MEHEALTH INSURANCE CLAIM FORM

AFPROVED BY HAHONAL UNIFCRM CLAIM COMMITIEE 005

[TTres

PiCA | |

1. WEMHGARE MEDIGAID THANPYA

[ {vecroars [ K] htocicars a)[j ;&;&;%ﬁm memgm‘a%ﬂ%f‘"m%&”ﬂmm

‘a. FIGURED'S 1D, RUMDER
12345678A

{For Progrem In tem 1)

2. PATIENT'S HAME (Las) Hoamo, Fisst Hame, Midda Ink:D) & PmEN'T‘ggEF!TH w‘E 8GN
BPoe John ’ 04 0§ [1858 M F

4. INSURED'S NAME (Lasi Nama, Firel Hamae, Middie Enftial)

6. PATIENT'S ADDRESS {No., Btreet) %, PATEENT RELATIONSHIP ¥O INSURED

47 State Street gei]X | spouss] Jomne] | over_}

7. INSURED'S ADDRESS (N, Btresl)

GITY STATE | 5. PATIENT STATUS
Brewer HE sngo[ ] smiw]_]  ome_]
2if GODE TELEPHOME (Inc'uoda Aras Cods)

044122135 { 207 }556 1234 Srotont £ Bivgomt

Employed [:i Student SBiudani

(=122 4 STAYE

2IP CoBE TELEFPHOHE (Induda Anea Coda)

( )

8. OTHER INSURED'S MAME {Last Mamo, First Nama, Mgde inftiap 10. 1S PATENT S CONMTION RELATED TO;

a. OTHER INSUREH S POLIOY GR GRCUP NIAAER a EMPLOYMENT? {Curtent ar Previcus)

[Jres Ho

b, AUTO ACGIDEMT? PLACE {Stata}
[Fres no | )

o OTHER ACCIDENT?
o

{ves

b. OTRER li)lgURE '8 DATE OF BIATH SEX

i |~

o ENPLOTER'S HAME OR SCHOOL HAME

]

1. INSURED'E POLICY GROUEP OR FECA NUMBER

0. INSUREL’S DATE OF BIRTH BEX
215 Y

MuT " E:I

. EMIPLOVER'S HANE DR SCHOOL NAME

o]

6. INSURAMCE PLAN NAME OR PROGRAM HAME

o INSURANGE PLAN NAME OR PROGRAM NAME 10d. AESEAYED FOR LOCAL USE

d. 18 THERE ANOTHER HEAL TH BENEFIT PLAN?

PATIENT AND INSURED INFORMATION 6 CARRIER — -

25, PATIENTS ACCOUNT NO.
12346 YES No

25, FFDERAL TAX 1.0, HUMBER BESHN E#ff

000111000 B

T

28, TOTAL CHARGE PO, AMOUNT PAID

5 1zaloo | ¢ L

a0, BALAMCE DUE
123]00

81, BIGNATLRE OF PHYSICIAN OR SUPFLIER
INGLUBING DEGREES DR CREDENTIALS
(! cedtify that the stalgments oh the revese
epply to iz bl and are mada a part thereel)

F2. SERVICE FACIUTY LOGATION INFORMATION
EASTERN MAINE MED CT

489 STATE STREET

BANGOR ME 0440166186

43, BILUING PROVDER INFO A FH K ( 207 ) 555-1242
DOCTORS MEDICAL OFFICE

43 MAIN STREET
BREWER ME 044121006

SMITH JOHN 09 30 2044 )
SIGHNEDR DATE ~ i

Tr0000000044-001-:

D YES E Ha I yes, xo'um 1o and complate tem 9 &d.
READ BACK OF FORM OEFORE CDMPLETI NG & BIGHING THIS FOAM., T3, INSUREC'S OR AUTHOAIZED PERSGINS BIGRATURE 1 etiliodre
12, PATIENT'S OA AUTHORIZEC PERSON'S SIGNATURE [authudza hhe raleasa of any medeal or sthey nformation necassary payment ol maodical banelits 1o the Undéssignad physlclan or suppier for
bmgprocass this chalim § adso request paymentof goveimmant benaits #lthar Lo mysalt ¢ Ky s pary who aocepts ass) doscribed halow,
T, -
SIGNED DATE SIGHED T
14. DAYE RR LLNESS fFist il Qi 15, [F PATIENT HAB HAL hEE SMMLARILLNESS, | 0. DATES HABLE, WORK N CUBRENHT CUPATI,
-3l Qﬁ e { A R Rk iRy I R BB LY n&f i | % +
ey wrom | | |
i7 NA“E QF HEEHﬂ]NG PROVIDER OR OTHER 50URCE L X RO Y B " R 12, HDEP‘ITQLFATKON DATESY[}ELATED TO CL'F'i'Rﬁ.ENT SERVICE:
I =2 1 rrom = 10 |
19. RESERVED FOR LOCAL USE 20. ou‘rsmELAm § CHARGES
[lee (o | |
(kY ; f - HIE ;
21, DIAGMNCSIS OR HATURE OF LLNESS QR INJURY (Rofale Items 1, 2,3 ar 4 10 liam 24F hy Lins) —1’ 22 MFDE}‘\ID RESURMISSION ORIGINAL REF. NO.
o 2ed4.08 Al
29, PRICR AUTHORIZATION NURJIBER
et Y707 al
F4 KT DATELS] OF SERVICE B D. PROCEDURES, SERVICES, OA SUPPLIES £ ¥ 4. Bl 3. =
From To (Frpialn Umsial Clicumstances) BAGNOSIS = RENDERING o
b ] oo XY 3«13{ _ bn ¥y semac& ENG CPRTAGICS | MODIFIER POHTEEL ?ROVIDEH ic. g %
TR ] &
I T - L]
ol : | - =
v &
4] e Sl
S B 2
5 - [ CR il
H ; i { E : 1&
6 i Ty e e R L E
[ I T T ! | 52

a. 1234567800 il;

NUCC Instruction Manual avatlable al: wanv.nuce.org PLEASE PRINT OR TYPE

APPROVED OMB-083-08588 FORM CMS-1600 (08105)




Department of Helthand Buman services
Inteprated Access and Support Servives
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DRET, OF HEALTH & HUMAN SERVICES
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396 Qriffin Road
Bangor, ME 04401
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INSTRUCTIONS TO PROVIDER OF MEDICAL SERVICES
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Spend Down
Split Billing Form

Paul R, lePoge, Governor Mary C. Mayhew, Commissioner

Form

Spend Down Split Billing: This calculation sheet needs to be attached with the original Spend Down
Letter, and accompany each claim being submitted. The breakdown of the member responsibility amount
for each claim, needs to equal the total member responsibility on the original Spend Down Letter.

Facility Charges: (UB-04)

Date of Service:

Provider Name: Any Maine Hospital From
Provider NPI: 1100110011 0g / 13 / 11
Member Name: Doe, John To

Member ID: 12345678A 09 / 23 / 11

Billed Amount: $2,501.58
Member Responsibility Amount: 51,279.,29

Professional Charges: (CMS 1500)

Date of Service:

Provider Name: Doctors Medical Office From
Provider NPI: 1234567800 0¢ / 13 / 11
Member Name: Doe, John To

Member ID: 123456784 09 / 13 / 11

Billed Amount: $ 123.00
Member Responsibility Amount: -0-

Professional Charges: (CMS 1500)

Date of Service:

Provider Name: From

Provider NPI: / /
Member Name: To

Member ID: / /

Billed Amount:
Member Responsibility Amount:




