
 
 
DATE:___________________                                                                   
 
NAME: LAST: _______________________________FIRST:________________________ SEX:  M or  F  
 
MAILING ADDRESS:_____________________________________________APT#______ 
 
CITY_______________________________________________STATE_________ ZIP_____________ 
 
PERMANENT ADDRESS:____________________________________________APT#______ 
 
CITY________________________________________________STATE_________ZIP_____________ 
 
SS#_____________-_________-________________ DATE OF BIRTH ______/_______/________ 
 
SINGLE _____           MARRIED_____         DIVORCED_____         WIDOW_____          SEPARATED_____ 
 
PHONE: HOME:_____________________________ WORK: __________________________________  
 
CELL:______________________________   EMAIL:__________________________________________ 
 
EMERGENCY PHONE: ____________________________ CONTACT:_________________________ 
 
LANGUAGE:_____________________RACE:___________________ETHNICITY:_________________ 
 

              SMOKING STATUS:  CURRENT DAILY____ CURRENT OCCASIONAL____FORMER_____NEVER_____                                                                                 
                 
              PHARMACY NAME:___________________________PHARMACY PHONE #_____________________ 
               
              PHARMACY ADDRESS:_______________________________________________________________  

 
OCCUPATION:_________________________________________________________________________ 
 
NAME OF EMPLOYER:       ______________________________________________________________ 
 
ADDRESS OF EMPLOYER:  _____________________________________________________________ 
 
WHO REFERRED YOU TO THIS OFFICE?_________________________________________________ 
 

**************************************************************** 
____NO INSURANCE 
 
PRIMARY INSURANCE: COMPANY____________________________________________ 
 
INSURANCE ID # ________________________GROUP #_____________  CAT #_________ 
 
PHONE#__________________________DEDUCTABLE_____________CO-PAY__________ 
 
INSURED PARTY____________________________  RELATIONSHIP__________________ 
 
---------------------------------------------------------------------------------------------------------------------- 
SECONDARY INSURANCE: COMPANY___________________________________________ 
 
INSURANCE ID # ________________________GROUP #_____________  CAT #_________ 
 
PHONE#__________________________DEDUCTABLE_______________CO-PAY_______ 
 
INSURED PARTY___________________________  RELATIONSHIP____________________ 



1a. INSURED’S I.D. NUMBER                (For Program in Item 1)

4. INSURED’S NAME (Last Name, First Name, Middle Initial)

7. INSURED’S ADDRESS (No., Street)

CITY STATE

ZIP CODE       TELEPHONE (Include Area Code)

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. INSURED’S DATE OF BIRTH

b. EMPLOYER’S NAME OR SCHOOL NAME

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE I authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

SEX

 F

OTHER1.    MEDICARE           MEDICAID             TRICARE                      CHAMPVA

12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE  I authorize the release of any medical or other information necessary
to process this claim. I also request payment of government benefits either to myself or to the party who accepts assignment
below.

SIGNED     DATE

ILLNESS (First symptom) OR
INJURY (Accident) OR
PREGNANCY(LMP)

MM        DD           YY
15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.

GIVE FIRST DATE MM        DD           YY
14. DATE OF CURRENT:

19. RESERVED FOR LOCAL USE

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 to Item 24E by Line)

From
MM        DD         YY

To
MM      DD         YY

1

2

3

4

5

6
25. FEDERAL TAX I.D. NUMBER  SSN  EIN         26. PATIENT’S ACCOUNT NO.       27. ACCEPT ASSIGNMENT?

(For govt. claims, see back)

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

SIGNED DATE

SIGNED

MM       DD          YY

FROM TO

FROM TO

MM        DD            YY MM        DD            YY

MM        DD            YY MM        DD            YY

CODE       ORIGINAL REF. NO.

$ CHARGES

28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

$                                              $ $

PICA PICA

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

5. PATIENT’S ADDRESS (No., Street)

CITY STATE

ZIP CODE              TELEPHONE (Include Area Code)

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

a. OTHER INSURED’S POLICY OR GROUP NUMBER

b. OTHER INSURED’S DATE OF BIRTH

c. EMPLOYER’S NAME OR SCHOOL NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

YES              NO

 (      )

If yes, return to and complete item 9 a-d.

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

20. OUTSIDE LAB? $ CHARGES

22. MEDICAID RESUBMISSION

23. PRIOR AUTHORIZATION NUMBER

MM        DD           YY

C
A

R
R

IE
R

P
A

TI
E

N
T 

A
N

D
 IN

S
U

R
E

D
 IN

FO
R

M
A

TI
O

N
P

H
Y

S
IC

IA
N

 O
R

 S
U

P
P

LI
E

R
 IN

FO
R

M
A

TI
O

N

M  F

YES               NO

YES              NO

1. 3.

2. 4.
DATE(S) OF SERVICE

PLACE OF
SERVICE

PROCEDURES, SERVICES, OR SUPPLIES
(Explain Unusual Circumstances)

   
CPT/HCPCS                         MODIFIER

DIAGNOSIS
POINTER

 FM

SEX
MM        DD           YY

   YES        NO

   YES        NO

   YES        NO

PLACE (State)

GROUP
HEALTH PLAN

FECA
BLK LUNG

      Single              Married                 Other

3. PATIENT’S BIRTH DATE

6. PATIENT RELATIONSHIP TO INSURED

8. PATIENT STATUS

 10. IS PATIENT’S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

b. AUTO ACCIDENT?

c. OTHER ACCIDENT?

10d. RESERVED FOR LOCAL USE

Employed                                Student              Student

Self          Spouse         Child             Other

 (Medicare #)         (Medicaid  #)          (Sponsor’s SSN)            (Member ID#)          (SSN or ID)                (SSN)                (ID)

(       )

M

SEX

DAYS
OR

UNITS

F. H. I. J.24. A. B. C. D. E.

PROVIDER ID. #

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 

EMG
RENDERING

32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH #

NUCC Instruction Manual available at: www.nucc.org

c. INSURANCE PLAN NAME OR PROGRAM NAME

Full-Time           Part-Time

17b.   NPI   

a. b. a. b.

NPI

NPI

NPI

NPI

NPI

NPI

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

G.
EPSDT
Family
Plan

ID.
QUAL.

NPI NPI

CHAMPUS

 (      )

APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)



NOTICE OF PRIVACY PRACTICES 
The Office of Dr. Jay Dennett 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU 
MAY BE USED OR DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 
INFORMATION. PLEASE REVIEW IT CAREFULLY.  
 

About This Notice 
We are required by law to maintain the privacy of Protected 
Health Information and to give you this Notice explaining our 
privacy practices with regard to that information. You have 
certain rights – and we have certain legal obligations – 
regarding the privacy of your Protected Health Information, 
and this Notice also explains your rights and our obligations. 
We are required to abide by the terms of the current version of 
this Notice. You can always request a written copy of our most 
current privacy notice from the Practice’s Privacy Officer.  
 
What is Protected Health Information?  
“Protected Health Information” is information that individually 
identifies you and that we create or get from you or from 
another health care provider, health plan, your employer, or a 
health care clearinghouse and that relates to (1) your past, 
present, or future physical or mental health or conditions, (2) 
the provision of health care to you, or (3) the past, present, or 
future payment for your health care.  
 
How We May Use and Disclose Your Protected 
Health Information  
We may use and disclose your Protected Health Information in 
the following circumstances:  

• For Treatment. We may use or disclose your 
Protected Health Information to give you medical 
treatment or services and to manage and coordinate 
your medical care. For example, your Protected 
Health Information may be provided to a physician or 
other health care provider (e.g., a specialist or 
laboratory) to whom you have been referred to ensure 
that the physician or other health care provider has the 
necessary information to diagnose or treat you or 
provide you with a service.  
!
!

• For Payment. We may use and disclose your 
Protected Health Information so that we can bill for 
the treatment and services you receive from us and 
can collect payment from you, a health plan, or a 
third party. This use and disclosure may include 
certain activities that your health insurance plan 
may undertake before it approves or pays for the 
health care services we recommend for you, such as 
making a determination of eligibility or coverage 
for insurance benefits, reviewing services provided 
to you for medical necessity, and undertaking 
utilization review activities.  For example, we may 
need to give your health plan information about 
your treatment in order for your health plan to agree 
to pay for that treatment.   

• For Health Care Operations. We may use and 
disclose Protected Health Information for our health 
care operations. For example, we may use your 
Protected Health Information to internally review 
the quality of the treatment and services you receive 
and to evaluate the performance of our team 
members in caring for you. We also may disclose 
information to physicians, nurses, medical 
technicians, medical students, and other authorized 
personnel for educational and learning purposes.  

• Appointment Reminders/Treatment 
Alternatives/Health-Related Benefits and 
Services. We may use and disclose Protected 
Health Information to contact you to remind you 
that you have an appointment for medical care, or to 
contact you to tell you about possible treatment 
options or alternatives or health related benefits and 
services that may be of interest to you.  

• Minors. We may disclose the Protected Health 
Information of minor children to their parents or 
guardians unless such disclosure is otherwise 
prohibited by law.  

 

ACKNOWLEDGMENT 

 I, ______________________, acknowledge that I have been provided with a copy of The Office 
of Dr. Jay Dennett’s privacy notice. 

Date:_______________________, 20__  _________________________________ 

[Note: The privacy regulations require health care providers with direct treatment relationships to make a good faith effort to 
obtain an individual’s written acknowledgment of his/her receipt of the Practice’s privacy notice at the time of the first service 
delivery (except in emergencies).  This acknowledgment is included for the Practice’s use for this purpose.] 
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