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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12
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5. PATIENT'S ADDRESS (No., Street)
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7. INSURED’S ADDRESS (No., Street)
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READ BACK OF FORM BEFORE CO F . INSURED’S OR AUTHORIZED PERSON’S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATUR ation ne payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of governme assignme; services described below.
below.
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cL— D. |
a " 23. PRIOR AUTHORIZATION NUMBER
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25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. A CCEVI;"EIQ\ESSIS%L\IMEKI'\IT" 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
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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

33. BILLING PROVIDER INFO & PH # ( )

a. b.
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NUCC Instruction Manual available at: www.nucc.org

PLEASE PRINT OR TYPE
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