Ei2E

=
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE {NUCC) 0212

PPPI™™* 26  CHARITY

| CHARITY/INDIGENT CARE-INOVA

EXEC ASSISTANT-AVP
2980 TELESTAR COURT~3RD FLOO
FALLS CHURCH VA 22042-1207

PATIENT FIN

1

L

1. MEDICARE MEDICAID TRICARE
(Medicare #) D (Medicaid # |:| {ID#/DoDY)

CHAMPYA

GROUP

EALTH FLAN

D (Member iDF) [:| Ho#;

OTHER

BLK
[0

.afm A 010441048

URED'S 1.0. NUME! (For Program in ltem 1)

22150 (7033372-5348

2. PATIENT'S NAME {Lasl Name, FIrst Nama, Middio (nitial 3. PATIENTS BIRTH DATE SEX QWO' First Name, Midde Initial
1
VASQUEZ CHANEZ CARLA A 09118119871 X YSAME
5. PATIENT'S ADDRESS (Mo., Strest) 6. PATIENT RELATIONSHIF TO INSURED 7. INSURED'S ADBRESS (MNo., Straat}
7209 BONA VISTA COURT sell[X ] spouse[ | cmia[ ] omer| | |SAME
CImyY STATE | 8. RESERVED FOH NUCC USE CITY STATE
SPRINGFIELD VA |
ZiP CODE TELEPHONE {Include Area Ceods) ZIP CODE TELEPHONE (Include Area Code)

( )

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

a. OTHER INSURED'S POLICY OR GROUP NUMBER

SECOND FOLD —— |

b. RESERVED FOR NUCC USE

c. RESERVED FOR NUCC USE

10, 1S PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? {Currenl or Previcus)

[ 1]ves
b. AUTO ACCIDENT?

E] YES

X]wo

PLACE (State)

Klwo ||

¢. OTHER ACCIDENT?

D YES

X]wo

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH

09™ 1% 11981

SEX

" FIX]

b. OTHER CLAIM {P {Designated by NUCC)

L
. INSURANCE PLAN NAME OR PROGRAM NAME

CHARITY/INDIGENT CARE-INOVA

d. INSURANCE PLAN MAME OF PROGHAM NAME

10d. CLAIM CODES {Designated by NUGG)
|

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIIS FORM.
12. PATIENT'S OR AUTRORIZED PERSON'S SIGNATURE | aulhorize Lhe releass of any medical or other information necessary
to Prooess this clalm. | also request payment of govemment banefils either to myself or to the party who accepts assignment

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

D YES NG if yes, complets items 9, 9a and 8d.

13. INSURED'S OR AUTHCRIZED PERSON'S SIGNATURE 1 aulhonza
paymant of medical banglits lo the undersigned physician or supplier for
sarvices dascribed below,

PHYSICIAN OR SUPPLIEH INFORMATION

apply to this bill and arg made a part thereof}
MAHMOOD ABEDI, M.D,.
12-12-2017
DATE

SIGNED

B
5| sonep SIGNATURE ON FILE oarel 12-=07-2017 soneo_ SIGNATURE ON FILE
e DATE OF GURRERT ILLNESS, INJURY. o1 PREGNANCY (LMP) |15, OTHER DATE oo » 16, DATES PATIENT UNABLE TG WORK IN CURRENT OCCUPATION
51 D'? 20 7 auai431 QUAL 1 ! P FROM ) : T ] o i
§ 17. NAME QF REFERRING PROVIDER OR QTHER SCQURCE 17a. . 18, HOSPIT&LIZATI%N D.ﬂiTES RELATED TO CUEE‘ENT SD%R\HCES
g DNIJILL B WATRAS, M.D. e jvmi| 1023224284 rmow 10 B 2017 10 1 )
§ 19. ADDITIONAL CLAIM INFORMATION (Designated &y NUCC) 20, QUTSIDE LAB? & CHARGES
% []ves [x]no |
'é 21. DIAGNOEIS OH NATURE OF ILLNESS OR INJURY, Refats A-L to service ling below (24|E) ICD Ind : 0 1| 22. RESUBMISSION
E ! i | COpE ORIGINAL REF, NO,

A K85 90 5 (K80 50_ clK83 1 | ol
l El E 6.} H. 23. FRIOR AUTHORIZATION NUMBER
X . 2 i L

2I4‘ A DATE(S) OF SERVICE . 8. C. D. PKROCE!JUFIES‘ SERVICES, OR SUPPUES E. F. G. H I J

From To PLACE OF {Explain Unusual Circumstances) DIAGNOSIS vavs  [epsor| ID. RENDERING

MM DD YY MM DD Yy |SEAVICE| EMG | CPTMCPCS | ! MODIFIER POINTER $ CHARGES uis || ouAL. PROVIDER ID. 4
1 12107201712:0727 21| ] 99222 |25¢ : i [ABC | 250 00| 1 | [& | 1649255233
2 12107201712:0727 21| {43264 | i i ¢ |ABC | 94000| 1 | [w| 1649255233
3 12107201712:0737 |21] | 43262 | % | ! |ABC | 600 00| 1 | [w| 1649755733
41207201712107%7 (21| | 74360 | 26} | ! |ABC | 180 100| 1 | [ 1649755233
5 1 1 1 1 I 1 1 1 F——l——— e ————————

I NS N N N [ S I r | | [
6 t 1 1 1 ' 1 1 1 1 L ]
S I S ! L || |
25. FEDERAL TAX 1.0. NUMBER 58N EIN 26. PATIENT'S ACCOUNT NO. 27, #EPQ%&T&E&I%E@M&E}‘? 28, TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC use
54-0892627 mls 232546 | |]ves [ w0 |s 1970 DO | ! |
31. SIGNATURE OF PHYSICIAN OR SURPLIER 32, SERVICE FACILITY LOCATIOPI INFORMATION 33, BILLING PROVIDER INFO & PH, # 1& ; a
{F conily Bk e statements ol soupros. INOVA FAIRFAX HOSPITAL GASTROENTEROLOGY ASSCCIATES OF

3300 GALLOWS
FALLS CHURCH

A7 Sy

ROAD
VA 22042-330(

3700 JOSEPH SIEWICK #308 SUITE 308
FAIRFAX VA 22033-173%

C o0 A9 o0

i | Fil
PR EETTaY !J.':llb_.

NUCC Instruction Manual avaitable at: www.nuce.org
WCOMS-1500CS-12
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PLEASE PRINT OR TYPE

PATIENT AND INSURED INFORMATION — €< —CARRIER—>

i ———
APPROVED OMB 0838-1197 FCRM 1500 (D2-12)



