' FACILITY NAME # B
ADDRESS EEﬁ YPE OF BILL

6 STATEMENT COWERS PERIOD T

CITY STATE ZIP CODE 5 FEQLTAX MO RO THRGUGH
B PRTIENT MAME [a] PaTiENT NAME spRTENT AORESS  |a
0| : [ I
ROMESS I COROITICH CODES EX=a k)
10 BHTHOATE MSEX |4z patE 134A MTYFE tsgac |/90HA (I7STAT| g i@ =0 2 22 3 @4 3 6 T 8 | STATE
1 1 | |
DOB SEX TYPE | CON[bITION [ZODEﬂ J' !
-}l DLGUAPEMCE DUCUPRENGE 50N X DUCURAENCE SPaK I
copE DATE THROUGH | coDE FROM THROUGH
- ]
em—|  OCC|JRRENCE CODHS AND DATES DELAY REASON
b
= 3 WALUE COCES WLUE DODES
|ooe AMDUNT
A  o— - \/AlUE CQDES AND AMOUNTS
b HARE|OF COST SECTION)
©|  ENTER THE APPLICABLE ACCOM®DATION CODE PER THE INSTRUCTIONS PROVIDED
d : :
4 AEW. OO 43 DEBCR™TION &4 HOPCS | RATE (HIFPE COCE AL BERY DATE &5 SERY URITH ¥ FOTalL CHARGESR =3 MOH-CIWEAED CHARGER L]
| REV DESCRIPTION OF SERVICES HIPPS CODE SERVICE SERVICE SERVICE
DATE UNITS CHARGE
2 coDES
a
*| REC coDES:
s| LONG TERM CARE (LTC)
| 160 LTC (CUSTODIAL CARE)
T
SKILLED [CARE
L}
191 LEVEL 1
L]
192 LEVEL 2
114 o
193 LEVEL 3
11| i1
194 LEVEL 4
13 E
13l SUB-ACUTE FACILITY CARE: : 13
W 199 SUB-ACUTE LEVEL 4A i 1+
W 199 SUB-ACUTE LEVEL 4B : 1"
' SPECIAL [REIMBURSEMENT PROVISIONS: : e
"l 185 BED HOLD : d
M 180 LEAVE OF ABSENCE ; "
™ 889 DIALYSIS DAY "
169 BARIATRIC :
119 ISOLATION SURCHARGE
PAGE OF CREATION DATE TOTAL CHARGE :
50 PAYER NAME 51 HEALTH PLAN 1D Fom | [Fran| 54 POcIT: PAYMENTS: a5 EST, AMOUNT DUE SENP [ NPI
A PAYER NAME OTHER COVERAGE | NET AMOUNT ) ATYPICAL PROVIDER ID o
PAYMENT : BILLED :
L . CTHER &
[+ FAV ID Ic
5 MELURED'S MAME SAFRE 60 INSLEEDS UNGLUE IO 81 GROUF NANE B2 INSURANGE GROUP NG
4 INSURED NAME -
o =
i =
3 TREATMENT AUTHORIZATION CODES 4 DOCUMENT CONTROL NUMBIER &8 EMPLEVER HAME
4 AUTHORIZATION NUMBER -
L ]
[+ ]
5] PRIMARY BE
RIAGMNQOSIS. SECONDARY
Duach DRSO
| | s
LAST iFlm
T OPERATING }ﬂ ]UJ'LI l
LAET ;FIFST
0 REuaRGs Fe moner | e o] |
[ LAST ;FIREI'
o THOTHER | }ﬂ |ﬁ| ]
i LAST ;FIN:TT

UB-4 CME-1450 APPROVED DME NO. 00380057 v THE CERTIFICATIONS ON THE REVERSE APPLY TO THES BILL AND ARE MADE & PART HEREDF.
)





