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BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY
APPLICABLE PROGRAMS.

NOTICE: Any parson who knowingly files a statement of claim containing any misrepresentation ar any false, incomplate or misleading information may
be guilty of a criminal act punishable under law and may be subject to civil panalties.

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND CHAMPUS PAYMENTS: A patient's signature requasts that payment ba made and authorizes raleass of any information necassary 1o process
the claim and cerifias (hat ihe information providad in Bloecks 1 through 12 is frue, accurate and complate. In the case of a Madicara daim, the patient's signatura
authorizes any anlity o releass (o Medicare madical and nonmeadical information, including employment status, and whether the person has emplayer group health
ingurance, liability, no-fault, worker's compensation or othar insurance which is responsible to pay for the sarvicas for which the Meadicare claim is made. Sae 42
CFR 411.24(a). If iterm 3 is complated, ihe patient’s signature authorizes release of tha information to the health plan or agancy shoawn. In Madicare assigned ar
CHAMPLUS paricipation casas, the physician agreas (o accepl the charge delarmination of the Medicare carrier or CHAMPLS fiscal intermediary as the full charge,
and the patient is rasponsibla only for the deductibla, esinsurance and noncovarad services. Coinsurance and the deductible are based upon the charge
detarmination of tha Medicare carrier or CHAMPUS fiscal infermediary if this is less than the charge submitted. CHAMPUS is not a haalth insurance program but
makas payment for haalth benafits provided through cerain affiliations with the Uniformead Services. Information on the patient’s sponsor should ba providedin those
itame captionad in “Insured”; e, tams 1a, 4,6 7, 8, and 11.

BLACK LUNG AMD FECA CLAIMS
Tha providar agraes to accept the amount paid by the Govemnmant as payment in full. See Black Lung and FECA instruclions regarding raquired procadure and
diagnesis soding systems.

SIGMNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, CHAMPUS, FECA AND BLACK LUMG)
| certify that the services shawn an this form were medically indicated and necassary foriha health of the patient and wara parsonally furnished by ma or wears furnished
incident ta my profassional service by my employes undar my immeadiate personal suparvision, excepl as olherwise axprassly parmitlad by Madicars or CHAMPUS
regulations.

For servicas io be considarad as “incident” io a physician's profassional sarvice, 1) thay must be randered under the physician's immediate personal supervision
by hisfhier amployae, 2) thay must be an integral, alhough incidantal part of a coversd physician’s service, 3) they must be of kinds commenly furnished in physician's
offices, and 4) the sarvicas of nonphysicians must be included on the physician's bills.

For CHAMPUS claims, | furthar cedify that | jor any amployas) who randered sarvicas am not an active duty mamber of the Uniformad Services or a civilianamployea
of the United Statas Govarnmeant or a confract employes of the United States Govarmment, either civilian or military (refer to 5 USC 5536). For Black-Lung claims,
| furthar caify that the sarvices parformead weare for a Black Lung-ralated disordar.

Mo Part B Medicare benafits may be paid unless this form is recaived as raguirad by axisting law and regulations (42 CFR 424.32).

MOTICE: Any ong who misreprasants or falsifias assantial information (o recaive paymaeant from Federal funds requeastad by this form may upon conviction ba subject
la fine and imprisanment under applicabla Federal laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, CHAMPUS, FECA, AND BLACK LUNG INFORMATION
(FRIVACY ACT STATEMENT)
We are authorized by HEEA, CHAMPUS and OWCP o ask you for infarmation needad in tha administration of fhe Medicare, CHAMPUS, FECA, and Black Lung
programs. Authority ta collest information is in saction 205(a), 1862, 1872 and 1874 of the Social Sacurity Adt as amanded, 42 CER 411 24(a) and 424 5(a) (8), and
44 USC 310141 CER 101 at gag and 10 USC 1078 and 1086: 5 USC 8104 &t saq; and 30 USC 901 ef seq; 38 USC 613 E.0. 9397

Thea information we obtain to complate claims under these programs is used (o identify you and (o daterming your aligibility. It is also usad to decida if the services
and supplies you receivad are coverad by thess programs and 1o ingure that propear paymant is made,

Tha infarmation may akeo be given 1o ather providers of services, carriars, intermeadianas, madical review boards, health plans, and other organizations or Federal
agencies, for the affactive administration of Federal pravisions that require ather third parties payers o pay primary (o Federal program, and as ofharwise necessary
lo administer thesa programs. For example, it may ba necassary to disclose infarmation about the banafits you have used to ahospital or doctor. Addiional disclosuras
are mads hrough routing usas for information containgd in systems of reconds.

FOR MEDICARE CLAIMS: Sea the notice madifying system Na. 08-70-0501, titled, “Carrier Medicare Claims Becard” published in the Federal Ragistar, Vol. 55
Mo. 177, page 37548, Wad. Sapl. 12, 1890, or as updated and republished.

FOR OWCP CLAIMS: Department of Labor, Privacy Act of 1874, "Republication of Matice of Systams of Records,” Federal Register Val. 55 Mo, 40, Wed Fab. 28,
1880, Sea ESA-5, ESA-G, ESEA-1Z, ESA-13, ESA-30, or as updated and rapublished.

FOR CHAMPUS CLAIMS: PRINCIPLE PURPOSE(S): Toavaluata eligibility for madical cara pravided by civilian sourcas and loissue paymeant upon aestablishmant
of eligibility and detarmination that tha sermvicesisupplies recsived ara authorized by law.

ROUTINE USE(S): Information from claims and ralated documents may be givan to the Dept. of Vaterans Affairs, tha Dapt. of Haalth and Human Sarvices andior
the Dept. of Transporalion consigtent with their statulory administrative respongibilities under CHAMPUS/ICHAMPYA to the Dept. of Justics for raprasentation of
the Sacratary of Defense in civil actions: to tha Intarnal Revanue Sarvica, privata collection agencies, and consumar reporting agencas in conneciion with recoupmant
claims; and to Congressional Offices in responsa (o inguiries made at the request of tha person to whom a record pertaing, Appropriate disclosures may ba mada
to ather faderal, state, local, forsign government agencies, private business entities, and individual providers of care, an mattars relating to antilemant, claims
adjudication, fraud, program abuse, ulilization review, quality assuranca, pear review, program integrity, third-party liability, coordination of benefits, and civil and
criminal litigation related to the operation of CHAMPUS.

DISCLOSURES: Valuntary, howeaver, failura to provide information will result in delay in paymeant or may result in denial of claim. With the one axception discussad
balow, there are no penaltiss undar thesa pragrams for rafusing to supply infarmation. Howevear, failure (o furnigh information regarding the medical servicas rendarad
or ihe amount charged would pravent payment of claims under thesa programs. Failure to furnigh any athar information, such as namsa or claim numbar, would delay
payment of the claim. Failure to provide madical information under FECA could ba deemead an obstruction.

1t ie rmandatary that you tall us if you know that another party is responsible far paying for your treatment. Saction 11288 of the Sosial Security Act and 31 USC 3801-
3812 provide panalties for withholding this information.

You shauld be aware that P.L. 100-503, the “*Computer Matching and Privacy Pratection Act of 1588°, parmits the government to verify information by way of computar
maiches.

MEDICAID PAYMENTS (PROVIDER CERTIFICATION)
| haraby agres to keep such records as are necassary Lo disclose fully tha axtent of services provided te individuals undar the Stata's Title XI1X plan and to furnish
infarmation regarding any paymeants claimed for providing such services as the Stata Agency or Dept. of Health and Hurmans Services may raquest.

| further agree to acoept, as payrmant in full, the amaount paid by the Medicaid program for those claims submitted for paymant under that program, with tha exception
of authorized daductible, coinsurance, co-paymeant or similar cost-sharing charge.

SIGNATURE OF PHYSICLAN (OR SUPPLIER): | certify that tha servicas lislad above wara madically indicated and necassary 1o the haaltn of this patiant and wera
personally furmishad by ma or my employee under my personal dirsetion.

MOTIZE: This is to certify that the foregoing information is true, sccurate and complete. | understand thet peymeant and satisfaction of this claim will be from Federal and State
funde, and that any false claims, stetements, or documents, or concaealment of a meterial fact, may be prosscuted under applicable Faderal or State lews.

Public reporting burden for this collection of information is estimaled 1o average 15 minules par responses, including time for reviewing instructions, searching axisling
dale sources, gathering and maintaining dala nesded, and complating and reviewing the collection of information. Send comments regarding this burden astimate or
amy ather aspact of this collsction of information, including suggestions for reducing the burden, io HCFA, Office of Financial Managemsant, P.O. Box 26684, Ballimors,
MD 21207; and to the Office of Managemeant and Budgst, Paparwork Reduction Project (OMB-0238-0008), Washington, D.C. 205035
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