Provider's NPl number should be entered in box 33a and the facility's NPl number should be entered in block 32a.
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BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY
APPLICABLE PROGRAMS.

NOTICE: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or migleading information may
be guilty of a criminal act punishable under law and may be subject to civil penalties.

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND CHAMPUS PAYMENTS: A patient’s signature requests that payment be made and authorizes release of any information necessary to process
the claim and certifies that the information provided in Blocks 1 through 12 is true, accurate and complete. In the case of a Medicare claim, the patient's signature
authorizes any entity to releaze to Medicare medical and nonmedical information, including employment status, and whether the person has employver group health
insurance, liability, no-fault, worker's compensation or otherinsurance which is responsible to pay for the services forwhich the Medicare claim is made. See 42
CFR 411.24(a). If item 2 iz completed, the patient’s signature authornzes release of the information to the health plan or agency shown. In Medicare assigned or
CHAMPUS panicipation cases, the physician agrees to accept the charge determination of the Medicare carrer orGHAMPUS fizcal intermediary as the full charge,
and the pafient is responsible only for the deductible, coinsurance and noncovered services. Coinsurance and the deductible are d upon the charge
determination of the Medicare carrer or CHAMPUS fiscal intermediary if this is less than the charge submitted. CHAMPUS iz not ah
makes payment for health benefits provided through certain affiliations with the Uniformed Senvices. Information on the patient’s spon eprovidedin those
items captioned in “Insured”, ie. items 1a, 4, 6,7, 9, and 11.

BLACK LUNG AND FECA CLAIMS
The provider agrees to accept the amount paid by the Govemment as payment in full. See Black Lung and FECA instruct]
diagnosis coding systems.

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, CHAMPUS, FECA AND BLA
| certify that the services shown on this formwere medicallyindicated and necessary forthe health of the patientandwere perso
incident to my professional senvice by my employee undermy immediate personal supervision, except as othenvise expressly p
regulations.

For senvices to be considered as “incident™ to a physician’s professional sernvice, 1) they must be rendered under the physician’s im
by hisfheremployee, 2)they mustbe anintegral, although incidental partofa covered physician’s senvice hey mustbe of kinds comm
offices, and 4) the sernvices of nonphysicians must be included on the physician’s bills.

For CHAMPUS claims, | further certify that [ {orany employee) who rendered services am not an acti
of the United States Gowvernment or a contract employee of the United States Govemment, either c
| further certify that the services performed were for a Black Lung-related disorder.

vilianemployee
lack-Lung claims,

Mo Part B Medicare benefits may be paid unless this form is received as required by existiag

NOTICGE: Any onewho misrepresents orfalsifies essential infomation to receive payme upon conviction be subject
to fine and imprizsonment under applicable Federal laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF I
(PRIVACY A

We are authornzed by CMS, CHAMPUS and OWCP to ask yvou forinforma
programs. Authornty to oolleot informmation is in section 205(a), 1862, 1872 ane
44 USC 310141 CFR 101 etseqand 10 USC 1079 and 1086, 5 USC 8101 et

ontasamended 42 CFFE 411 24( Jand 424 S(a)(6), and
etseq; 38 USC 613, E.O. 9397

The information may also be given to other providers of sernvig : ey boards, health plans, and other organizations or Federal
agencies, for the effective administration of Federal provisions | i i primary to Federal program, and as othenvise necessary
to administertheseprograms. Forexample, itmay be necessaryt 5 v ol have used to a hospital ordoctor. Additional disclosures
are made through routine uses forinformation contained in syst

FOR MEDICARE CLAIMS: See the notice modif er Medicare Claims Record,” published in the Federal Reqister, Vol 55
Mo 177, page 37549 Wed. Sept 12, 1990, or

FOR OWCP CLAIMS: Department of Labo of Systems of Records ™ Federal Register Wol 55 No. 40 Wed Feb 28
1990, See ESAL, ESA-6, ESA-12, ESA13 B

=“Aiven to the Dept. of Veterans Affairs, the Dept. of Health and Human Services andfor
e responsibilities under CHAMPUS/CHAM PVA to the Dept. of Justice for representation of
ivate collectionagencies, and consumer reporting agencies in connection with recoupment
e request of the person to whom a record pertains. Appropriate disclosures may be made
siness entities, and individual providers of care, on matters relating to entittement, claims
assurance, peer review, program integnty, third-party liability, coordination of benefits, and civil and

the Dept. of Transportation co
theSecretary of Defenseing
claims; and to Congressia
to other federal, state, 1o
adjudication, fraud, progra
criminal litigation related to

DISCLOSURES: Voluntary; he
below, there are no penalties ur

ation will resultin delay in payment or may resultin denial of claim. With the one exception discussed

rEeilEIng to supply information. However, failure to fumishinformation regarding the medical senvices rendered
claims underthese programs . Failure to fumish any otherinformmation, such as name or claim number, would delay
al information under FECA could be deemed an obstriction.

another pary is responsible for paying foryour treatment. Section 1128E of the Social Security Actand 31 USC 3801-
ymmation.

puteriatching and Frivacy Protection Act of 19887, penmmits the govemment to venify information by way of computer matches.

MEDICAID PAYMENTS (PROVIDER CERTIFICATION)
5 as are necessary to disclose fully the extent of senices provided to individuals underthe State’s Title XX plan and to furnish
ts claimed for providing such senvices as the State Agency or Dept. of Health and Human Sernvices may request.

entinfull, the amount paid by the Medicaid program forthose claims submitted for payment underthatprogram, with the exception
rance, co-payment or similar cost-sharing charge.

N (OR SUPPLIER): | cerify that the services listed above were medically indicated and necessary to the health of this patient and were
e ormy employee under my personal direction.

NOTICGE: Thisis to certify that the foregoing information is true, accurate and complete. | understand that paymentand satisfaction of this claim will be from Federal and State
funds, and that any false claims, statements, or documents, or concealment of a material fact, may be prosecuted under applicable Federal or State laws.

According to the Paperwork Reduction Act of 1995, no persons are raquired to respond to a collection of information unless it dizplays avalid OMB control number. The valid OMB
control number for this information collection is 0838-0999. The time required to completa this inform ation collection is estim ated to average 10 minutes per responsze, including the
time to review instructions, search existing data resources, gather the data needed, and complate and review the information collection. f vou have any comments concarning the
accuracy of the time estim ata(s) or suggestions for improving this form, please write to: GME, Attn: FRA Reports Clearance Cfficar, 7500 Sacurity Boulevard, Baltimore, Maryland
21244-1850. This address iz for comments and/or suggestions only. DO MOT MAIL COMPLETED CLAM FORMS TOTHIS ADDRESS.




