Sample Enviromental Modification Clam Form
¥ .
1. MEDICARE MEDICAD CHAMPUS CAMPVA GROUP FECA OTHER Ja. INSURED LD. NUMBER (for program in item 1)
HEALTHPLAN BLKLUNG
(Medicare #) B (Medicaid #) D (Spansor's SSN) D (VA File#) D (SSNor D) (SSN) (D
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE 4. INSURED NAME (Last Name, First Name, Middle Initial)
MMJ DD | YY Gender
N ] FEMALE
5. PATIENT'S ADDRESS (No. Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURER'S ADDRESS (No. Street)
T Selfa Spouse D Child D Other
TATE 8. PATIENT STATUS CITY
cn Single D Married D Other[
ZIP CODE TELEPHONE (Include Area Code ZIP CODE TELEPHONE (Inciude Area Code)
Full-Y ime Part-11ime
. Employed D Student Dbtudent E ( )
- '

9. OTHER INSURANCE'S NAME (Last Name, First Name, Midd!e Initial 10. -IS PATIENT'S CONDITION RELATED TO: 1l INSURER'S POLICY GROUP OR FEC A NUMBER
a. OTHER INSURED'S POLICY OR GROPU NUMBER a.  EMPLOYMENT? (CURRENT OR PREVIOUS) INSURED'S DATE OF BIRTH GENDER

a. MM DD YY
5. OTHER INSURED'S DATE OF BIRTH GENDER b.  AUTO ACCIDENT? PLACE (Statd M E] FD

MM1{ DD {YY YES D NO b. EMPLOYER'S NAME OR SCHOOLNAME
M ['_‘| F |:| c. OTHER ACCIENT?

o EMPLOYER'S NAME OR SCHOOL NAME E] YES D NO e INSURANCE PLAN NAME OR PROGRAM NAME
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCALUSE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

DYes No ‘If yes, returnto and complete item 9 a-d.

READ BACKOF FORM BEFORE COMPLETING &SIGNING THIS FORM.
M2 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE Iauthorize the release of any medical or other information necessary
to process this claim. lalso request payment of government benefits either to myself or to the party who accepts assignment

13. 'INSURED'S OR AUTHORIZED PERSON'S SIGNATURE 1
Tauthorize payment of medical benetits to the undersigned

physician or supplier for services described below.

below.
SIGNED DATE: SIGNED
¥
14. DATE OF CURRENT: ILINESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILINESS. |16. .DATES P ATIENTUNABLETO WORK INCURRENTOCCUP ATION
MM DD YY INJURY (Accideg Give First Date MM DD MM | DD YY MM Db { YY

PRE( H 2

17. NAME OF REFERRING PHYSICIAN DATES RELATED TOCURRENTS ERVICES
MM i
DD YY DD :YY

19. RESERVED FOR LOCALUSE. $charges

0 v |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 2|l BY LINE) [22. MEDICAD RESUBMISSION
CODE IORIGINALREFv NO.
1 273.6 T PRIOR AUTHORIZATION NUMBER
2. 4.
4o ] DATES OF SERVICE B C D E F G H 1 [ K
FROM TO Place PROCEDURES, SERVICES, OR SUPPLES | 14 GNOSIS $ EPSDT RESERVED FOR
MM | bD vy [Mmm|pDp | YY Service | CPT/HCPCS MODIFIER CODE CHARGES | nours Plan mG | coe
12 S5165 273.6
12 S5165
12 S5165
12 S5165
12 S5165
12 S5165
FEDERALTAX 1D NUMBER SSN_EIN PATENTS ACCOUNINO. P57 ACCEPT ASSIGNMENT? P58 |TQTAL CHARGES P20 Livowvesr 0 Toarance our
25, FEDERAL TAX 1D, NUMBER SSN EIN |26.- PATIENT'S ACCOUNTNO. [27. ACCEPT ASSIGNMENT? |28 [TOTAL CHARGES 29  [AMOUNTPAID _ [30.Jsaranceove
(For govt.claims.sec back)
D Yes No $ $ $
31 |SIGNATURE OF PHYSICIAN OR SUPPLIER 32, NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE | 33.
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) PRO VIDER INFORMATION
(JCERTIFYTHATTHES TATEMENTS ON THEREVERS E Name: ADDRESS:
APPLYTOTHIS BILLAND AREMADEA P ARTTHEREOF.)
J— CITY:
STATE: ZIP:
SIGNED| ProviderSigns &Dates | DATE PHONE #



dcclements
Typewritten Text
Sample Enviromental Modification Claim Form




