NALC Health Benefit Plan
20547 Waverly Court, Ashburn, Virginia 20149 - 1-888-636-6252

PROVIDER CLAIM FORM

[0 Check box if change of address

1. MEMBER INFORMATION 2. PATIENT INFORMATION
MEMBER #
NAME NAME
ADDRESS DATE OF BIRTH
CITY STATE ZIP RELATIONSHIP TO MEMBER
TELEPHONE (HOME) MARITAL STATUS
MARRIED L[] SINGLE OJ DIVORCED [
Are charges related to YES NO Ifyes, give:
or covered by:
3. Workers’ Compensation O O Date of accident, reason for treatment and compensation claim # / /
4. Accidental Injury 0 O Date of accident and reason for treatment / /

Is claim covered by auto insurance? 0 YES [1 NO
Third party liability (subrogation)? 0 YES [ NO If yes, insurance company’s name
and address

5. Medicare 0O O Medicare Identification Number

Effective date: Part A / / Part B / /
Medicare Advantage / /

Does it cover dental or drugs? O YES O NO

6. Other group medical/ O O Ifyes, is insurance issued through active employment? [1 YES [ NO

dental coverage Type of Plan: O Managed care (HMO, POS, PPO, PSO) [ Fee-for-service
O Other
Name of insured person Relationship to patient

Name of organization or employer through which obtained
MEDICAL INSURANCE: Name and address of other insurance company (where claims are sent):

Effective date / / Cancellation date / /
Policy # 0O Self Only [J Self & Spouse [ Family
PRESCRIPTION INSURANCE (if different from medical insurance): Name and address of other insurance company:

Effective date / / Canceliation date / /
Policy # [ Self Only I Self & Spouse [ Family

7. Unassigned Bills — For bills related to doctors’ services, laboratory, x-rays, nursing, physical therapy, medical equipment,
accidental injury, etc., attach the fully itemized bills to the back and enter the total here. $

TOTAL

| authorize any holder of medical or other related information to release to NALC Health Benefit Plan information necessary for
processing any claim in regard to myself or my family.

Member’s signature Date Patient’s signature (parent, if minor) Date

I certify that this information is correct to the best of my understanding. WARNING: Any intentional false statement or

willful misrepresentation relative to this claim is a

violation of the law punishable by a fine,

Member's signature Date imprisonment or both. (18 U.S.C. Section 1341 and
Title 5 U.S.C.)
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Mail Completed form to:
NALC Health Benefit Plan

CIGNA Payer 62308
PO Box 188004
Chattanooga, TN 37422-8004

888-636-NALC (6252) or 703-729-4677 T
1500 &
HEALTH INSURANCE CLAIM FORM &
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05 5
PICA PICA [TTIN
1. MEDICARE MEDICAID TRIC E CHAMPVA GROU OTHER] 1a. INSURED'S I.D. NUMBER (For Program in itom 1)

D(Medicala #)D (Medicaid #)D Boers ssN) D (Member IDF) D tN o 1y D (ss~) E] (D)

L.
>

2. PATIENT'S NAME (Last Name, First Name, Middle initial}

3. PATJENT‘S BIRTH DATE

! MEI FI:]

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

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

!
6. PATIENT RELATIONSHIP TO INSURED

set ] spouse[ ol ] omer] ]

7. INSURED'S ADDRESS (No., Street)

CITY

STATE

8. PATIENT STATUS
Other D

singe [ ] marea[ |

ZIP CODE TELEPHONE (Include Area Code)

()

empioyed [ ] Sugont ] Snucom |

cIry STATE

ZIP CODE TELEPHONE (Include Area Code)

()

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

10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (Current or Previous)

11. INSURED'S POLICY GROUP OR FECA NUMBER

b. OTHER INSURED'S DATE OF BIRTH
MM . 0D oYY

i ! MD

YES D NO
b. AUTO ACCIDENT? PLAGE (Stat)
FD D YES NO ,

c. EMPLOYER’S NAME OR SCHOOL NAME

¢. OTHER ACCIDENT?

DYES DNO

a. INSURED'S DATE OF BIRTH
M Yy

] i
| 1l

i i M D

SEX

]

b. EMPLOYER'S NAME OR SCHOOL NAME

. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

PATIENT AND INSURED INFORMATION

DYES D NO I yes, retum to and complete #em 0 a-d.
READ BACK 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 of other informati y yment of Sehefits to e’ ur gried physician of supplier foi
to process this dlaim. [ also request nt of g b either to myself of to the party who accepts assig i i
below. .
SIGNED DATE SIGNED Y
14. DATE OF : ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME o SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TQ WORK IN CURRENT QCCUPATION
vl | ODIS:[{RHEW INJURY A&eudesr)llt OR ' GIVE FIRSTDATE MM MM | DD Y9 MM, DD YY 4
INJURY ( )
! ! PREGNANCY(LMP) ! ; FROM ! ! TO | !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. Hosprrauzmw DATES RELATED TO CURRENT ESRVICE%Y
H - 1 [}
178.| NP FROM ! i TO ! i
19, RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[dves [ |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Refate fiemns 1, 2, 3 or 4 to item 24E by Line) ——VL 22. MEDICAID RESUBMISSION ORIGINAL REF. NO
1o a b ’
23. PRIOR AUTHORIZATION NUMBER
2.1 i 4, { .
24, A" DATE(S) OF SERVICE 8. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G [H] L J. Z
(S) .
From To fPLACE (Explain Unusual Circumstances) DIAGNOSIS i A RENDERING o
MM DD YY MM DD Yy |seRvicE| EMG | CPTMCPCS | MODIFIER POINTER $ CHARGES Pan | QUAL. PROVIDER ID. # E
=
R | oo | L | fwe " 7 77T 3
1 1 ! ] 1 L 1 1 iL
Z
{ { | { 1 1 | 1 R R ] -
R R N S N N A N A l I I X &
-l
______ o
[ ! 1 ! 1 ! | 1 viol e o
N O NN SR S N N I N T N | I . R 5
______ [
1 1 f | [ Y R pSevindly afiafindiedhat
i i l i ' I I I l ! | i l I i | l NPI o
i H 1 1 1 1 1 L z
<
! | { ! { | 1 | R G
I T N A N N I N N N | R R 3
! ! ! ! ! | 1 | B =
S N N A N A L NPl
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. AC SSIGN| 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
T8 o0 i | [}
1 YES NO s | $ BE |
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OR CREDENTIALS
{l certify that the statements on the reverse
apply to this bill and are made a part thereof.)
. &. y
SIGNED DATE & I P A

E———— "
NUCC Instruction Manual available at: www.nucc.org

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




