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BECAUSE THIS FORM |5 USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY
APPLICABLE PROGRAMS.

NOTICE: Any person who knowingly files a statement of clalm containing any misrepresentation or any false, Incomplete or misleading infarmation may
be guilty of a criminal act punishable under law and may be subject to civil penaities,

REFERS TO GOVERNMENT PROGRAMS QNLY

MEDICARE AND CHAMPUS PAYMENTS: A patient's signaiura requests that payment be made and autharizes release of any information nacessary {o process
the claim and certifies that the information provided in Blacks 1 through 12 is true, accurate and complete. In the casa of a Medicare claim, the patient’s signature
authorizes any entity o release to Medicare medlcal and nonmedical information, including employment status, and whether the person has employer group haealth
insurance, liabllity, no-fault, worker’s compensation or other insurance which is responsible to pay for tha services for which the Medicars claim is made. See 42
CFH 411.24(a}. It item 9 is completed, the patient's signature authorizes release of fe information to the health plan or agency shown. In Medicare assigned or
CHAMPUS participation cases, the physiclan agrees to accept the charge determination of the Medicare carrier or CHAMPUS fiscal Intermediary as the full chargs,
and tha patient Is responsible anly for the deductible, coinsurance and noncovered services. Coinsurance and the dedustible are based upon the charge
determination of the Medicara carrier or CHAMPUS fiscal intarmediary if this is less than the charge submitted. CHAMPLIS is not a health insurance pragram hut
makes payment for health benefits provided through certain affifiations with the Unliormed Services. Information on the patlent's sponser should be provided in those
itams caplioned In *Insurad™; i.s., items 1a, 4, 6, 7, 8, and 11.

BLACK LUNG AND FECA CLAIMS
The provider agrees to accept the amount pald by the Gavernment as payment In full. See Black Lung and FEGA Instructions regarding required procedure and
diagnosis coding systems.

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, CHAMPUS, FECA AND BLACK LUNG)
| certify that the services shown on this form were medically indicated and necessary for the health of the patlent and were psrsonally furnished by me orwere fumished
Incldlertlit tomy professional service by my employee undar my Immediate personal supervision, except as otherwlse expressly permittad by Madicars or GHAMPUS
regulations. ' : ’

For sarvices to be consldered as “incident” to a physiclan’s profasslonal service, 1) they must be rendered undar the physician's immediate parsonal supervision
by his/her employee, 2) thay mustba an integral, although incidental part of a covered physician's service, 3) they must be of kinds commonly furnished in physician's
offices, and 4) the services of nonphysicians must be inciuded on the physician's bills.

For CHAMPUS claims, | further ceriify that | (or any employee) who rendered services am not an active duty member of the Uniformed Services or a clvillan employae
of tha United States Govemment or a contract employes of the United States Government, elther elvillan or milltary (refer to 5 USC 5536). For Black-Lung claims,
| further certify that the services performed were for a Black Lung-related disorder.

Na Part B Medicare benefits may be paid unless this form is raceived as required by existing law and regulations {42 CFR 424.32),

NOTIGE: Any one who misrapresents or falsifles essential information to recelve payment from Federal funds requesied by this form may upon canviction ba subject
to fine and imprisonment undar applicable Faderal laws.

NOTICE TO PATIENT ABQUT THE COLLECTION AND USE OF MEDICARE, CHAMPUS, FECA, AND BLACK LUNG INFORMATION
(PRIVACY ACT STATEMENT} :
Wae are authorized by HCFA, CHAMPUS and QWGP to ask you for Information nesded In the administration of the Madicare, CHAMPUS, FECA, and Black Lung
programs. Authority 1a collect Information 1s In section 205(s), 1862, 1872 and 1874 of the Soclal Security Act as amended, 42 GFR 411.24(a) and 424.5(a) (6); and
44 UISC 3101;41 CFR 101 et saq and 10 USC 1079 and 1086; 5 USC 8101 st seq; and 30 USC 901 =t seq; 38 USC 613; E.O. 0397, .

The information we obiain to complate claims under these pregrams Is used to Identify you and to detarmine your sligibility. It [s alse used to declda If the services
and supplies you received are covered by these programs and to insure that proper payment is made.

The Information may also be given ta other providars of services, carriars, Intermedlaries, medical review boards, health plans, and other organlzations or Federal
agenties, for the effective administration of Federal provisions that require other third parties payers to pay primary to Fedaral program, and as otherwisa necessary
toadministerthese pragrams. For example, it may be necessary to disclose information about the bensfits you have used to a hospital ordoctor. Additional disclosures
are mada through routine uses for information contained in systems af records.

FOR MEDICARE CLAIMS: Sea tha notice modifying system No. 09-70-0501, itled, ‘Carrier Madicara Claims Record,’ published in the Faderal Raaister, Val. 55
No. 177, page 37549, Wed. Sept. 12, 1990, or as updated and republished.

FOR OWCP CLAIMS: Depar't'nent of l.abor, Privacy Act of 1874, “Republication of Notice of Systems of Records,” Federal Registar Vol. 55 No, 40, Wed Feb. 28,
1880, See ESA-5, ESA-6, ESA-12, ESA-13, ESA-30, or as updated and republished.

FOR CHAMPUS CLAIMS: ERINCIPLE PURPOSE(S): To evaluate eligibllity formedical care provided by clvilian seurces and to Issue paymant upon establishrment
of eligibility and deiermination that the services/supplles receivad ara authorizad by law.

ROUTINE USE(S): Information from claims and related documents may be giveri to the Dept. of Veterans Affalrs, the Dept. of Health and Human Services and/or
the Dept. of Transpertation consistent with their statutory administrative responsiblilttes under GHAMPUS/CHAMPVA,; to the Dapt. of Justice for representation of
the Secretary of Defense Incivil actions; to the Intemal Revenue Service, private coltection agencies, and consumer reporting agencies in connection with recoupment
claimes; and to Congressional Offices in respanse to inguirias made at the request of the perscn to whom a record pertains. Appropriate disclosures may he made
to other federal, state, local, forelgn government agencies, private business entities, and Individuat praviders of care, on matters relating to entitlement, claims
adjudicaiion, {raud, program abusa, utilization review, quality assurance, peer review, program integrity, third-party liability, coordination of benefits, and civil and
criminal litigation related to tha operation of CHAMPUS.

DISCLOSURES: Voluntary, however, failure to pravide information will result in delay In payment or may result in denial of claim, With the one exception discussed
below, there are no penalties under thess programs for refusing to supply information. However, failure tofumish infarmation regarding the medical services rendered
or the amount charged would prevent payment of claims under tivese programs. Failure to fumish any other infarmation, such as.name or ¢laim number, would delay
payment of the claim. Fallure to provide medical information under FECA could be deemed an ohstruction.

Itis mandatory that you tell us Jf you know that another parly is responsible for paying for your treatment. Section 11288 of the Social Security Act and 31 USC 3801-
3812 provide penalties for withholding this Information.

You should be aware that P.L. 100-503, the "Caomputer Matching and Privacy Proteciion Act of 1988", permits the governmentto verify information by way of computer
matches.

WMEDICAID PAYMENTS (PROVIDER CERTIFICATION)
| hereby agree to keep such records as are necessary to disclosa fully the extent of services provided to individuzds under the State's Title XIX plan and to furnish
nformation regarding any payments clalmed for providing such services as the Stale Agency or Dept. of Health and Humans Services may request.

| further agree to accept, as payment in full, the amount pald by the Medicald program for those clalms submitted for payrment undsr that program, with the exception
of authorized deductible, coinsurance, ca-payment ar simifar cast-sharing charge.

SIGNATURE OF PHYSICIAN (OR SUPPLIER): | certify that the services listed abova were medically indicated and necessary to ihe health of this patient and were
sersonally furnished by me or my employee under my parsonal direction. ’

NOTICE: This Is to certify that the foregoing Information |s true, accurate and complete. | understand that payment and satisfaction of this claim will be from Federal and State
funds, and that any false claims, statements, or documents, or concaalment of @ material fact, may be prosecuted under applicable Federal or State laws.

>ublic reporting burden for this coilection of information Is estimated to avarage 15 minutes par responss, including time for reviewing instructions, searshing existing
date suurces, gathering and maintaining data needed, and completing and reviewing the collection of informaticn. Send comments regarding this burden estimate or
any other aspact of this callection of infarmation, including suggestions for reducing the burden, to HGFA, Office of Financial Managament, .0, Hox 26684, Baltimore,
VD 21207; and to the Office of Management and Bucdgst, Paperwork Reduction Project (OMB-0938-0008), Washington, D.C. 20503.



