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Claim Completion:  CMS-1500
1

The examples in this section assist providers billing for Family PACT (Planning, Access, Care and Treatment) services on the CMS-1500 claim form.  While Family PACT claims are generally billed with the same method as Medi-Cal claims, there are some unique differences for Family PACT.  Providers should carefully read the information in this manual concerning Family PACT primary diagnosis S-codes and documentation requirements.

Claim Completion
For general claim completion instructions, refer to the following 

Instructions Overview 
sections in the Part 2 Medi-Cal manual:  
· CMS 1500 Completion 
· CMS-1500 Special Billing Instructions

· CMS-1500 Submission and Timeliness Instructions

· CMS-1500 Tips for Billing

Claim Examples
This section includes examples of primary services that require an appropriate secondary diagnosis for reimbursement.  It also includes an example of when two claim forms are required for the same date of service, because different secondary diagnosis codes are required for treatment services provided in a single visit.  

Note: 
These are examples only.  Please adapt to your billing situation.
Primary Diagnosis S-Code
A primary diagnosis S-code is required on Family PACT claims.  Enter a primary diagnosis S-code in the Diagnosis or Nature of Illness or Injury field (Box 21.1) of the claim form.
Drug and Contraceptive  
Providers who dispense drugs and contraceptive supplies are 

Supply Billing
encouraged to review details for onsite dispensing of oral contraceptives (HCPCS code X7706), emergency contraception (X7722) and contraceptive supplies (X1500).  Family PACT billing instructions for these codes differ from Medi-Cal policy.  For more information, refer to the Drugs:  Onsite Dispensing Billing Instructions section in this manual.

Billing Tips
When completing claims, do not enter the decimal point in any codes or dollar amounts.  If requested information does not fit neatly in the Reserved for Local Use field (Box 19) of the claim, type it on an 
8½ x 11-inch sheet of paper and attach it to the claim.

In-house laboratory, supplies and oral contraceptives

In this example, a client has an initial office visit with counseling and a pregnancy test.  She leaves the provider’s office with a prescription for oral contraceptives as her primary method of family planning and a prescription for emergency contraception.  She receives condoms dispensed onsite as her backup method of contraception.
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d INSURANGE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOGAL USE d.18 THERE ANOTHER HEALTH BENEFIT PLAN? b
YES NO  ifyes, retum to and complete item 9 a-d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORN. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or ofher information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either 1o myself or o the party who accepts assignment services described below.
below
SIGNED DATE SIGNED Y
14. DATE OF GURRENT ILLNESS (First symptom) OR 15.1F PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCGUPATION A
MM | DD oYY INJURY (Accident) OR GIVE FIRSTDATE MM | DD | YY MM DD oYY MM DD Yy
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Evaluation and Management (E&M) office visit, blood draw for laboratory screening tests and onsite dispensing of oral contraceptives
In this example, an established client, who is currently using oral contraceptives, has a history update and a physical exam with laboratory screening tests.  Oral contraceptives are dispensed onsite.  The client’s face-to-face time with the clinician is 15 minutes.

[image: image2.png](o> NS ) B N CO R \N

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

YES NO if yes, return to and complete item 9 a-d

PA

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or ofner information necessary
to process this claim. | also request payment of government benefits either to myself or o the party who accepts assignment

13

INSURED’S OR AUTHORIZED PERSON’S SIGNATURE | authorize

payment of medical benefits to the undersigned physician or supplier for
services described below.

<

PHYSICIAN OR SUPPLIER INFORMATION

below
SIGNED DATE SIGNED
14 DATE OF CURRENT ILLNESS (First symptom) OR 15.1F PATIENT HAS HAD SAME OR SIMILAR ILLNESS [16. DATES PATIENT UNABLE T WORK IN CURRENT QOOUPATION
MM DD oYY INJURY (Accident) OR GIVE FIRST DATE MM | DD | YY | MM DD oYY
! ! PREGNANCY(LMP) ! | FROM ! } To ! |
17. NAME OF REFERRING PROVIDER OR OTHER SOURGE 17a 18 HOSP\TAUZAT\%[N) DATES ELATED TO OURFENT SERVICES, |
e e B | | |
17b. | NPI FROM ! ! TO ! !
19. RESERVED FOR LOCAL USE Blood spec|men sent to an unaffiliated lab. 20. OUTSIDE LAB? $ CHARGES
L2: Norgestimate and Ethinyl Estradiol 13 packs @ $12.00 = $156.00 X ves NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 8 or 4 to ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
8102 s
23. PRIOR AUTHORIZATION NUMBER
2 . 4 .
24 A DATE(S) OF SERVIGE B G. | D. PROGEDURES, SERVICES, OR SUPPLIES E F G H | J
From To PLACE CF (Explain Unusual Gircumstances) DIAGNOSIS o = RENDERING
MM DD YY MM DD YY [SERWICE| EMG | GPT/HCPCS MODIFIER POINTER $ CHARGES UNITS | Plan' | QUAL PROVIDER ID_#
! ! ! ! | ! ! ! [
080107 | | 11 99213 | | | 35000 1 NPl
| ! | | | | | | i B
080107 ! ! 11 X7706 | 1 1 15600 | 1 NPl
! ! I ! | ! ! | [
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Initial visit with in-house laboratory work and a blood draw sent to an outside laboratory (a prescription for contraceptive supplies is dispensed)

In this example, a client has an initial office visit, which includes a comprehensive patient history, physical exam and counseling about all family planning methods.  The pregnancy test is performed in-house.  A dipstick urinalysis is performed in the office for symptoms of urinary tract infection (UTI).  Based upon the client history and clinical findings, a blood specimen for glucose is drawn in the office and sent to an outside laboratory.  The client is given a prescription for oral contraceptives and an anti-infective.  The physician dispenses condoms and foam.
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d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

YES NO

if yes, return to and complete item 9 a-d

PA

READ BACK OF FORM BEFORE GOMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or ofner information necessary
to process this claim. | also request payment of government benefits either to myself or o the party who accepts assignment

13 INSURED’S OR AUTHORIZED PERSON’S SIGNATURE | authorize

payment of medical benefits to the undersigned physician or supplier for
services described below.

<

PHYSICIAN OR SUPPLIER INFORMATION

below
SIGNED, DATE SIGNED
14. DATE OF CURRENT. ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN GURRENT OGGUPATION
MM | DD oYY INJURY (Accident) OR GIVE FIRSTDATE MM | DD | YY MM DD oYY MM DD Yy
! } PREGNANCY(LMP) ! } FROM ! ! TO ! |
17. NAME OF REFERRING PROVIDER OR OTHER SOURGE 17a 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
e e B | | |
17b.| NPI FROM ! ! TO ! !
19. RESERVED FOR LOCAL USE Specimen sent to an una ted lab. L4: condoms @ 20. OUTSIDE LAB? $ CHARGES
$ .28 X 20 = $5.60; 2 foam @ $ .20 X 40 oz. = $8.00 + CDF $1.36 = $14.96 X|ves NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 o ltem 24E by Line) 22. MEDICAID RESUBMISSION
GODE ORIGINAL REF. NO
po8101 s
23. PRIOR AUTHORIZATION NUMBER
2| 78841 el
24 A DATE(S) OF SERVIGE B G. | D. PROGEDURES, SERVICES, OR SUPPLIES E F G H | J
From To PLACE CF (Explain Unusual Gircumstances) DIAGNOSIS o = RENDERING
MM DD YY MM DD YY [SERWICE| EMG | GPT/HCPCS MODIFIER POINTER $ CHARGES UNITS | Plan' | QUAL PROVIDER ID_#
! ! ! ! | ! ! ! [
080107 | | 11 99204 [ | 8000 | 1 NPl
| ! | | | | | | i B
08 0107 ! ! 11 25220 [ 1 1000 1 NPI
! ! I ! | ! ! 1 [
08 {01 |07 | | 11 81002 | 7Zs| | 1 800, 1 NPl
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A vasectomy performed by a Medi-Cal provider who is not enrolled in Family PACT (client was referred by a Family PACT provider)
In this example, a client is referred by a Family PACT provider to a non-Family PACT Medi-Cal provider for a vasectomy.  The vasectomy is performed in the doctor’s office.  In addition to the vasectomy, the surgeon bills for supplies required for the procedure.

Referring Provider
The referring Family PACT physician provides the surgeon with the information required to complete the form, such as the client’s Health Access Program (HAP) ID number, the referring provider’s NPI, the Family PACT primary diagnosis S-code, and a copy of the Consent Form (PM 330).  Enter the referring provider’s name in the Name of Referring Provider or Other Source field (Box 17) and the NPI in the NPI field (Box 17B). 
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d. INSURANGE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOGAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? b
YES NO if yes, return to and complete item 9 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 or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below
SIGNED DATE SIGNED Y
14. DATE OF CURRENT. ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCGUPATION A
MM | DD oYY INJURY (Accident) OR GIVE FIRSTDATE MM | DD | YY MM DD oYY MM DD Yy
! } PREGNANCY(LMP) ! } FROM ! ! TO ! |
17. NAME OF REFERRING PROVIDER OR OTHER SOURGE 17a 18 HOSPITALIZATION DATES FELATED TO OURFENT SERVIES,
Fot— Tt AasiEASean | ! | |
DR. BOB SMITH 170. (NP1 1234567890 FROM ! ! TO ! !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
YES NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 o ltem 24E by Line) 22. MEDICAID RESUBMISSION
GODE ORIGINAL REF. NO.
1 1.S802 s
23. PRIOR AUTHORIZATION NUMBER
2L . 4L .
24 A DATE(S) OF SERVIGE B G. | D. PROGEDURES, SERVICES, OR SUPPLIES E F G H | J =
From To PLACE CF (Explain Unusual Gircumstances) DIAGNOSIS o = RENDERING =}
MM DD YY MM DD YY [SERWICE| EMG | GPT/HCPCS MODIFIER POINTER $ CHARGES UNITS | Plan' | QUAL PROVIDER ID_# =
I ! ! ! ! ! ! E
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080107 | | 11 55250 |AG| ! | 35000 | 1 NPI o
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$ | $ I $
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A colposcopy and vaginal discharge diagnostic test (two claim forms required) 

In this example, a client, who is using Depot Medroxyprogesterone Acetate (DMPA) for contraception has an office visit for a colposcopy with biopsy and endocervical curettage.  In addition, she complains of a vaginal discharge.  A pH is performed and the client is given a prescription to take to the pharmacy.

Two claim forms are required for the same date of service, because there are different secondary diagnosis codes for each set of claims.  Do not use field 21.3 or 21.4 in the Diagnosis or Nature of Illness or Injury field (Box 21).  Refer to the following page for the second claim form.
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d. INSURANGE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOGAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? b
YES NO if yes, return to and complete item 9 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 or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either 1o myself or o the party who accepts assignment services described below.
below
SIGNED DATE SIGNED Y
14. DATE OF CURRENT. ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCGUPATION A
MM | DD oYY INJURY (Accident) OR GIVE FIRSTDATE MM | DD | YY MM DD oYY MM DD Yy
! ! PREGNANCY(LMP) ! | FROM ! ! To ! |
17. NAME OF REFERRING PROVIDER OR OTHER SOURGE 17a 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
e MDD MM DD | YY
17b. | NPI FROM ! ! TO ! !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
YES NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1. 2, 3 or 4 to liem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
;15202 3
23. PRIOR AUTHORIZATION NUMBER
» | 79504 4
24 A DATE(S) OF SERVIGE B C. [ D. PROGEDURES, SERVICES, OR SUPPLIES E F G H | J =
From To PLACE CF (Explain Unusual Gircumstances) DIAGNOSIS o = RENDERING =}
MM DD YY MM DD YY [SERVICE| EMG | CPT/HGPCS MODIFIER POINTER $ CHARGES UNITS | Plan' | QUAL PROVIDER ID_# =
! ! ! ! ! ! | E
" L ______
080107 | | 11 57454 |AG| | | 125/00 | 1 NPI o
2 =
| ! | | | | | | e e
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T
! | ! | | | | i i
6 | | L Ll ‘ ! >
| |
25, FEDERAL TAX1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO 27 AGCEPTASSIGIMENT? |28 TOTAL CHARGE 29, AMOUNT PAID 30. BALANGE DUE
| | |
$ | $ I $
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A colposcopy and vaginal discharge diagnostic test (second claim form) (continued)
Modifier 25 is used to identify a separately identifiable Evaluation and Management (E&M) visit above and beyond the other service provided (refer to the first claim form on a preceding page).
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d. INSURANGE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOGAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? b
YES NO if yes, return to and complete item 9 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 or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below
SIGNED DATE SIGNED Y
14. DATE OF CURRENT. ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCGUPATION A
MM | DD oYY INJURY (Accident) OR GIVE FIRSTDATE MM | DD | YY MM DD oYY MM DD Yy
! } PREGNANCY(LMP) ! } FROM ! ! TO ! |
17. NAME OF REFERRING PROVIDER OR OTHER SOURGE 17a 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
e MDD MM DD | YY
17b. | NPI FROM ! ! TO ! !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
YES NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 o ltem 24E by Line) 22. MEDICAID RESUBMISSION
GODE ORIGINAL REF. NO.
5 1S202 3
23. PRIOR AUTHORIZATION NUMBER
2113102 el
24 A DATE(S) OF SERVIGE B C. [ D. PROGEDURES, SERVICES, OR SUPPLIES E F G H | J =
From To PLACE CF (Explain Unusual Gircumstances) DIAGNOSIS o = RENDERING =}
MM DD YY MM DD YY [SERVICE| EMG | CPT/HGPCS MODIFIER POINTER $ CHARGES UNITS | Plan' | QUAL PROVIDER ID_# =
! ! ! ! ! ! ! E
" L ______
080107 | | 11 99212 |25 | | | 2800 1 NPI o
2 =
| ! | | | | | | i B
08 0107 ! ! 11 83986 |ZS | | | 8100 1 NPI ]
3 g
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0
| | | | | | | R B o
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T
! | ! | | | | e et
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| |
25, FEDERAL TAX1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO 27 AGCEPTASSIGIMENT? |28 TOTAL CHARGE 29. AMOUNT PAID 30. BALANGE DUE
| | |
$ | $ I $
YES NO 36,00 ! !
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In-house laboratory work and Education and Counseling office visit

In this example, the client has a pregnancy evaluation.  Her last menstrual period (LMP) was 6 weeks ago.  She is not using any method of contraception and is open to becoming pregnant.  The pregnancy test is positive and the face-to-face time with the counselor is 15 minutes.
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d. INSURANGE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOGAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? b
YES NO if yes, return to and complete item 9 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 or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either 1o myself or o the party who accepts assignment services described below.
below
SIGNED DATE SIGNED Y
14. DATE OF CURRENT. ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCGUPATION A
MM | DD oYY INJURY (Accident) OR GIVE FIRSTDATE MM | DD | YY MM DD oYY MM DD Yy
! } PREGNANCY(LMP) ! } FROM ! ! TO ! |
17. NAME OF REFERRING PROVIDER OR OTHER SOURGE 17a 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
e MDD MM DD | YY
17b. | NPI FROM ! ! TO ! !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
YES NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 8 or 4 to ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
118601 s
23. PRIOR AUTHORIZATION NUMBER
2L . 4L .
24 A DATE(S) OF SERVIGE B C. [ D. PROGEDURES, SERVICES, OR SUPPLIES E F G H | J =
From To PLACE CF (Explain Unusual Gircumstances) DIAGNOSIS o = RENDERING =}
MM DD YY MM DD YY [SERVICE| EMG | CPT/HGPCS MODIFIER POINTER $ CHARGES UNITS | Plan' | QUAL PROVIDER ID_# =
! ! ! ! ! ! ! E
" L ______
080107 | | 11 29752 [ | 2000 1 NPI o
2 =
| ! | | | | | | e e
08 0107 ! ! 11 81025 |TC | | | 434| 1 NPI ]
3 g
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| | | | | | | | o
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0
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5 | | | | | | | =
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| |
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO 27 AGCEPTASSIGIMENT? |28 TOTAL CHARGE 29. AMOUNT PAID 30. BALANGE DUE
| | |
$ | $ I $
VES NO 2434 ! |
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Bilateral tubal ligation performed by a Medi-Cal provider who is not enrolled in Family PACT (client was referred by a Family PACT provider)
In this example, a non-Family PACT provider performs a tubal ligation.  The client was referred by a Family PACT provider.  This example shows how the surgeon bills for the procedure.  

Referring Provider
The referring Family PACT physician provides the surgeon with the information required to complete the form, such as the client’s HAP ID number, the referring provider’s NPI, the Family PACT primary diagnosis S-code, and a copy of the sterilization Consent Form (PM 330).  Enter the referring provider’s name in the Name of Referring Provider or Other Source field (Box 17) and the NPI in the NPI field (Box 17B).   
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17. NAME OF REFERRING PROVIDER OR OTHER SOURGE 17a 18 HOSPITALIZATION DATES FELATED TO OURFENT SERVIES,
P T T A A EASGAA T | | | |
DR. BOB SMITH 17| NP | 1234567890 FROM | ; TO } ;
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
YES NO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1. 2, 3 or 4 to liem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
118702 sl
23. PRIOR AUTHORIZATION NUMBER
2 PR 4 [—
24 A DATE(S) OF SERVIGE B C. [ D. PROCEDURES, SERVICES, OR SUPPLIES E F G H | J =
From To PLACE CF (Explain Unusual Gircumstances) DIAGNOSIS o = RENDERING =}
MM DD YY MM DD YY |SERVICE| EMG | CPT/HCPGS MODIFIER POINTER $ CHARGES UNITS | Plan' | QUAL PROVIDER ID_# =
! ! ! ! | ! ! ! [ E
08 {0107 | | 22 58671 | AG| | | 44592 | 1 NPI S
2 | | | | | | S
I i I
['4
- - Ll : v &
3 T
! ! I ! | ! ! 1 [
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L L L : e 5
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5 | | | | | | | | e ittt =
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|
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO 27 ACCEPT ASSIGNMENT? |28 TOTAL CHARGE 29. AMOUNT PAID 30. BALANGE DUE
iFor gowt. claims, see backl | | |
YES NO $ 445}92 $ ! $ !
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FAGILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # (91 6) 555.5555
INCLUDING DEGREES OR GREDENTIALS
(I certy that the statements on e reverso CENTRAL HOSPITAL JANE DOE
apply to this bil and are made a part thereot.) 1027 MAIN STREET 1027 MAIN STREET
D ANYTOWN, CA 95823 ANYTOWN, CA 95823
SIGNED 5“ 7€ pate06/30/07 > 2345678901 0123456789
NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)
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