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SECAUSE THIS FORM 1S USED BY VARIOUS GOVERNMEMNT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED Y APPLICABLE PHROGRAMS.

NOTICE: Any person who knowingty files g statement of clalm centaining any misrepresentation or any false. incomplate or misleading information may be guiity of a
arimingt act punishable under iaw and may be subject to civil penzaliies,

REFERS TC GOVERNRMENT PROGRAMS GNLY

MEDICARE AND TRICARE PAYMENTS: A patient’s signature requasts (hat nayment e made anc authorizes ralease of any informatian ¢ SAary 1 procass the claim and cersfies that
he informatian provided in Blacks 1 through 1215 true, accurate and complete. In the case of a Medicare olaim. the patent’s signature auwthonzes any enlity 1« se 10 Medicare medical
and nonmedical nformation and whethar the person has employar group heaith insurance, liabitity, no-fault, workes's compensation or other mstance wiich « rasponzible to pay fol the
services for which the Medicare claim is made. See 12 CEFR 411.24¢a). H tam 9 is completed, tbe patient’s signature authonzes release of the infonmalion o (e haatth plan or agency showin,
In Medicare assigned or TRIGARE participation cases. the physician agrees 10 actep the charge delennination of the Medicars carrier or TRICARE fiscat wnrermertiary as the fult charge and
the patient is respansibte only lor ihe decuctible. soinsurance and on-covered services. Golnsurance and the deduciible are based upen the charge detwmination of the Medicare carrier or
THICARE fizcal intermediary if thiz is tess than the charge submitted. TRICARE fs not 2 health insurance program but makes payment for health penefiis srovided through certain alitiations
with the Uniformed Services. Information on the patient’s sponsor should be provided n those items captioned in “Insured”; Le., ilems 1a. 4. 6. 7. 9, andg 11,

BLACIK LUNG AND FECA CLAIMS
The provider agrees io accept the amaount paid ny the Government as payment in full, See Black tung and FECA instructions regarding requirad procedure and disgnosis coding sysiems,

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, TRICARE, FECA AND BLACK LUNG)

in submiting this claun for payinent from federal inds. | certity that: 1} the mionmation on this form is tue, acourate and complete; 2) | have tamillarized mysell wih all applicable laws,
regulaticns, and program instructions, which are avallable from the Medicare contracior; 31 | have provided or will provide sufficlent information reauired 1o allow lhe QoVEnIMENT 10 make an
inlormed eligibility and payiment decision: 4) this claim. whether submitted by me or on my behaif by my designated billing company. complies with all appiicable Medicare andios Modicaid
laws. regulations, and program inslrustions for payment including but not firmiied to the Federat anii-kickback statule asd Phyaician Self-Reigrral law (commonly known as Stark faw): 3) the
S&VICES Ot this foim ware maedically necessary and personally furnished by me or were furnished incident 1o my professional service by my efmployee under my dirett supervision, sxnept as
ciherwise expressly permitted by Madicare or TRICARE: 6) for sach service rendersd incident 1o my professional sevice. the entity (egal nams and MPL, lcanse #. or S8R of the primary
individual rendering sach service is reporad in the designated sechion For services to be considerad “incident to" & physician's professicnal seonces. 1) they must be rendered under the
physician's direct suparvision by his/her employee, 2) ey must be an integral, aithough incidertal part of a coversd physician service. 3 thay must be of kinds commondy Tumished in
physician's offices, and 4} he senvices of nan-physicians must be ncluded on the physician's bills.

For TRICARE claims. | further certify that 1 {or any employes) wha rendered services am not an active duty rnemner of the Unitormed Services or a avilian employes of the United Siates
Gavernment or a contract employee of the United States Government. skher cwvilian or miltary (refer to 5 USC 5538, For Black-Lung slaims, i lirther cerhiy 1hat he seraces parformed woie
lor a Black Lung-related diserder,

No Part 8 Medicare benelits may be paid unless this forin is receivad as requirad by exsiing law and requiations (42 CFR 424.32).

NOTICE: Any one who misrepresenis or fajsifies essential information to receive paymient from Federal funds reguestad by this form PREY UHON CONVIcHnN D subject 1o fine and impnsonment
under applicable Federal laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEMHCARE, TRICARE, FECA, ANE BLACK LUNG INFORMATION (PRIVACY ACT STATEMENT)
We are authorized by CMS, TRICARE and OWCP ta ask you for information needed in the admiissiration of the Medicare, TRICABE. FECA. and Bank Lung p1ograms, Authority o collact
information is in section 203(a), 1862, 1872 and 1874 oi the Sociat Security Act as amended, 42 CFR 411.240a) and 424.5{2) (8). anc 24 USC 3101:41 CFE {01 «f seq and 10 USC 1078
and 1086: 5 USC 8101 et seq; and 30 USC 801 et sey; 38 USC 813 £.0. 83497,

The information we abtain to complete ciaims under these pragrams is used w identity you and to determine your ehgibiity. s also used 1o deada ¥ the services and suusplies you recered
are covared by these programs and to insure that proper payment 15 made.

The information may also be given 1o cther providers of services, camiers, inlermedianas, medical review boards, haallh plans. and other orgamzations or Federal agencies, tar the effective
adiminustration of Federal provisions thal require other third parhes payers 1o pay primary fo Federal program, and as olherwis: necessary lo adninister lhese programs. For example. it may
be necessary to disciose information ahout the benslits you have used 1o a hospital or doctor. Additional disclosures are made thraugh rontne uses for mlormation centained in systermns of
reeods.

FOR MEDICARE CLAIMS: See lhe notice modilying syslem No., 09-70-0501. titled. "Carriar Medicare Claims Record.' published in the Federal Hegister, Vol 65 No. 177, page 37549
Wed. Sept. 12, 1990. or as updated and republished.

FOR OWCP CLAIMS: Department of Labor, Privacy Act of 1874, "Republication of Notice of Systems of Records.” Faderal Register Vol. £5 No. 40, Wed Teb, 28, 1930, S8 E5A-5, ESA-B,
ESA-12, ESA-13, ESA-30, or as updated and republished.

FOR TRICARE CLAIMS: PRINCIPLE PURPCSE(S): To evaluate eligibiity for medical care provided by civilion sources and to issue paymehl upon establistmant of eligibifity and
determinalion thal the services/supplies received are authorized by law.

ROUTINE USELSY: Information from claims and refatad documenis may be given 1o the Dept. of Veterans Afairs, tha Dept. of Health ang Human Serices andior the Depl. of Transportation
consisient with their statutory administrative responsiilities under TRICARE/CHAMPYA: (o the Dapt. of Justice for representation of the Secretary of Delanse in civil actions: 1o the Interna
Revenue Service. privale collsction agencies. and consumer reposling agencies in connection with recouprnent clams; aril to Cangrassional Otfices in response o inauiries made at the
fedquest of tho person o whom a record pertains, Appropriate disclosures may be made to other federal. state, ocal, foreign govemmeant agencigs. privale busmass enlllies, and individual
providers of care, on mallers relating 1o entitlernent, claims adjudication, fraud, program abuse. utitization review, qually assurance. peer seview. prugram intsgrity, third-party hability,
coerdination of benefils, and civil and criminal ligation rafated o the operation ot TRICARE,

DISCLOSURES: Yoluntary; however, failure to provide information will resuit in delay in payment or may result in denial of claim. With ihe one exception discussed helow, there are na
pendities under these prugrams ior refusmyg 1o supply information. Howiaver. failure to furnish inlormation regarding the medical servicas senderad of the amcunt charged wonlkd prevent
payment of clarms under these programs. Fadure o fumish any other information, such as name or claim aumber, woukd delay payment of The claim. Faluro to provide medical inlornation
under FECA could be cieernad an ubstruction.

itis mandatory that you tell us if you know that anather party 1s responsibie (o paying for your treatment. Section 11288 of the Sooial Securtty Act and 31 USE 38013812 provide penaltios
for withhalding this intormation.

You stiould be aware that P.L. 100-503. the *Computer Malching and Privacy Protection Act of 1988”, permits the government io verify mdormahian by way of compular maiches.

MEDCAID PAYMENTS {PROVIDER CERTIFICATION)
Frereby agres o keep such recards as are necessary to disclose fully the exient of services provided {o individuals under the State’s Title XIX plan and 1o Twhish information regarding any

paymenis claimad for providing such services as the State Agency or Depl. of Héalth and Human Services may request. -

urther agree to accept, as payment in full, the amount paid by the Medicaia prograrm for (hose claims submitted for payment under thal program, with the exnsption of authotized deductible.
comsurancg. co-payment or similar cost-sharing charge.

SIGNATURE OF PHYSICIAN (OR SUPPLIER): I certily that the services listad above were medically indicaled and necessary to tha health of this palient and were personally lurnished by
me or my empioyee under my personal direciion,

MOTICE: This s 1o cariily thal the loregoing information is true, accurale and compiele. | understand that payment and satistaction of this clasm will be from Faderal and State funds, and ihat
any false clyims. statements. or documents, or concealmeni of & matertal fact, may be prosecuted under applicabie Federal or Slate laws.

According 1o the Paperwork Bedushion Act of 1393, no persons are required to vespond to a colfection of information urtess it displays a valid OMB control number. The valld OMB control
number ior this iformation collechen is G238-1197. The time required te eompiete this information collection 18 estimated 1o average 10 minutes per regsponse. including the time to review
instructions, search sxisting data resources. gather the dala nesded, and complate and review the information collestion. 1f you have any comments concerning the accuracy of the tms
astimalels) of suggsstions for improving this form, plaase wrile lo: CM3. 7500 Securily Boulevard, Attin: PRA Reparts Clearance Officer. Mail Siap ©4-28-05. Sallimore, Maryland
21244-1850. Ths address is for comments andfor suggestions only, DO NGT MAIL COMPLETED CLAIM FORMS TO THIS ADDRESS.
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THE CERTIFICATIONS ON THE REVERSE APPLY 1O THIS BILL AND ARE MADE A FART HEREOF




LE-D4 NOTICE: THE SUBMITTER OF TH
OF ESSENTIAL IMFORMAY
CIVH MONETARTY PENALTIES
FIMES ANDAGH Iy

Submission of this claim constitutes ceriification that the
infermation as shown on the face hereol is true, accurate and o
fhat he submitter did not knowingly or recklessly dis
misrepresent or conceal matenal facts. The following certific
verfications apply where pertinent to this Bill:

- third henetits are indicated, he appropriate assignments by
ihe i v and signaiare of the patient or parent or a
legal guardian covering authorizaiion o release information are o file.
Determinations as to ihe rc\lnz.‘, 2 of medical and financial information
should be gu .xrlet, by e patient or the pafierd’s legal represantative.

Billing
npléte,
gard or
WS o

[ patiant occupied a privale room or required private nursing for
medical necessity, any reguired certifications are on file.

3. Physician's certifications and re-certifications, ¥ requoed by contract
or Fedaral regulations 2 o file.

4. For Heligious Non-Medical faciiies, vertications and if neceasary re-
certiications of the patient’s need for services are on filo.

5 Signature of patlent or his representaiive on certifications.
authorization o release information, and paymeni request,
required by Federal Law and Bagulations (42 ’ LSO 19350 42 CFR
A24.36, 10 USG 1071 through 1086, 32 CFR 199) and any other
applicable contract regulations, is on fils.

8. The provider of care submiiter acknowledges that the bill s
conformancs with the Civil Rights Act of 1064 as amended. Records
adeqguately describing services will be maintained and necessary
information will oo fur ad o sUch governmenial agencies as
reguirad by apolicabla law.

is

7o ForMedicars Purposes: I the pati
insurance or a state medical assistance
his/her medical expenses and he/she wants information ahoy
hisfher claim released Yt‘) thern upoh reql necessary authorzat
15 on file. The patient’s signature on the provider's ra;zc:gt.;e_—:s;f o bt
Medicare medical and norernedical  information,  including
amnployment status, and whether the ')uesur has amp oycr grovug
health insurance which is responsible 1o pay for the services tor
which this Medicare olaim is made.

agency w:il p(w pn b
:

8. ror Medicaid purposes: The submitter understands thal hecause
payrnent and satistaction of this clairn will be from Federal and State
funds, any false slatements, doocuments, of concealment of a
malental lact are subject {o prosecution under applicable Federal or
Stare Laws.

9. For TRICARE Pumoses:

{2y The information on the face of this claim is frue, acoumate and
complete {o the best of the submitier's knowledyge and beliel, and
services were medically necessary and appropriade for the health

of the patient;

FORM UNGERSTANDS THAT MISHEPRESENTATION O FALBIFEOAT
t};\i AL REQUESTED BY THIS FORM, MAY SERVE A8 THE BASIS
AND ASS
J?‘@if}f}%\ﬁfﬂji\i? UNDET

EBEMENTS AND MAY UPON CONVEITION INCLUE

1FEDERAL AND/OF STATE LAW{SY

{0}

The patlent has representad that by a reporied residential address
outside a military medical treatmert facility catchiment arez he or
she doef% not live wiii’uf‘w 'me caichiment area of a LS. military
medical eatment faciity, or il the patient resides within a
(;E}tf.,mmam area of such & facility, a copy of N(’!i‘-A\f&iﬂé’ibéfit_\/
Staierment (DD Form 125 E Vs on e, or the physician bz
o & ical ernerger iy (mv instance \vi iere a copy of & Non-
Avaitability Statemeant & not on file;

{c} The patient ar the patient's parent or guardian has responded
directly to the provider's reque to identily ait healih insurance
coverage, and that all such cov i identibed ¢ a0e of
the claim except thal coverage v exciusively suppismental
payinents o TRICARE-determined benefis,

o

o
R

hm amount biited to TRICARE has been bited after all such

overage have baen billed and paid exciuding Medicad, and the
dmoum billed to TRICARE iz thal remaining claimad against
TRICARE henefits;

(&) The beneficiary’s cost <
failure to axercise
and,

share has not been waived by consent or
3 generally acceptad hilling and coliection effors;

{fy Any hospital-based physician under contract, the cost of whose
services are allocated in the charges included in'this Bil, is not an
smployee of member of the Unitormed Sevices. For purposes of
ihis certification, an employee of he Uniformed Services s an
amployes, appoéniod n (;wi% %orvit‘-v (reter 1o B USOC (’.ii:;)}.
includir L employesas, but excludir
CONract s Jrgeun or oths Grvice Contr
membeaer aof the Umtiummd Services does not apply o reseve
rnembers of the Uniformed Servicas not on active duty,

{t) Based on 42 Umited Stades Code 1395co(a {‘i}(g) all providers

participaing in Medicare must atso p: uimpn e in TRICAF

mpdimnl hospital services provided pursuant to admissions
nospitaks occurring on or after January 1, 1987 and

{h} 1 TRICARE benelits are 1o be paid in & parlicipaiing status, the
supmitier of thiz claim agrees to submit this claim to the
appropriate TRICARE claims processor. The provider of care
submitier also agrees 10 accepi the TRICARE determined
reasonabie charge as the tola Umtge ioi the medical services or
supplies listed on the claim form. The provider of care will accept
the THHCARE-delermined reasonable charge even if it is less
thar the billed ili"'tULEf'}i and aiso agrees o accapl e amouni
paid by TRICARE combined with the cost-share amount and
deductible amot.nt. i any. paid by or on behall of the paliant as
fult payment for the listed medical services or supolies. The
provider of care submitter will not attempt to collact from the
patient {or his of har parent or qatmdum} amounts over 'i:ho
TRICARE determined reasonable charge. TRICARE will mak
any beneiits payable directly to the provider of care, lEn_-:
provider of care is a parlicipating provider.

hitpwww nub e org/ FOR MORE INFORMATION ON UB-04 DATA &

ELEMENT AND PRINTING SPECIFICS H(ii\




