HEALTH INSURANCE CLAIM FORM

SAMPLE CMS-1000 CLAIM FORM
TOTECT® (dexrazoxane hydrochloride)

P ——

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05 Days 2 and 3
WPICA PICA [T T |5
. MEDICARE MEDICAID TRICARE CHAMPVA OTHER | 1a. INSURED'S 1.D. NUMBER (For Program in ltem 1)
BEASH PLAN — BLK L
|:| (Medicare #) |:| (Medicaid #) |:| omorsssN) |:| (Member ID#) |:| (88N or ID) a5 |:| (ID)

2. PATIENT’S NAME (Last Name, First Name, Middle Initial) 3. PQT’;/IIENT S BIRTH DATE

DD
L MD

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

i

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

Self|:| Spouse|:| Childl:' Other|:|

7. INSURED’S ADDRESS (No., Street)

CITY STATE | 8. PATIENT STATUS

ZIP CODE TELEPHONE (Include Area Code)

Full-Time
( ) Employed Student

Single I:' Married I:'

Sugent | € )

CITY STATE

Other I::I

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

YES
b. AUTO ACCIDENT?

|:| YES

c. OTHER ACCIDENT?

|:| YES

b. OTHER INSURED’S DATE OF BIRTH
MM | | YY

SEX

]

L m ]

c. EMPLOYER’S NAME OR SCHOOL NAME

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

[ Jno

PLACE (State)
[

[ Jno

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. INSURED’S DATE OF BIRTH SEX
MM DD YY

o v

b. EMPLOYER’S NAME OR SCHOOL NAME

]

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[ Jves [ Jno

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

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

Item 21 - Diagnosis Code: Enter the ICD-9 code(s)

12. PATIENT S OR AUTHORIZED PERSON’'S SIGNATURE | authorize the release of any medical or other information necessary
ent benefits either to myself or to the party who accepts assignment

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

that best describe the diagnosis, symptom or

complaint for which the listed items or services were ' "

DATE SIGNED
15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TQ WORK IN CURRENT OCCUPATION )
GIVE FIRST DATE MM ! YY MM |~ DD YY o | !
|

oM | | -

provided. ‘

IRCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
Lol e MM, Loy MM | DD,  YY
17b.| NPI FROM ! ! TO ! !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

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

Item 24E - Diagnosis Pointer: Enter the line number

. 1999 81 N _ from It(?m 21 that is the pnmz?ry reason for the item
or service reported on each line.
2. _ 4. _ [tem 24G - Days or Units for
2R pom TS OF SERVICE, ruaor] | PT&%Eﬁuﬁrﬁhleg:élfrfssténoczss)UPPLIES biAGROglS : oivs e TOTECT® (J1190): Enter the
MM DD YY MM DD YY |SERVICE | EMG CPT/HCPCS | MODIFIER POINT $ CHARGES UIC\I)IF%S FS\ number of 250 mg b||||ng units
ltem 24D - Drug Code: Enter HCPCS code 11190 I 7| X xx | (NOT THE NUMBER OF VIALS)
J1190 (injection, dexrazoxane hydrochloride, Drug and drug ‘ used to treat the patient on the
per 250 mg) to report that TOTECT® was \ 96365 administration |1 \ XXX | XX |1 date of service. For example, if
. . C . provided on Day 2 : 2000 fTOTECT®i
provided incident to a physician's service. ‘ mg o IS
e e[ 96366 | I xxx xx | 1 | administered, then 8 billing units
4 | | | | ‘ ‘ ‘ ‘ should be reported.
XX vy 1xx vy _ixx vy |11 | ‘ J1190 w w w ‘ 1 l XXXX}XX‘ X
) . . ] Drug and drug .
ter 24D - Drug Infusion Codes: In his 6365 administraton || 4| xxxx | ltem 24G - Days or Units for Drug
exarTu?Ie, TOTECT® s the only drug . 7L[ provided on Day 3 ‘ Administration: For CPT code
administered on Days 2 and 3. When that is ~ 96366 | i i 1 xoxx xx | 1 <-96365, enter 1 unitfor

the case, CPT code 96365 may be reported for
drug infusion time that is longer than 15

26. PATIENT'S ACCOUNT NO.

YES

|
L
27. /éCCEPT ASSIGNMENT?

(For govt. claims, see back)

28. TOTAL CHARGE 29- ANadministration time up to and
|

NO s 1 ® including 90 minutes. When

minutes but shorter than 91 minutes. When
drug infusion time exceeds 90 minutes, CPT
code 96366 may be reported in addition to CPT

32. SERVICE FACILITY LOCATION INFORMATION

33. BILLING PROVIDER INFO & PH e 0 0 0
administration time is longer than
90 minutes and less than 151
minutes, CPT code 96366 with 1

code 96365 to capture the balance of the

a. b.

unit may be reported in addition t

a. ‘b.

|nfu3|on tlme

~.nucc.org

APPROVED OMB-093{96365. If, for example, infusion
time is 2 hours, then 1 unit of
96365 and 1 unit of 96366 is
reported.



