1. MEDICARE MEDICAID {

OHﬁ.MP-'A
:Il'Meamaie ﬂ_,l[lfMeacam # l:‘ ﬁponsors 88M) Dmma-m,: D fSSNorfD,l

B, ifine

|:| (5EN)

|:| HD,I

PICA

Ja. INSREL'S |.D. NUMBER \For Program in iz 1)

2. PATIENT'S MAME {Last Mame, First Mame, Middle Initial)

TR

F[I

4. INSURELD'S NAME (Last Mame, First Mame, Mddle Initial)

5. PATIENTS ADDRESS (Mo, Street)

1
& PATIENT RELATICHSHIP TO INSURED

sait] | spouss[ ] chid[ | omer|:|

7. INSUREL'S ADDRESS (Mo, Strest)

CITY

STATE

ZIP CODE TELEPHOME (Include Area Cads)

8. PATIENT STATUS

single || Mamied[_|

Full-Time
Employed |:| Student

Cither |_
O S L

cIy STATE

ZIP CODE TELEPHCHE (Inchude Area Cods)

9. OTHER INSUREL'S NAME (Last Mame, First Mame, Middle Initial)

a OTHER INSURED'S POLIGY OR GROUP NUMBER

SEX

FL]

b. OTHER INSURED'S DATE OF BIRTH
MK oo bl

| | |M|:|

e EMPLOYEF! S MAME OR SCHOOL MAME

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLCYMENT? {Gurment or Pravious)

ves [ |neo
b. AUTO AGGIDENT? PLAGE (state}
|:| YES NO

o OTHER ACCIDENT?

[Jves [ Ine

11, INSURED'S POLICY GROUP CR FEGA NUMBER

a INSURED'S DATE OF BIHTH BEX
WM | DD vy

! ML LI

b. EMPLOYER'S NAME CR SCHOOL NAME

e, INSLIRANCE PLAN MAME OR PROGHAM NAME

d. INSURANCE PLAM NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

915 THEFE ANOTHER HEALTH BENEFIT PLANT
[dves [ Jmo  ifyes mumioand complets ilam 8 o

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

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12, PATIENTS OR AUTHORIZED PERSON'S SIGMATURE | authorize the release of any medical or other information necsssary
tor process this claim. | also request payment of government bensfits sither o miysslf or to the party who accepts assignment
bekow,

DATE

13, INSURED'S OR AUTHCRIZED PERSON'S SIGNATURE | authornizs
payrment of medical benefits to the undersigred physician or supplier for
senvices described balow.

SIGNED

SIGNED,
— =
: TLLNESS ) OR
e RQTT & L."QREW' < IMNJLRY uipcﬂét symgm'l
| PREGNANCY{LMP)

15. [F PATIEMT HAS

GIVE FIRST DATE

I — —
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

17a.

-

R T e Y
FROM i i TO ! !

|
18, I-lOSDI'I'ﬁHthTIBH DIkTES\gELATED TO CLH‘?EENT SEF\: VICES

17h.

NPl

WY
FROM TO I

12. RESERVED FOR LOCAL USE

I 1 I
20, OUTSIDE LAB? $ CHARGES

[ves [ Jno | |

[ I B 7 B

21, DIAGNOEIS OR MATURE OF ILLNESS OR IMJURY (Relate ltems 1, 2, 3 or 4 to ltem 24E by Lins)

R

EBE’ND RESUBMISSICN ORIGIMAL REF. NO.

L sl . |
= PAIOA AUTHCAZATION NUMBER
2 | ., 4 | .,
34 A DATES) OF SEAVICE B. [, PADCEDURES, SEAVICES, O SUPPLIES E Ll B B ¢ T z
D, RENDERING
MM DD ¥¥ MM ¥Y_|SERVCE| EMG | CPTHCPCS | MCDIFIER POINTER $CHARGES s || eoe PAOVIDER ID. & =
=
R R I I I I E— 12
| | | | | | ! L 2
=
bt | 1 | Pl | e =
| I 1 1 | 1 I w
=
| | 1 | | F-=qmmmm == A
A I I S S B [ T I | L [ | [wm 5
| e _____ o
N T O T [ I N | I I I S
! H ! ! z
I | b1 | P | [T g
I I 1 I H I | H [}
<
| o __ T
N R O . | | | [wa &
25. FEDERAL TAX 1.D. NUMEER SSN EIN | 26. PATIENT'S AGCOUNT NO. 27 RCCEPTASSIGNIENT? |25, TOTAL GHARGE 25, AMOUNT PAID | 30, BALANCE DUE
001 [e Lo |s I E I
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SEFVICE FACILTY LOCATION INFORMATION 35 BILLING PROVIDER INFO &FH+ ]
INCLUDING DEGREES OR GREDENTIALS
(I certify that the statements on the reverse
apply to this bil and ars mads a part thereof.)
SIGNED DATE - P o E
Lat=llE

MNUCC Instruction Manual available at: www.nucc.crg
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community

Workers’ Compensation

Field 21: DIAGNOSIS OR NATURE OF ILLNESS OR INJURY:

21, DIAGHOSIS OR MATURE OF ILLMNESS OR IMJURY { Pelats [tems 1, 2, 3 or 4 t2 Itam 24E by Lins) =2, E
922 722 l
1. , s .
23 P
922.3 722.51
2 , 4
o4 & MATCY @\ M CCOAFS ' rm T »~ Trn DOACFERINDES SFOVICFS M0 81001 1TFS ] F

21: Each space must be completed with a correct ICD-9-CM code. Use the ICD-9-CM,
9™ Revision book for codes and all applicable digits.

Note: If the 5™ digit applies, you must use it here.

Examples from the ICD-9-CM book:

922.3
922 - contusion of the trunk
3 - contusion of the back (more specific)
722.51
722 - intervertebral disc disorders
5 - degeneration of thoracic or lumbar intervertebral disc
51 - thoracic or thoracolumbar intervertebral disc
www.oregonwcdoc.info 503-947-7606
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communit

Workers’ Compensatio

Field 24: specifically 24J: RENDERING PROVIDER |.D. NUMBER:

1500
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIORAL UMIFORM CLAIM COMMITTEE calos

—|_|_|PIGk

PICA

1. MEDICARE MEDICAID {

CHAMPYA

:ll'Meu'l'mre #JD(M'edcal'n' # D éﬁﬁr&f&sw I:lmtnta'n't}d,l D

-

2. PATIENT'S NAME (Last Mame, First Mame, Middle Iritial)

—
Ha. INSURED'S |.D. NUMEER (For Pregram in ltem 1)

@ PQ'E‘ETT'BSIRETH I%;\JE MD SEX . l:l

4, INSURED'S MAME (Last Mame, First Mame, Mddle Initial)

5. PATIENT'S ADDRESE {MNo., Street)

I
& PATIENT RELATICNSHIP TO INSURED

self[ ] spouss[ | chid[ | on-er|:|

7. INSUREL'S ADDRESS (Mo., Strest)

Ty

STATE

& PATIENT STATUS
Othar |_

singe [ | mamea[ |

ZIP CODE TELEPHOME (Include Arsa Cods)

Emptoyed || Eone L e L]

oy ETATE

ZIP CODE TELEPHCHE (Inchude Area Cods)

()

2, OTHER INSURED'S NAME (Last Mame, First Mame, Micle Initial)

10. IS PATIENT'S GONDITION RELATED TO:

& OTHER INSURED'S POLICY OR GROUP NUMEBER

a, EMPLOYMEMT? (Current or Previous)

ves [ Jno

b. OTHER INSURED'S DATE OF BIRTH

1] | w

BEX

F[]

b. ALTO ACCIDENT? PLACE {State)

|:| YES |:| NO

I 1
. EMPLOYER'S NAME OR SCHCOL NAME

. OTHER AGGIDENT ?
[

[Jves

11, INSURELD'S POUCY GROUP OR FECA NUMEER

a INSURED'S DATE OF BIRTH BEX
WM | DD Y

M[] L

b. EMPLOYER'S NAME CR SCHOOL NAME

. INSURANGE PLAN NAME OR PROGRAM NAME

d. INSLIRANGE PLAM NAME OR PROGRAM NAME

10d. RESERVED FOR LOGAL USE

d. 15 THERE ANOTHER HEALTH BENEFIT PLAN?T
DYES I:lNO If yes, retum 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
to process this caim. | also request payment of government bsnsfits sither o myself or ta the party whe acsepts assignment
bk,

any madcal or other infomation neceszary

DATE.

SIGNED,
14 DATE OF CURRENT: ILLNE.SS_ﬂ;x Symptze) OR
I | ‘INJUR\‘[ icknt) O
! PREGMANCY(LMP)

. IF PATIENT HAS E OF SIMI ILLMESS,
" GIVE FIRST DATEHHF"E”‘] BB I Lﬁﬁ’
I I

13, INSUREL'S OR AUTHORIZED PERSON'S SIGMATU RE | authorize
payment of medical beanefits to the undersigned physician or supplier for
services described below.

SIGNED r

-

76 DATES [uTIENT NAELE 0 WORK I CURRENT GOCUPATICN
FROM | | e ]

7. NAME OF REFERRING PROVIDER OR OTHER S0URGE 178, 15. HOSPTHZATION DATER FELATED TO CURRENT SERVICES
I I I
170, | NP1 FROM | ! TO ! I
18, RESEFVED FOR LOGAL USE 20, OUTSIDE LABT § GHARGES

[Jres [ [no | |

21, DIAGNOSIS OR MATURE OF ILLNESS OR INJURY {Felate [tems 1, 2, 3 or 4 to ftam 24E by Line)

R

= B‘EBE;ND RESLBMISSION ORIGIMAL REF. MO,

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

y

n

SIGHED CATE
—

| L |
23, PRIOR AUTHCREZATION NUMBER
2. . 4 .
24 A DATE(S) OF SERVICE [, PROCEDURES, SERVICES, OR SUPPLIES F. DQG‘;S H [ J. =
[ ki AL II- : —— 03 3 EEET EEEE EEE E.! E
I
I R E
' %
2 | | | | | 1 === === ————=—————1 -
N O O T A I T I R AT <
3 | | | | | ==~ ——=—=—=—=—=—- ~|d
N O O I [ T S I T 2
4 =
1 | | | | e e
I I I S S B N L[] [we 3
St L] | UL T o
I I I I ! I | ! NPl o
Iz
S O B B I L] | I 8
25, FEDERAL TAX 1.0, NUMBER SEN EIN 26, PATIENT'S ACCOUNT NOU a7 %ggleﬁfﬁfiﬂg‘w7 28, TOTAL CHARGE 20, AMCLINT PAID 0. BALANCE DUE |
m M ! P ! & !
a1, SIGNATLURE OF PHYSICIAM OR SUPPLIER a2, SERVICE FACILUTY LOCATION INFORMATION 23, BILLING PROVIDER INFO & PH & { }
INCLUDING DEGREES OR CREDEMTIALS
(I cartify that the statsments on the reverse
apply to this bil and ars made a part thereaf.)
a b.

a. |h
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community

Workers’ Compensation

Field 24: specifically 24J: RENDERING PROVIDER |.D. NUMBER:

Put rendering taxonomy code here
Put the corresponding “ZZ” qualifier here

[ PROCEDURES, SIEF!\'IOES. OR SUPPLIES

2:. A D.#;TEI:S] OF SERVICE E. G. E. D G, I o =
From To PLACET (Explain Unusual Gircumstances) DIAGNDSIS CUTS = \ RENCERING =]

MM DD WY MM DD WY |SEAVICE) EMG | CPTHCPCS | MODIFIER POIMTER $CHARGES Pl | GLIAL \iPF!O'n"IDER ID. # :

I | | | | | | | !__ —————————————— JE
N N T N [ I N | N I B T S

b) L __] =
Y O B 5377
3 | | | —MZ —————————————— ~|d
N I S N [ I I | L L LD 5

1 | /-——— —————————————— =
N N N S N N [ N | L e %

= [ M R U /0 1) s :
2

. L =
o I S Y S N O O i / | [ =

1 1 | I 1 |
25, FEDERAL TAX |.0. MUMBER 58N EIN | 26, PATIENT'S ACCOUNT NO. | 27. %CCEPTASSIGN!-!&NT? | 28, TOTAL CHAR; | 2, AMOUNT PAID a0, BALANCE DUE
{For qot. clams, ses badkl . .

Put the rendering NPl number here

24J: In the upper shaded box put the rendering taxonomy number. Use “ZZ” as
the qualifier in box 241.
Put the NPI number in the NPI box.

Note: If no NPl number is available for rendering provider, do not use the

taxonomy number. Put the rendering provider’s state license number in the upper
shaded box of 24J and use “0B” in box 24l for the qualifier.

www.oregonwcdoc.info 503-947-7606
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Field 25: FEDERAL TAX I.D. NUMBER:

(Billing provider’'s SSN or FEIN.)

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATICMAL UMIFORM CLAIM COMMITTEE caios

communit

Workers” Compensation

PICA PICA
Y. MEDIGARE  MEDICAID |_ CHAMPUA ﬁEﬁ_ EEI%ELNG ER | 12, NELIBEDTS 1.0, NUMBER \For Pregram in iem 1)
:ll'Memmre r‘,lEl(M'eﬂcem # l:‘ rSpor.xsors a5N) Drwmenm l:‘ ﬁSNorn‘D} Drsav l:lﬁ‘D,l
2. DATIENTS NAME (Last Nams, First Narns, Middle Irifal] 5 PEET RSO 3 NSURED'S NAME [Lact Mame, First Name, Wddi Inal

I

: MEL F[I

5. PATIENT'S ADDRESS (Mo, Street)

S E—
& PATIENT RELATIONSHIP TO IMSURED

self|_| spouse[ ] chid[ | O‘ﬂ'er|:|

7. INSUREL'S ADDRESS (Mo., Strest)

Ty

STATE

& PATIENT STATUS
Other |_

ZIP CODE TELEPHOME (Include Arsa Cods)

singe [ | mamed[_|
Employed || G || waent L

Cmy STATE

ZIP CODE TELEPHCOME {Inchude Area Cods)

()

@, OTHER INSURED'S MAME {Last Mame, First Mama, Micle Initial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMEBER

a. EMPLOYMENT? (Current or Previous)

[Jves [Juo

b. OTHER INSURED'S DATE OF BIRTH SEX
| |

Lo M ] F[]

11, INSUREL'S POLICY GROUP OR FECA NUMBER

= INSURED'S DATE OF BIRTH BEX
MM | DD Y

[ "]

b. AUTO AGCIDENT? PLACE (Stte)
|:| YES N

€ EMPLOYEH S MNAME OR SCHOOL MAME

b, EMPLOYER'S NAME CR SCHCOL NAME

o OTHER ACCIDENT ?
(e

[Jves

. INSURANCE PLAN MAME OR PROGRAM MAME

d. INSLURANCE PLAM NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

3. 18 THERE ANOTHER HEALTH BENEFIT FLAN?
[(Jves [Jmo #yes enmto and complets temo ad.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM,
12, PATIEMT'S OR AUTHORIZED PERSON'S SIGMATURE | authorize the rslease of any medcal or other infomation necsssany
to process this daim. | also request payment of governmeant bensfits sither 1 myself or to the party who accspts assignment
bekonw,

DATE.

SIGNED
——
14. DATE OF CLRRE] ILLNEBS F rst sym) IumlOF!
Eﬁ El.gf W ‘INJURYl I:bn[l A
PREGHANCY{LMP)

15. IF PATIENT HAS

E QR SIMI ILLNESS.
GIVE FIRET DATEHh[R"i‘kM BB LﬁF

13, INSURED'S OR AUTHCRIZED PERSON'S SIGNATURE | autherize
payrnent of madical banefits to the undsrsigred physician or supplier for
services described bekow,

SIGNED,

17. NAME OF REFERRING PROVICER OR OTHEF! SOURCE

17a.

17b. |NPI

:
5. PSP PATIg DATES ELATED TO GUREENT SERNCES
FROM | I [

18, RESERVED FOR LOCAL USE

I— L 1
20, QUTSIDE LAR? $ CHARGES

[[Jves [ [no | |

21, DIAGNOSIS OR MATURE OF ILLNESS OR INJURY {Relate ltems 1, 2,3 or 4 to ltam 24E by Line)

-

= B‘EBE’ND RESUBMISSION ORIGINAL REF. NO.

PATIENT AND INSURED INFORMATION ———» | «— CARRIER—>

-

D e e e e T
FROM i i TO ! !

L Al . |
23, PRIOR AUTHCAZATION NUMEER
2. | . 4 | X
24 A DATE(S) OF SERVICE B. | C. | PROGEDURES, SERVIGES, OR SUPPLIES E F. G [H] I . =
Frarn To PLACE {Explain Unusual Circumstances) DIAGNOSIS L RENDERING =]
MM DD Y MM DD YY |SEAVKE| EMG | CPTHCPGS | MODIFIER POINTER § CHARGES WS [P’ | cLa PROVIDER ID. & =
<
1 | | | | | | | | | r——-—-——-—"—"—"~""~"~"~"—~"~"~~"—-1 E
I I N O L1 1 | L | | [we o
2 1 1 1 1 1 1 v I E
N R A O I N I L || [ z
3 | | 1 | 1 ===~ ———=——=—=-—=—-1 d
I I I R S O [ L || [hw 2
7]
T o
ot I T T O O I I L || [w g
! i | | z
5 I I I 1 v O
N R I O I L1 | [w g
z
6 1 - | L N I 0 2
25, FEDERAL TAX |.D. NUMBER SSN EIN 26, PATIENT'S AGCOLNT NO. 27. ACGERT ASSIGNMENT? |25, TOTAL GHARGE 22, AMOUNT PAID | 20. BALANGE DUE
] [lvee [w s L L s |
" 32. SERVICE FACILTY LOCATION INFORMATION 33, BILLING PROVIDER INFO &PH# [ )
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bil and ars made a part thereaf.)
a. b,

SIGHED CATE
—

a |h

MUCC Instruction Manual available at: www.nucc.ong
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community

Workers’ Compensation
Field 25: FEDERAL TAX |I.D. NUMBER:

25, FEDERAL TAX |.C. MUMBER S5M EIM ;
Billing provider Fed. Tax ID no. here X
a4 QICMATIIOR OiF DHY S AR &O S0 TFD ]

25: Put the Federal Tax I.D. number of the billing provider (the one being paid) here.

www.oregonwcdoc.info 503-947-7606
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Field 32: (specifically 32a and 32b) SERVICE FACILITY LOCATION INFORMATION:

(= B B N R L

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATICMAL UMIFORM CLAIM COMMITTEE caios

PICA
—
1. MEDICARE MEDICAID I CHAMDJA ﬁEﬂ EEI%ELNG
:ll'Memmre r‘,lEl(M'eﬂcem # l:‘ rSpor.xsors a5N) Drwmenm l:‘ ﬁSNorn‘D} Drsav l:lﬁ‘D,l

communit

Workers” Compensation

— —
1a. INSURELD'S |.D. NUMEER

PIGA

-
{For Program in lbem 1)

2. PATIENT'S MAME (Last Mame, First Marme, Middle Iritial) 3. PﬁuENTBSIRTH R,A"]'E
R =

4. INSURED'S MAME {Last Mame, First Mame, Mddle Initial)

S E—
& PATIENT RELATIONSHIP TO IMSURED

self|_| spouse[ ] chid[ | O‘ﬂ'er|:|

5. PATIENT'S ADDRESS (Mo, Street)

7. INSUREL'S ADDRESS (Mo., Strest)

CITY STATE | & PATIENT STATUS
Other |_

singe [ | mamed[_|
Employed l:‘ FulkTime |:| gdﬂ:‘sl:'

Student

ZIP CODE TELEPHOME (Include Arsa Cods)

Cmy STATE

ZIP CODE TELEPHCOME {Inchude Area Cods)

()

@, OTHER INSURED'S MAME {Last Mame, First Mama, Micle Initial) 10, |15 PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMEBER a EMPLOYMENT? {Current or Previous)

ves [ |no

b. AUTO AGCIDENT? PLACE (Stte)
|:| YES N

. OTHER ACCIDENT?
[ves [ ne

b. OTHER INSURED'S DATE OF BIRTH

| | |M|:|

sEx
F[]

I I
€ EMPLOYEH S MNAME OR SCHOOL MAME

11, INSUREL'S POLICY GROUP OR FECA NUMBER

SEX

"]

= INSURED'S DATE OF BIRTH
MM | DD Y

Ml

b, EMPLOYER'S NAME CR SCHCOL NAME

. INSURANCE PLAN MAME OR PROGRAM MAME

d. INSLURANCE PLAM NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE

3. 18 THERE ANOTHER HEALTH BENEFIT FLAN?
[(Jves [Jmo #yes enmto and complets temo ad.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM,
12, PATIEMT'S OR AUTHORIZED PERSON'S SIGMATURE | authorize the rslease of any medcal or other infomation necsssany
to process this daim. | also request payment of governmeant bensfits sither 1 myself or to the party who accspts assignment
bekonw,

DATE.

SIGNED.
oo ___ =
TN (A | e W e
! PREGNANCY(LMPY)

13, INSURED'S OR AUTHCRIZED PERSON'S SIGNATURE | autherize
payrnent of madical banefits to the undsrsigred physician or supplier for
services described bekow,

SIGNED,

17. NAME OF REFERRING PROVICER OR OTHER SOURCE 17a.

17b. |NPI

18, HOSDI'I'ﬁHZ;\TIBH DIATE%ELATED TO CU"I‘QRENT [?I%R'.fl CEE\"Y

FROM | I T0 [

18, RESERVED FOR LOCAL USE

I— L 1
20, QUTSIDE LAR? $ CHARGES

[[Jves [ [no | |

21, DIAGNOSIS OR MATURE OF ILLNESS OR INJURY {Relate ltems 1, 2,3 or 4 to ltam 24E by Line)

-

= B‘EBE’ND RESUBMISSION ORIGINAL REF. NO.

PATIENT AND INSURED INFORMATION ———» | «— CARRIER—>

-

D e e e e T
FROM i i TO ! i

1. . a —
23 PRIOA AUTHCREZATION MUMEER
2 | ! 4| .
24, A DATE(S) OF SERVICE B. G, 0. PROGEDURES, SERVICES, OR SUPPLUES E F. G, H. I . =
From To pu.cs-r‘ {Explain Unususl Circumstances) DIAGNOSIS ‘ s EFM . RENDERING =}
(18] oo b MM DD Y |SERVCE| EMG CPTHCPCS | MODIFIER POINTER F CHARGES LHIMS | Pln | OLAL. PROVIDER ID. # ':
=
I I I I I I I F—— -~~~ ———-1 [+
N B [ L 1 | [we g
£
1 1 1 1 1 1 r—-——-——~—"—"—"~>"~"~"~"—"~"—~"—7-1
N R A O I N I L || [ z
a
1 1 1 F-—d—— = ————————{
N N N T O [ N Ll ] [ 3
oy
| [ o
N T N R S I [ O O L [ [ o
| [ I ! I g
I ! | I I | | | | ! I | | ! | | NPl 7]
=
| I ! I I F-————————————===
I Y O T [ T L L | [ a

25 FEDERAL TAX |.D. NUMBER SEN EIN

(L]

31, SIGNATLRE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OF CRECEMTIALS
(I certify that the statements on the reverse
apply to this bil and ars made a part thereaf.)
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community

Workers’ Compensation

Field 32: (specifically 32a and 32b) SERVICE FACILITY LOCATION INFORMATION:

[L_1"=~ L 1"~
3z, SERVICE FACIUTY LOCATION INFORMATICN a3
a. NPI # here b. ZZ Taxonomy Code here |a.
W.NLUICC. O]

32a. Put the service facility’s NPl number.
32b. Put the service facility’s taxonomy code. Use “ZZ” as the qualifier ahead of the
taxonomy code.

Note: If you do not use the service facility’s NPl number, do not use the

taxonomy code. Put the state license number in box 32b. Use “OB” as the
gualifier ahead of the state license number.
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communit

Workers” Compensation

Field 33: (specifically 33a & 33b) BILLING PROVIDER INFO & PH#:

(= B B N R L

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATICMAL UMIFORM CLAIM COMMITTEE caios

PICA
—
1. MEDICARE MEDICAID I CHAMDJA ﬁEﬂ EEI%ELNG
:ll'Memmre r‘,lEl(M'eﬂcem # l:‘ rSpor.xsors a5N) Drwmenm l:‘ ﬁSNorn‘D} Drsav l:lﬁ‘D,l

— —
1a. INSURELD'S |.D. NUMEER

PIGA

-
{For Program in lbem 1)

2. PATIENT'S MAME (Last Mame, First Marme, Middle Iritial)

PR =

4. INSURED'S MAME {Last Mame, First Mame, Mddle Initial)

5. PATIENT'S ADDRESS (Mo, Street)

S E—
& PATIENT RELATIONSHIP TO IMSURED

self|_| spouse[ ] chid[ | O‘ﬂ'er|:|

7. INSUREL'S ADDRESS (Mo., Strest)

Ty

STATE

& PATIENT STATUS
Other |_

singe [ | mamed[_|

ZIP CODE TELEPHOME (Include Arsa Cods)

Cmy STATE

Employed l:‘ FulkTime |:| gdﬂ:‘sl:'

Student

ZIP CODE TELEPHCOME {Inchude Area Cods)

()

@, OTHER INSURED'S MAME {Last Mame, First Mama, Micle Initial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMEBER

a. EMPLOYMENT? (Current or Previous)

ves [ |no

b. OTHER INSURED'S DATE OF BIRTH

| | |M|:|

SEX

]

11, INSUREL'S POLICY GROUP OR FECA NUMBER

= INSURED'S DATE OF BIRTH BEX
MM | DD Y

[ "]

b. AUTO AGCIDENT? PLACE (Stte)
|:| YES N

€ EMPLOYEH S MNAME OR SCHOOL MAME

b, EMPLOYER'S NAME CR SCHCOL NAME

. OTHER ACCIDENT?
[ves [ ne

. INSURANCE PLAN MAME OR PROGRAM MAME

d. INSLURANCE PLAM NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

3. 18 THERE ANOTHER HEALTH BENEFIT FLAN?
[(Jves [Jmo #yes enmto and complets temo ad.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM,
12, PATIEMT'S OR AUTHORIZED PERSON'S SIGMATURE | authorize the rslease of any medcal or other infomation necsssany
to process this daim. | also request payment of governmeant bensfits sither 1 myself or to the party who accspts assignment
bekonw,

DATE.

SIGNED.
e =
T (R

| PREGNANCY(LMPY)

15. IF PATIENT HAS

E QR SIMI ILLNESS.
GIVE FIRET DATEHh[R"i‘kM BB LﬁF

13, INSURED'S OR AUTHCRIZED PERSON'S SIGNATURE | autherize
payrnent of madical banefits to the undsrsigred physician or supplier for
services described bekow,

SIGNED,

17. NAME OF REFERRING PROVICER OR OTHER SOURCE

17a.

17b. |NPI

18, HOSDI'I'ﬁHZ;\TIBH DIATE%ELATED TO CU"I‘QRENT [?I%R'.fl CEE\"Y

FROM | I T0 [

18, RESERVED FOR LOCAL USE

I— L 1
20, QUTSIDE LAR? $ CHARGES

[[Jves [ [no | |

21, DIAGNOSIS OR MATURE OF ILLNESS OR INJURY {Relate ltems 1, 2,3 or 4 to ltam 24E by Line)

-

= B‘EBE’ND RESUBMISSION ORIGINAL REF. NO.

PATIENT AND INSURED INFORMATION ———» | «— CARRIER—>

-

D e e e e T
FROM i i TO ! !

P a |l . |
23 PRIOA AUTHCREZATION MUMEER
2 | ! 4| .
24, A DATE(S) OF SERVICE B. GC. 0. PROGEDURES, SERVICES, OR SUPPLUES E F. G, H. I N =
From To pu.cs-r‘ {Explain Unususl Circumstances) DIAGNOSIS ‘ s EFM In. RENDERING =}
(18] oo b MM oo Y |SERVCE| EMG CPTHCPCS | MODIFIER POINTER F CHARGES LHIMS | Pln | OLAL. PROVIDER ID. # :
=
] ] ] ] ] ] ] r--{-—-———————=——--1 [+
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26, PATIENT'S AGCOUNT NO.
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31, SIGNATLRE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OF CRECEMTIALS
(I certify that the statements on the reverse
apply to this bil and ars made a part thereaf.)

32, SERVICE FACIUTY LOCATION INFORMATION
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community

Workers’ Compensation

Field 33: (specifically 33a & 33b) BILLING PROVIDER INFO & PH#:

] ] ] ] ]
33, BILLING PROVIDER INFO & PH # ||'L }

a. NPI # here k. ZZ Taxonomy Code here ¥

AN IS AARAN Aacam c@smmdes FesMEd SR A5 4 e fmm o me s

33a. Put the billing provider's NPI number.
33b. Put the billing provider’s taxonomy code. Use “ZZ” as the qualifier ahead of the
taxonomy code.

Note: If you do not use the billing provider's NPl number, do not use the

taxonomy code. Put their state license number in box 33b. Use “0B” as the
gualifier ahead of the state license number.

www.oregonwcdoc.info 503-947-7606
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community

Workers’ Compensation

CMS1500 Billing Tips
RESOURCES

CMS1500 form information:

1) For information on the CMS 1500 form, go to the Centers for Medicare &
Medicaid Services (CMS) Web site @

http://www.cms.hhs.gov/CMSForms/
Click on CMS Forms in the Overview Box, and go to CMS1500 form

2) For instructions on the CMS 1500, go to the National Uniform Claim Committee’s
Web site @ www.nucc.org. The NUCC regularly updates this site for revisions to the
CMS 1500 instructions.

Workers’ Compensation Division:
1) Medical Section, Resolution Team: 503.947.7606
Or toll free @ 1.800.452.0288, ask for the Medical Section, Resolution Team

2) Employer Compliance Unit: 503.947.7815 in Salem
Or toll free @ 888.877.5670

Workers’ Compensation Division’s Web site @

www.wcd.oregon.gov Find WCD’s laws and rules on this same site.

For a direct link to the Health Care Provider’s page, go to
www.oregonwcdoc.info

To find the employer’s workers compensation insurance carrier, go to
www.wcd.oregon.gov and click on the “Employer Coverage” link under
“‘Business Tools”

www.oregonwcdoc.info 503-947-7606
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