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HEALTH INSURANCE CLAIM FORM

AFPPROVED BEY MATIONAL UMIFORM CLAIM COMMITTEE (NUCC) 0242

[TT]PcA PICATTT]

1. MEDICARE MEDICAID TRICARE CHAMPY A GROUP FECA OTHER | 1a INSURED'S |.D. NUMBER (For Program in Item 1)

| | meicares) || (iedicaic) [ ] (#0008 [ ] memberiog e el [] fos [ ]mos | XUA00000084

2 PATIENT'S MAME (Last Mame, First Mame, Midde Inifial) 3. PATIENT'S BIRTH DATE SEX 4. INSURED'S MAME (Last Mame, First Mame, Micdle Inifal)
SMITH, JOAN 09 | 09 |1987 v ¢|X | SMITH, JOAN

5. PATIENT'S ADDRESS (Mo., Street) 6. PATIENT RELATICHNSHIP TO INSURED 7. INSURED'S ADDRESS (Mo., Street)
1234 DOWNTOWN ST. Se.f SmUSED cni[ | O‘”erD 1234 DOWNTOWN ST.

CITY STATE (8. RESERYED FOR NUCC USE i STATE
NEW ORLEANS LA NEW ORLEANS LA

ZIP CODE TELEPHCHNE {Incluce Area Code) ZIP.CODE TELEFHCME {include Area Code)
70119 (504 ) 555-5555 70119 ( 504 ) 555-5555

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

a. OTHER INSURED'S POLICY OR GROUP NUMBER

[ Jves  []wo

b. RESERVYED FOR NUCT USE

b AUTO ACCIDENT?

c. RESERYED FCOR NUCTC USE

c. OTHER ACCIDENT?

DYES |:| MO

100 1S PATIENT'S COMDITION RELATED T

a. EMPLOYMENT? {Current or Prewvious)

PLACE (State)

D YES D MO

11, INSURED'S POLICY GRCURP OR FECA NUMBER

a. lNSUHl\EﬂE\)a':lSIDADTE Cl)F EllF\!rI(H SEX
09|09 | 1987 M Flx

b. OTHER CLAIM ID (Designated by NUCC)
|

c. INSURANCE PLAN NAME CR PROGH AWM MNAME

BCBS

d. INSURANCE PLAMN MNAME OR PROGRAM MNAME

BCBS

10d. CLAIM CCODES (Designated by NUCC)

d. IS THERE ANCTHER HEALTH BEMEFIT PLAN?
YES X i [w] ffyes complete items 9, 9a, and Sd.

PATIENT AND INSURED INFORMATION 4}*}(- CARRIER —»

READ BACK OF FORM BEFORE COMPLETNG & SIGNNG THIS FORM.
12, PATIENT'S OR AUTHCRIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
1o process this claim. | also request payment of government kenefits either o myself or o the party whoaccepts assignment

13. INSURED'S CR AUTHORIZED PERSON'S SIGMATURE | authorize
payment of medical benefits 1 the undersigned hysician or supplier for
services described below.

lelow.
SIGNED DATE SIGNED Y
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMPy |15 OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT CCCUPATION ik
M ] DD vy | | | MM | DD | Y MM DDy Ty MM | DD | oYY
L L S| | o | | L
17. NAME CF REFERRING PROVIDER CR OTHER SOURCE 172, 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
i gl MM DD YY MM DD, Y
| 17| MPI FRCM | | TO | |
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, OUTSIDELAE? % CHARGES
D ves [ |wo |
21. DIAGNOSIS CR NATURE OF ILLNESS OR INJURY Felate A-L Io service line belon (245 . 22 RESUBMISSION
g | CODE CRIGINAL REF. NO,
. F43.20 B & — ol |
5 = o B 23. PRIOR AUTHORIZATION NUMEBER
B ] K. | R
24. A, DATE(S) OF SERVICE E. C | D PROCEDURES, SERVICES, CR SUFFLIES E F G H I a1 =z
From To FLACEOF {Explain Unusual Circumstances) DIAGNCSIS Pie el o REMDERING (]
MM DD ¥y MM DD YY |SERMICE| EMG | CPTHCPCS | MODIFIER POINTER $ CHARGES Uims | P’ | QuAL PROVIDER ID. # =
=
| | | | | | | | Ol e e vl
07 | 01 | 16 | 07 | 01 | 16 | 11 | | 90791 | | ; | | 1 40000 | 1 | MPI | 1194914598 o
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25 FEDERAL TAX |.D. NUMEEF, 53N EIN 26. PATIENT'S ACCOUNT NO 27 KCCERT ASSIGNMENT? |28 TOT AL CHARGE 29, AMOUNT PAID 30. Riswd for NUCC Use
45-3110486 |_ X |_| YES NO % 400i.00 3 400i.OO i
31, SIGNATURE OF PHYSICI AN OR SUPPLIER 32. SERYICE FACILITY LOCATICH INFORMATION 33. BILLING PROVIDER INFO & PH # ( 504 ) 252-0026
INCLUDING DEGREES OF CREDENTIALS
il cerfify that the staternents on the reverse PODESTA PSYCHIATRY, LLC PODESTA PSYCHIATRY, LLC
appyto this bl and are made a part thereof.) 4322 CANAL ST. 4322 CANAL ST.
NEW ORLEANS, LA 70119 NEW ORLEANS, LA 70119
— DaTE = 1194914598 | = 1194914598 | A
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE AFPPROVED OMB-U935- 119/ FORM 1500 (U212



