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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 person who knawingly files a statement of claim contalning any misrepresentations or any false, incomplete or misleading
Information may be guilty of a criminal act punishable under law and may be subJect to civil penaltles.

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND CHAMPUS PYMENTS: A patient's signature requests thal payment be made and authorizes release of any informalion necessary to process the claim and
carifies thal the informaticn provided in Blocks § through 12 is ue, accurate and compiete. In the case of a Medicare claim, the patient's signature authorizes any enlity 1o release
ta Medicare medical and nonmedical information, including employment stalus, and whether the person has employer group heaith insurance, liability, no-fault, workers
compensation ar other insurance which is respansible to pay for the services for which the Medicare claim is made. See 42 CFR 411.24 (a). If item 8 is completed, the patient’s
signature autherizes release of the informatian to the health plan or agency sitown. [n Medicare assigned or CHAMPUS parlicipation tases, the physician agrees to accept the
charge determination of the Medicare carrier or CHAMPUS fisca! intermediary as the full charge, and the patienl is responsibla only for the deductible, coinsurance and noneovered
services. Coinsurance and the deductible are based upon the charge determination of the Medicare carier or CHAMPUS fiscal intermediary if this is less than the charge
submitied. CHAMPUS is not a health insurance program but makes payment far health benefils provided through cenain affillations with the Uniformed Services, Informatien on the
patient's sponser should be provided in those items captioned in “Insured”, i.e., lems 1a,4,6,7, % and 11.

BLACK LUNG AND FECA CLAIM

The provider agrees to accepl the amount paid by the Government as payment in full. See Black Lung and FEGA instructions regarding required procedure and diagnesis coding
SySiems.,

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, CHAMPUS, FECA AND BLACK LUNG)

| eertify that the services shown on this form were medicalty indicaled and necessary far the health of the patient and were personally furnished by me ar were furnishied Incident 1o
my professional service by my employae under my immediate personal supenvision, axcepl as otherwise exprassly permitled by Medicare or CHAMPUS requlations.

Far senices to be considered as “incident” 1o a physician's professional senice, 1) they must be rendered under the physician’s immediate parsanal supervision for hisfher
employee, 2) they must be an integral, althcugh intidental pan of a covered physician's service, 3} they must e of kinds commuonly furnished in physician's cffices, and 4) the
sepvices of nonphysicians must be included on the physician's bills.

For CHAMPUS claime, | fusther cerify that § (or any employee) who rendered senices am nol an active duly member of the Uniformed Services or a civilian employes of the Urited
States Gavernment or a contract employee of the Uniled States Government, elther civiian or military (refer to 5 USC 5536). For Black-Lung claims, | further carlify that the sarvices
performed were for 2 Black Lung-related disorder.

Mo Part B Medicare benefils may be paid uniess this form is received as required by existing |aw and regulations (42 CFR 424.32),

NOTICE: Any one who misrepresents of falsifies essential information to receive payment for Federal funds requesied by this form may upon conviction ke subject ta fine and
Imprisaminent under applicable Federal laws.

NOTIGE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, CHAMPLUS, FECA, AND BLACK LUNG INFORMATION
[PRIVACY ACT STATEMENT}

We are autharized by HCFA, CHAMPUS and OWCP fo ask you for information needed in the administration of tha Medicara, CHAMPUS, FECA and Black Lung programs.
Authority to collect information Is in section 205 (a} 1852, 1872 and 1874 of the Social Securily Act as amended, 42 CFR 411.24 {(a) and 424.5 (a) (B} and 44 USC 3101;41 CFR
101 et seq and 10 LISC 1079 and 1086; § USC 8104 el seq; and 30 USC 901 et seq; 38 USC 613; E.O. 8397.

The informalien we obisin lo complete claims under these programs is used to identify you and te determinge your eligibility, It is also used to decida if the services and supglies you
recelved are covered by these programs and to insure that proper payment is made.

The informalisn may also be given fo cther providers of senices, carriers, intermediaries, medical review boards, health plans, and other organizations or
Federsi agencies, for the effective administration of Federal provisions that require other third parties payers o pay primary to Federal program, and as otherwise necessary (o
administer these programs, For example, it may be necessary o disclose informaticn about the henefits you have used to & hospital or doctor. Additional disclosures are made
through routine uses for infarmation contalned In systems of records.

FOR MEDICARE CLAIMS: See the nofice modifying system No. 48-70-0501, tillad ‘Carmier Medicare Clalms Record,” published in the Federal Register, Val. 55 No. 177, page
37548, Wed. Sepl. 12, 1990, or as updated and republished.

FOR OWCP CLAIMS: Department of Labar, Privacy Act of 1974, "Republicalion of Nutice of Systems of Records,” Eederal Register Vol §5 No. 40., Wed. Feb. 20, 1980. See
ESA-5, ESA-6, ESA-12, ESA-13, EBA-30, or as updated and republished.

FOR CHAMPUS CLAIMS: PRINCIPAL PURPOSE(S), Ta evaluale eligibility for metical care provided by civilian sources and to issue payment upan establisbment of eligibility
and determination that the services/supplies received are autherized by law.

ROUTINE USE(S); Information from claims and related documents may be given to the Dept. of Veterans Affairs, the Dept, of Health and Human Services andfer the Depl. of
Transpodation consistent with their statutary administrative responsibillty under CHAMPUSICHAMPVA, to the Degt, of Justice for representation of the Secrelary of Defense in ¢l
actions; to the Internal Revenue senvice, private colleclion agencies, and eonsumer reporling agencies in conneclion with recoupmant claims; and lo Congressional Offices in
response to inquiries mada al the request of the persan to whom a racard perains. Appropriale disclosures may be made 1o ather federal, state, local, foreigh government
agencies, privale business enlities, and individual providers of care, on matters refating lo entilfement, clzims adjudication, fraud, program abuse, utilizetion review, quality
assurance, peer review, program integrity, third-party liabilily, coordination of benefts, and civil and eriminal litigation related o Ihe cperation of CHAMPLUS,

DISCLOSURES: Valuntary; sowever, failure to provide Information wil result in delay in payment or may resull in denial of claim. With the onc exceptian discussed below there are
no penalties under these programs for refusing to supply information. However, failure 1o furnish information regarding the medical services rendered or the ampuni charged would
prevent payment of claims under these programs, Failure to furnish any other Information, such as name or claim nurmber, would delay payment of the dlalm. Failure to provide
medical infarmation urder FECA could be deemed an obstruction.

it is mandatory thal you tell us if you know that anather party is respansible for paying for your freaiment. Seclion 1128 B of the Secial Security Act and 31 USC 3801-3812 provide
penalties for withholding 1his information.

You should be aware thz P.L. 100-503, the *Computer Matching and Privacy Protection Act of 1988", permits the government to verly Informatian by way of computer matches.
WMEDICAID PAYMENTS (PRCVIDER CERTIFICATION)

| hereby agree 1o keep suth records as are necessary to disclose fully the exient of services provided lo individuals under the Siate’s Title XIX plan and to fumisf information
regarding any payments claimesd for providing such semices as the State Agency or Dept, of Heallh and Human Services may raquasi.

| further agree o accept, as payment in tuli, the amount pald by the Medicald pragram far thosz claims submitted far payment under that program, with the excaption of autharized
deductible, coinsurance, co-payment or similar cost-sharing charge.

SIGNATURE DOF PHYSICIAN {OR SUPFLIER): | cedify that the senvices listed anove were medically indicated and necessary to the health of this patient ant were personally
fumnished by me or my employee under my personzl diraclion.

NOTICE: This is to certily that the foregoing inlormation is true, accurate and complate. | understand thal payment and salisfaction of the claim will be lrom Federai and State
funds, and thal any false claims, stalements, or documents, ar concealment of a material {act, may be prosecuted under applicable Federal or State laws.

Public repoding burden for this cofiection of information is estimated to avarsge 15 minules per respanse, including time for reviewing instruclions, searching existing date sources,
gathering and maintalning data needed, and completing and reviewing ihe coliection of Information. Send comments regarding fhis burden estimate or any other aspect of this
colleciion of Information, including suggestians for reducing the burder, to HGFA, Office of Financial Management, P. O. Box 26664, Baltimare, MD 21207; and ta the Oifice of
Managament and Burdget, Paperwork Reduction Project {0MB-0938-0008}), Washinglor, D.C. 20803,

SIGNATURE OF PHYSICIAN DR SUPPLIER (WORKER'S COMPENSATION)

Any person whe, knowingly and with inlent to injure, defraud, or decelve any amgloyer cr smployes, insurance company or self-insured program, files a statement of clalm
conlaining any false or misleading Information, is guitty of 2 felony of the third degree.

Under penalty of perjury, 1 dediare that | have read the foregoing, that ihe facts alleged are true to the best of my knowledge and belief, and that the treatment and services
rendered were reasonable and necessary with respect to the bodily injury sustained.



