—

D O W N

}ZM//e Form /72/,,) 7o il 2ul Form /o
L 1500 J ﬂf
HEALTH INSURANCE CLAIM FORM / _ L NSlranle /{é’,/m L) s IS

APPROVED BY NATIONAL UNIFORM CLAIN, GOMMITTEE 08/05
VTT [Pen Lorite fhe I/)zmg Q.P ZIQQP' _2/ Asyrante [ rovider /{é}»&mm (1]

1o process this claim. | also st payment of goverpment benefits either to myself or to the party who accepts assignment i describe

o
w
=
i
P
o
MEDICARE MEDIGAID TRICARE CHAMPVA THER | 1a. INSURED'S 1.D. NUMBER {For Program in Iter 1) T
BERF PLAN — BrctUN
|:] (Medicare #) D (Medicaid #) |:| s ssN) D (Member 1D#) |:| (SSN or ID) (SSN) (D) 4( q 3 g 5 é/ 7 Z_ C? 6 /[{ e (' 05“7
2. PATIENT.S NAME (Last Name, First Name, Middle Initial} 3. PATIENT S BIHTH DATE SEX INSURE D S NAME (Last Name First Name, Middle Initial}
| n &
ane_pe (215 Gy (] @ Loe
5. PATIET\TS ADDHESS {No., Streey 6. PATIENT RELATIONSHIP TO INSURED 7. \NSUHEDSADDHESS (Bjo., Street
Zt n (O a h Self|:| Speusemcmldlj OtherD d ” /o Qj’
oITY STATE | 8. PATIENT STATUS CITY T lsTA =
o
elnion MA|  sroe[] varmeafX]  ome[] &, /)fpn A 2
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include reg, Code) ‘EI
Full-Time Part-Time L/ 78 / x
OI479 | (41D 95H 481 om0 2 20y |02 GI1T59-25)(, 2
9. OTHER INSURED’S MAME (Last Name, First Name, Migdie Initial) 10. IS PATIENT'S GONDITION RELATED TO: 11 !NSURED S POLIGY GAOUP OR FECA NUMBER =
/Vone ross Gé’z/'?/fzz 5
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Gurrent or Previous) a |NsunED s DATE OF BIRTH SEX x
e YY
[ M F 0
one [ K 011/9 2 N 1 |2
b: %T\;‘Er‘ 'NSU‘F‘ED S DATEOFBIRTH SEX b AUTO ACCIDENT? PLACE (State) | b- EMPLOXER'S NAME OR SCHOOL NAME o
L w1 [ [ves ,XINO L eme, /rzu‘[(ac leer) g
c. EMPLOYEA'S NAME OR SCHOOL NAME ¢. OTHER AGCIDENT? c. INSURANCE PLAN NAME OR PRQGRAM NAME =
L
One [Jrs Mo /i ue. ross Pretevr ~.:
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOGAL USE d. IS THERE ANOTHER HEALTH E\ENEF]T PLAN? =
5 ‘2 e' NO If yes, retum to and complete item § a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INSURED;8 OR AUTHORJZED q
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary ymenyof medigal bensfits to the

below.
SIGNED ‘ - DATE 17’ /é le/é y
14, DATE oF cunﬂs}d‘r ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SEWLAH ILLNESS. | 16. DATES PATIENT UNAELE TO WORK IN c’JHHENT OCCUPATION A
MM {INJUHY {Accident) OR GIVE FIRST DATE MM DD Yy MM [els) i
¥ l, '2 oi(g PREGNANGY(LMP) 20[0 FROM 1 | T0 1
17 ME OF REFE WPHOVIDEH OR OTHER SQURCE 17a. 18, HOSPITEQLIZATIGB DATES RELATED TO CUAT!&E"JT SSFWICES
=T =7 =T —————- I ] | I
Dr Seo] m;_//ﬂrzzg o1 | o
18. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
|:| YES D NO |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Irems 1, 2, 3 or 4 to ltem 24E by Line) 22, MEDICAID RESUBMISSION
. — & CODE ORIGINAL REF. NO.
536.0C - v
/ —_— 4/ 23. PRICR AUTHORIZATION NUMBER
(:nzrga_ /ZaWy1eJ /yU? }ﬂnnqéL

24, A, DATE(S] OF SERVICE PHOCEDURES SERVICES, OR SUPPLIES E. F. G | H] I J.
From To FLA\,EOF (Explain Unusual Gircumstances) DIAGNOSIS cays gl o RENDERING
MM DD YY |SERVICE| EMG | CPT/HCPCS | MODIFIER POINTER SCHAF’(GES UNTS | Pen' | QUAL. PROVIDER ID. #

0561 | | (134231 Tl Tesspr ¥ 35 e
Mgl | [13‘723|’“3""“‘fﬁ§§ &5.01 37,%‘ BT —

PHYSICIAN OR SUPPLIER INFORMATION

| [ M R U N e il
. [ | | b | I A
i | [ | e e e
I T S . L & 1 ] | Y
I N || I N A I N T
25, FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. [@C{%Eﬁgg\gg\gé\]%c I]\IT? 28. TOVAL CHARGE 28. AMOUNT PAID 30. BALANCE DUE
0438/3636 X Cle Jo~ |2 (7990« 17990 00,00
IEF : N
31. ﬁ\\lgES;ILL%E&FGT:E\;SSI%)IQT?:QSDSEUNPTF;:LSH 32, SERVICE FACILITY LOCATION INFORMATIO 33. EfLL?; OV|DER INFO & PH # 5900) 748,;2 I O
(I certify that the statements on the reverse Fl"j 04‘-‘ '
apply to this bill and are made a part thereof.) 3 434 &’r ,7900 S}ouf% l-l i )(e _?Zg
alt Lake Cily, UT™ 2412
a. b. a. | / v
SIGNED DATE

NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 {08-05)

First Hamd Medical HPT# 1396273453



