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HEALTH INSURANCE CLAIM FORM

Bl ue Cross Blue Shield

APFPROVED BY MNATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0242

|_|_|_| FICA

FICA |_|_|—

MEDICARE MEDICAID TRICARE

CHAMPYA

FECA
HEALTH PLAMN BLE LUNG

OTHER

1a INSURED'S I.D. NUMBER (For Prograrm in Itern 1)

DrMedrcare#‘} |:| (Medicaidd) I:'I (ID#DCD#) D {hember ID4) |:| {ID#) D {1D#) mo# | BCB748924816
2. PATIENT'S NAME (Last Name, Airst Name, Midde nital) 3. PATIENT'S BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Inifial)
Vega, Har per 6’"‘{ i 6)5 |19Y§o MI: F|_ | Vega, Harper
5 PATIENT'S ADDRESS (No., Sreet) 5 PATIENT RECATIGNGHIF 7O NEURED 7. NSURED'S ADDRESS (Mo, Steet)
SEITD Sp:usel:ﬂ oni] ] OtherD
cITY STATE |8. RESERVED FOR NUCC USE oY STATE
ZIF CODE TELEPHCNE (Indlude Area Code) ZIF CODE TELEPHCNE (Indude Area Code)

()

C )

9. OTHER INSURED'S NAME (Last Marne, First Marme, Micdle Initial)

100 1S PATIENT'S CONDITION RELATED TCx

a. OTHER INSURED'S POLICY OR GROUP NUNMBER

a. EMPLOYMENT? (Current or Previous)

EIYES NO

b. RESERYED FOR NUCT USE

b AUTC ACCIDENT?

|:| YES

c. RESERYED FOR NUCT USE

NO
c. OTHER ACCIDENT?

EIYES MO

PLACE (State)

11, INSURED'S POLICY GRCUP OR FECA NUMBER

a. INSURED'S DATE CF BIRTH SEX
Ml id

oo

] M il

b. OTHER CLAIM ID (Designated by NUCC)
|

c. INSURANCE PLAN NAME CR PROGR AM MNAME

Bl ue Cross Blue Shield Plan

d. INSURANCE PLAMN NAME OR PROGRAM MNAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANMCTHER HEALTH BEMEFIT PLAN?

uYES E MO

ffyes, complete itemns 9, 9a, and 9d.

PATIENT AND INSURED INFORMATION 4}‘}4— CARRIER —»-

READ BACK OF FORM BEFORE COMPLETNG & SIGNING THIS FORM.
12, PATIENT'S OR AUTHCRIZED FERSCN'S SIGNATURE |authorize the release of any medical or other information necessary
0 process this claim. | also recuest payment of government kenefits either o myself o o the party whoaccepts assignment

13, INSURED'S COR AUTHORIZED PERSON'S SIGNATURE | authaorize
payment of medical benefits 1o the undersigned physician or supglier for
services described below.

telow.
SIGNED DATE SIGNED Y
14, DATE oF CUHHENT ILLNESS, INJUF!Y or PREGNANCY (LMF) |15, CTHER DATE 16, DATES EATIENT UNAEILE JOWORK IN CURRENT OCCUPATICN A
| | MM | DD | YY | MW | DD | Y
} } QUAL. I QUALY | } } FROM | | TO | |
17 NAME OF FEFERRING FROVIDER G GTHER SOURCE 17a. 18. HOSF'ITALIZATION DATES RELATED TO CURRENT SERVICES
| el e ] MDD vy MM, DD, v
| 178 | NPl FROM | | TO | |
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20, CUTSIDE LAB? % CHARGES
D ves [ ]no |
21, DIAGHNCSIS OR NATURE OF ILLMESS CR INJURY Relate A-L toservice line below 24E) 10 Ind } 0 } 22, RESUBMISSICON
145909 It ™ CODE CRIGINAL REF. NO!
A [MEOIVT E Gai o | |
o . . " 23, PRICR AUTHCRIZATION NUMEER
[ J | K. | bl
24. A DATE(S) OF SERVICE E. C. | D. PROCEDURES, SERVICES, CR SUPPLIES E F. G, H ] I i =z
Frarm To FLAGE OF (Explain Unusual Circumstances) DIAGNCSIS P [Fay| D RENDERING o
MM DD ¥Y MM DD Y |SERVIGE| EMG | CPTMHCPCS | MODIFIER POINTER $ CHARGES NS | Fln' | QUAL FROWVIDER ID. # E
| | | | | | | | Pt | s e e E
07 | 26 | 26 | 07 | 26 | 26 | 11 | | 20881 | ! ! | | A | 4800.00| 1 | WPl | 1083119925 &
'S
=
I L] || | R | L | [T o
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a
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o
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I I I I I I I I P === === =1 o
I R ] | ] [ S
: =z
| | | | | | | | T s
i i | i i | | | | i i i | | i | | NPl Q
| | | | | | | L N
T
I I I I I I I I P === == =1
A T N A A A ] N A I a
25, FEDERAL TAX 1.D. NUMEER S5 EIN 2. PATIENT'S ACCOUNT NO. 27. AOCERT ASSIGNMENT? (28 TOTAL CHARGE 28, AMOUNT PAID 30, Rsvdl for NUGCC Use
84-2210094 ’_ e pat - gen- 240 VES MO S 4800.i 00 | & 316.i 80 i
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATICN INFCRMATION 33. BILLING PROVIDER INFO & PH # )
INCLUDING DEGREES OF CREDENTIALS Northstar Family Health - Main Northstar Family Health

(| certify that the staternents on the rewverse
apply to this kil and are mace a part thereof.)

Signature on File

1420 Bi rchwood Ave
Portland, OR 97214

S| GMNED DATE

+ 1982744321 |

2.1982744321 |b-

NUCT Instruction Manual available at: www. nucc.org

PLEASE PRINT OR TYPE

APPROVED OMB-0S58- 1197 FORM 1000 (U212
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