PLEASE
DO NOT Sample Insurance FILE COPY
pianE 123 Main St. i
TR Texas Ciy. TX 77590 involce #1958
PICA HEALTH INSURANCE CLAIM FORM Bl
1. MEDICARE M-EDICAID i CHAMPUS CHAMPVA HEALTH _ B K i OIHER [ 1a. INSURED'S 1.D. NUMER (FOR PROGRAM IN ITEM 1)
(Medicare #) (Medicaid #)I:‘(Sponsors S5N) D(VA File #) [I{SSNWFDJ rsLSJ\lr] 2 D{ID) 999

2. PATIENT'S NAME (Last Name, First Nama, Middle Initial)

Grapitts, Salivo G

3. PATIENT'S BIRTH DATE

o272 ™ wX F

4, INSURED'S NAME (Last Name, First Name, Middle Initialy

Grapitts, Salivo G

5. PATIENT'S ADDRESS (Mo, Street)

6. PATIENT RELATIONSHIP TO%IHED

7. INSURED'S ADDRESS (Mo., Strest)

123 Main St soli[ X]spouso] oo "] omer[ ]| 123 Main St
CITY STATE |8. PATIENT STATUS CITY STATE
Galveston X Sir=9'f*|___| Married D Olher Galveston X
ZIP CODE TELEPHOME {Include Area Code) ZIP CODE TELEPHOMNE {INCLUDE AREA CODE)
77550 (409 9441 0161 Empiojed | |Gulifime [ JparnTime [ ] | 77550 ((409))941-0161

9. OTHER INSURED'S NAME (Last Name, First Name, Middie Initial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES NO

b. OTHER INSURED'S DATE OF BIRTH
MM

oo |, YY MI:‘
i I |

SEX

"]

b, AUTO ACCIDENT? PLACE (State)

YES NO
[ I

¢. EMPLOYER'S NAME OR SCHOOL NAME

. OTHER AGCIDENT?
Ives NO

11. INSURED'S POLICY GROUP OR FECA NUMBER

456 654

a lNSURER“E’I DATE OF BII:!{EH
08/27/74

X ]

b. EMPLOYER'S NAME OR SCHOOL NAME
Galveston ISD

¢. INSUHANCE PLAN MNAME OR PROGRAM NAME
Insurance

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BEMEFIT PLAN?

D YES NO  If yes, return to and complete item 9 ad.

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

13, INSURED"S OR AUTHORIZED PERSCN'S SIGNATURE | authotize
payment of medical benefils to the undersigned physician or supplier for
services described balow.

PATIENT AND INSURED INFORMATION ——— | 4— CARRIER —»

below.
Signature on File 09/30/05 Signature on File
SIGNED SIGNED 54
14, DATE OF CURRENT: ILLNESS {First symptorn) OR 15. IF PATIENT HAS HAD SAME CR SIMILAR ILLNESS, [ 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
M, 80 é\r’ ‘ INJURY {Accident) OR GIVE FIRST DATE [sn] MM, DD, YY MM, DD YY
06/ 1A0 PREGMANCY (LMP) | | FROM | 1 TO | |
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD, XYY MM . DD |, ¥Y
FROM 1 | TO I ]
18, RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

YES NO |

|_300.00 Anxiety disorder NOS

21. DIAGNOSIS OR NATURE OF ILLMNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)

=

22, MEDICAID RESUBMISSION
ORIGIMAL REF. NO.

Al e o
_ 23. PRIOR AUTHORIZATION NUMBER
, |_V61.10 Partner Relational Problem ol .
28 A B C D E F G H 1 J K
DATE(S) OF SERVICE Fi; T PR Al RY| P Y. PSDT
oot - of | W oc&p Jais Unusuel romatensts) piAGHOSIS S CHARGES COk" |Ehmiy | Evia | cos |  RESERVED FOR
MM DD ¥Y MM OD  YY |Service|Sevee | CPTHCPCS | MODIFIE UNITS | Plan
|
09/05/05 | 09/05/05 | 11 90806 | | ‘ $90.00 | 1
|
09/12/05 09/12/05 | 11 90806 | $90.00 | 1

|
|
|
|
|
I
i
[
I
]
1
1
1
I
|
|
!

5} 1 1 L
25. FEDERAL TAX I.D. NUMEBER 55N EIM

9845848 [ ]

26. PATIENT™S ACCOUNT NO.

164978984

27. ACCEPT ASSIGNMENT?
{For govt. claims see back)

[X]ves [ Jno

28, TOTAL CHARGE

2%, AMOUNT PAID 30. BALAMCE DUE

E $180J00 $180.00

@

! 3

31, SIGNATIURE OF PHYSICIAM OB SUPPLIER
INCLUDING DEGREES OR CREDEMNTIALS
(1 certify that the slatements on the reverse
apply 10 this bill and are made a part hareol )

09/30/05

SIGMED DATE

32, NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED {lf ather than home or office)

33 E%LSICI?N 5, SUPPLIEH 5 BILLING MAME, ADDRESS ZIF CODE
Therapeutic Alternatives, Inc.
123 Main Street

Texas City, TX 77550

Plr#

(409) 941-0161

|Gﬂw

PHYSICIAN OR SUPPLIER INFORMATION

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/28)

PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM HCFA-1500 (12-90), FORM RRE-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)



