UB92 Claim Form

Facility biling name and address 2 3 PATIENT CONTROL NO.
5 FED. TAX NC. AR LR 7COVD | 8NCD |9CID  [10LRD |11
FROM 1 THROUGH
12 PATIENT NAME 13 PATIENT ADDRESS
14 BIRTHDATE 158EX | 6MS ADMISSION 21DHR |22 STAT |23 MEDICAL RECORD NO. CONDITION CODES 31
17 DATE | aHR | aTvPE | ) SRC 24 | 26 | | =& | | =0
2 OCCURRENCE 4 OCCURRENCE 5 OCCURRENCE SPAN 37
SODE DATE ODE DATE SO0E FROM THROUGH A
c
] VALUE CODES A VALUE CODES
CODE AMOUNT CODE AMOUNT
a
b
c
d
42 REV.CD. | 43 DESCRIPTION 44 HCPCS/RATES 45 SERV. DATE 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES |49

50 PAYER 51 PROVIDER NO. 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56
57
58 INSURED'S MAME 59 P. REL 60 CERT. - SSN - HIC - ID NO. 61 GROUP NAME 62 INSURANCE GROUP NO.
63 TREATMENT AUTHORIZATION CODES 64 ESC |65 EMPLOYER NAME 66 EMPLOYER LOCATION
67 PRIN. DIAG. CD. OTHER DIAG. CODES 76 ADM. DIAG, CD. |77 E-CODE 78
68 CODE 70 CODE 72 CODE 74 CODE
| | | 304.00

TIP.C 80  PRINCIPAL PROCEDURE 1 OTHER PROCEDURE 2 ATTENDING PHYS. ID

CODE | DATE CODE | DATE |

OTHER PROCEDURE OTHER PROCEDURE 3 OTHER PHYS. ID

CODE | DATE | CODE | DATE

84 REMARKS OTHER PHYS. ID




