PAN Foundation
"

Sample EOB:

Patient Name: JOHN DOE

Member ID: 0000000

Relafion: Self
Diag: 7964
APCIDRG:

SERVICE
DATES

01/08/05
01/08/05
01/08/05

(2]

TOTALS

Remarks:

1
1
L1l

Member: John Doe
Group Name: ABC Company

Claim ID: 222222 Recd: 111505

SERVICE
CODE

9921300
8602100
8254100

3]

NURL
SVCs

1
1
1

SUBMITTED
CHARGES

110.00
140.00
110.00

15

360.00

NEGOTIATED OR
ALLOWED AMOUNT

90.00
96.67
90.00

276,67

CoPAY
AMOUNT

2000

2000

NOT

FAYABLE  REMARKS

90.00

90.00

NSURANCE COMPANY
Group Number: 33333333

Product: PPO Medical
Network ID: 00124 D. SMITH

SEE DEDUCTIBLE co PATIENT PAYABLE
NSURANCE RESP AMOUNT
7.00 2700 63.00
9.67 9.67 &r.00

1 90.00
16.67 12667 150.00

ISSUED AMT: $150.00 ‘

1 - We have paid the maximum aflowed by your plan of benefits for this service. The balance is the member's responsibility.

For Questions Regarding This Claim

P.O. Box 2250, ACME, USA 00000-0000

CaLL 1-800-000-0000 FOR ASSISTANCE
Note: All Inquiries should reference the ID number above for prompt response.

Total Patient Responsibility: $126.67

Claim Payment: $150.00

I TOoTAL PAYMENT TO JANE DOE, MD:

$150.00

panfoundation.org

The el gou need
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SAMPLE FORM
HEALTH INSURANCE CLAIM FORM
AFFROVED B NATIORAL UNIFORM CLAIM COMMTTEE (NUCC) 0272
ac PeA[TT]
1. MEMCARE MECHCAD TRICARE B EEEH:I LN mf‘; OTHEA | 1a INEURED'S I.I:!PNR:_Nmi ID# (Far Frogy am s Hem 1)

[ imociesray [ euvoncarces [ moseon Dzmm [T Dru:w

2 PATIENT'S NAME (Last Mama, Firsl Name, Moda hital

Drwr
B P NENTE ATH RATE =
el A T

E. PATIENT RELATIONSHIP TO INSURED

EI!ID sp:unI:l nmslj m-D

5. PATIENT'B ADDRESS (Mo, Sreet)

4. INBUAED'S HAME {Last Nama, First Nama, Mdda kifal)

7. INBUAED'S ADDRESS o, Se)

oy ETATE | B. RESERVED FIOR NUCT USE

AP CODE TELEFHINE Qnduss fraa Codah

( )

Iy BTATE

2P CODE TELEPHONE {indue Area Coda)

( )

& OTHER INSURED'S NAME (Las| Name, Firsl Name, Mdfa nild) 10 18 PATIENT'S CONDITION RELATED TC

a. OTHER INSURED'S POLICY OR GROUP NUWEER a. EMPLOYMENT? (Ounent or Praddous)

ves [ |wno
o RESEAVED FORNUCT USE B AUTO AGCIDENT PLACE Sl
(s [Jwo_

¢ RESERVED FOR NUCCUSE . OTHER ACCIDENT?

D\'EB Dm

11, INSURED'S POUCY GROUP OA FECA NUMBER

a |NEURE|E‘BIDAHEGF al

e [

HTH

BEX
L

. I

b OTHER CLAIM ID (Dusignated by MUCCH

C |INSUR ANCE FLAN NAME OR FROGAAM RAME

o NSLRANCE PLAN NAME OF PROGRAAM NAME 104 CLAIM CODES {Designated by NUCC)

d 18 THERE ANDITHER HEALTH BENERIT FLANT
| lves “Jno  ityes compen pems 5, 98 mnaso.

RAEAD BACK OF FORM BEFORE COMPLETIG & BIGMNMG THIS FORM.
12. PATIENT' S CRl AUTHORZED PERSCHS SGHNATURE | aulhorize b refsase of any medical o ofer infoma$ion neceseay
10 rocess Mk CIEM, | A50 FRcuest fRymant af grvenment EEnalits BMer I Misell O 10 13 PRy WhoBorsps sssgnmant

18, INSURED'S OR AUTHOREED FERSON'S BIONATURE | artwrize
10l madcal BEnaits 1 tha uncsrs: 30 0 SupgiEr i
Do ioes cesnitad tebam, sl Ll

telow,
SIGNED DATE BIGNED =I
14. DATE AENT ILLMEGS, INJJAY, or FREGHANGY (LMP} | 15. OTHER DATE 16, DATES PAT IENT UNAELE TOWOAK IN -
0 !‘3'65:?”!“ W uuﬂ.| i P ! DI}! ¥ ey Wr’%ﬂ l w TSWT%TPT‘W A
7. NAME CF AREFERRING PRCMIDER CR OTHER SOURCE _1?&. L et | 18 HDEHTﬁFATIgH DATEQRELITED TUWWgEH\'ICESW
170 | re1 FRCH ] | TO
15, ADDITION AL CLANM I FORMATION (Designated by MUCT) 20. CUTSIDE LAB? & CHARGES
[(dves [Jmo | |
21 DI AGHCES CF MATURE OF ILLNESS CFINIOAY FEaE AL e os line Leow [@4E) mnmu.i | 23, AEEJEWIEEICN
CooE CRIGINAL REF. HOH
Al [ Gl ol
al o al il Z3. PRICA AJTHOAIZATICN NUNEER
L L | | (L]
E:d-. A DATE(E OF BERWCE - B ]G |D PHECEWHEE\ SEFVICES, OF BUFFLIER E F @ [HA] | ] F4
From To ACEDF [Explain Unusial Crrcumstances) CIAGNOBIS b i o AENDERING
MM DD YY MM DO v [senwee| emo | ceTmioRcs | MOOIFIER PONTER & CHARGES | cuaL PROVIDER 10_& §
T 1@ 0@ @ e §
=
| ! NF
g 0 O T T T O £
o T | & 1 § 1 | . I E
4 4
] 1 1 1 1 ] 1 (SHR- PR R |
B Ak [ T A | Ll [ S
I T T O I O I | S I I 2N g
o O O O O O [ I L [G[ e &
25, FEDERAL TAX |.0. NUMBER == =] 26 PATIENT'E ACCOUNT MO ﬂm SEGHMENTT |28, TOTAL CHARGE 29, MMOUNT PAD 30, Rewd ier MGG Uaa
This field must be completed [_ : I_lYEE =] 3 3

31, SIGNATUARE CF PHYSICIAN DA SUPFLIER
IMCLUDIMNG DEGREES TR CREDENTILALE
(1 ceify thal the statements on heewerss
appy o this B and aremada a pad hereal

32 BERVICE FACILITY LOCATICN INFORMATION

33 BLUNG PROY DER INFO & FH#

’i} I

a

2

Lzcen DATE
NUCE Instruction Manual available at: www. nucc.org

T ——
PLEASE PRINT OR TYPE

PATIENT AND INSURED INFORMATION ——— |4 — CARRIER —)=—
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