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at the above telephone numbet and destroy all faxed informatior.
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APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05
FICA
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1. MEDICARE MEDICAID TRICARE CHANPVA {For Program in flem 1)

CHAMPUS
Dmedkara 4 D (Meadicaid # D Bronsors ssmy. || puemverios) D
2. PATIENT'S NAME (Last Name, First Rams, Middle letial]

12, INSURED'S L.D. NUMBER
£D37433857

4. INSURED'S NAME (Last Name, Firat Name, Middls iritial)

GR FEC, OTH
e pLan B fine &R
(35N oriD) D (55N a0y

3. PATIENT'S BIRTH DATE

SEX

MADTSON BRIAN Al @132 185 a® o[ | maoTsow BRIAN A

5. PATIENT'S ADDRESS (Nq.. Street) 6, PATIENT RELATIONSHIP TO INSURED 7.INSUREL'S ADDRESS (No., Sireat)

135 ZELIfF SalfmSpouseDChibEl oree] ] | 135 ZELIFF

CITY STATE | 8. PATIENT STATUS . CITY ETATE
|SHERMAN S0} sige[ | Mamisa[ ] ome[ ] | SHERMAN SD

ZIP CODE TELEFHONE (include Ares Code) ZIP CODE TELEFHONE (Includs Arga Coda)

5793 (6©5) 894 2142 srpioysd || soaum || aoriTime 57030 (6@5) 584 2142

9. OTHER INSURED'S NAME {Last Nama, First Nama, Middle Initial} 10.1S PATIENT'S CONCITION RELATED TO- 11. INSURED'S FOLICY GROUP OF FECA NUMBER

a. DTHER INSURED'S POLICY OR GRGUP NUM BER a. EMPLOYMENT? [Current or Previaus)

YES Dm

b. AUTO AGCIDENT? PLAGE (State}

DYES NG

. OTHER ACCIDENT?
(@

[ Jves

10d. AESERVED FOR LOCAL USE

DATE
bp

B. ]NSUREI%:;S OIF BI%H SEX
] M ]

b, EMPLOYER'S NAME OR SCHCOL NAME

ATE CLALM SERVICES

€. INSURANCE PLAN NAME OR PROGRAM NAME
WORKERS COMPENSATION

d. 18 THERE ANOTHER HEALTH BENEFIT PLAN?

D YES NO If yoa, relum to and coaplate am 9 a-d,

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical bensfils to the undersigned physician or supplier tor
services described below.

t
f
i

L

SEX

P

b. OTHER INSUIRED'S DATE OF BIRTH
MM YY

1 i M

B L
c. EMPLOYER'S NAME OR SCHOOL NAME

d. INSURANCE PLAN NAME OR PROGRAM RAME

ND OTHER COVERAGE

HAEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIE FORM,
12. PATIENT'S CR AUTHDRIZED PERSON'S SIGNATURE tauthanze the reflease of any medical or other infarmation necassary
10 process thia claim, | also reguest payment of government bansiits eliber ta myself or o the party who accapts assignmant

PR STGNATURE OM FILE 1331@7 SIGNATURE ON FILE
SIGNED : DATE - SIGNED
. T: ILINESE (Firsl 1 OR 5. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS, | 15. DAT| -ENT NABLE TO WORK iy CURRBENT OC?‘UFATI N
* ra‘ﬁ? GBE t‘:ﬂHEvY ‘ INJURY (.&Fcéuﬁ;n&gm’ ! GiVETFiRSTF DATE MM ¢ Db vy ' Esmin | be [ 4 b MM DD QY
! ! PREGNANCY(LMP) : ! FROM ] ! , Ta } !
17, NAME OF REFERRING PROVIDER OR OTHER SQURCE I 18, HOSP ET!G!.MIZATIS% DATES&ELATED TQ ClﬂfQENTDSEHWCE%Y
SHAWN CULEY MD N} 1QER4BEIOD FROM 1 o T
18. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? ¥ CHARGES
- | (ves [Rro |
21. DIAGNOSIS OF NATURE OF ILLNESS OR TRUURY (Aalate ftems 1, 2, 3 or 4 in tam 24E by Ling) j 22, @gggJAJD AESLIBMISSION ORIGINAL AEF. NO.
11682 4 Al .
23. PHIOR AUTHORIZATION NUMBER
2,1 . 4 | ¢ ———
24, A. DATE(S) OF SERVIGE B. . B PAOCEDURES, SERVICES, OR SUPPUES E. F. [} H. L e b
From To PLACE GF {Explain Unusuat Circumsiances} BlaGNOS!S PAYs E‘;} n RENDERING 1k
MM DD YY MM YV |SERVMCE! EMG | CPTHOPCS | MODIFIER | POINTER $CHARGES | wais [ra'loua.|  PROVIDERID.& U
1 11 | iswles] s8] |[anliesiisnyes- ;
2 '-'.",-' 1 1 o [ - I it Rt tE IR
3 . , .'E ii' o sy ! :I P o o . . S e g
A S N S N R B | S N | P | |we g
- ! i 1 . AT 1 v 1 4 St B T
A S I S S N T R N N l L] | [nm :
5 ' | S ! T ! i i | A Sl A E
SN TN S NS N O N A ST N | b e £
ol - o T . . . | I -
A L [ | ool : | [ e o ~~la
i 1 1 - { I 3 :
;: 25, FEIDERAL TAX 1.0. NUMBER 58N EIN 26. PATIENT'S ACCOUNT NO. 27, ésggﬁzﬁlggém&m? 28, TOTAL CHAJF!GE 29, AMOUNT PAID 30. BALANCE QVE | j
£l46@224742 [ |szrszszi-z [¥]ves NG $ 162 0@ s oiogs 160 |ow
.3. 31. SIGNATURE OF PHYSICIAN OR SELL;PT!T}{]I_ESH 32. SERVIGE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # { & @45" 428 5446
) NCL 3 DEGREES OR CRED ; ! .
B[ canity et s statommean o CDENTIAL MCKENMAN REGIONAL LAB AVERA DELL RAPIDS MENICAL CLTK
£ apply 1o this bit and are made & pastthereof.) o ™ .
z 8@B E 21ST STREET 111 E 1@TH STREET
P{SHAWN CULEY mMD STOUX FALLS SD 57105-1Q16(DELL RAPIDS S0 57@22-000R
*lsgnep 103107 DATE = 189171813&k . |2 1263482339¢p

NUCC Instruction Manuaf available at: WYYW.RUCC.org
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1. MEDICARE MEMCAID TRICARE

D{Medieare # '[:‘ (Medticald #} D oS 55N D (Msmber 1D} D

. CHAMPVA [elainillg
) HEALTH PFLAN

FECA OTHER
GSNorl) || P

12 INSURED'S LD, NUMBER
SGI743367

(For Program in Item 1)

2, PAYIENT'S NAME {Laal Name, First Narne, Middle Inftlal) 3 PQ'HENTESIHTH RATE SEX 4. INSURED'S NAME {Last Name, First Rame, Middls [nitfal)

! A
MADTSON __RRIaN Al @7l zziagsmixl  f[] | mapTsON BRIAN A
5. PATIENT'S ADDRESS No., Sresl) & PATIENT RELATIONSH)® TO INSURED 7. INSURED'S AGDRESS (Na., Stisel)
135 ZELIFF ser] x] spauss[ Jonia[ ] ome] ] .[ 235 zELTFE
CiTy STATE { 8. PATIENT STATUS ) cITY STATE
SHERMAN $0)  snge[_| memea[ | ome[ ] | SHERMAWN sSp
ZIF CODE TELEPHONE {Indude Area Code) ZIF CODE TELEPHONE {In¢lude Araa Code}
57230 (6265) 594 2242. | empoyea[ ] Sere[ ] BT | 57050 (6@5) 554 2142

9. OTHER INELRED'S NAME {[ast Name, Firal Nama, Middle Inial)

10.18 PATIENT'S CONDITION RELATED TO:

2. OTHER NSURED'S POLICY OR GROUR NUMBER

a. EMPLOYMENT? (Current or Previous)

ves [ Iwo

b. OTHER INSWREDPS DATE OF BIRTH
MM , bD) Yy

3
1 1 MD

EX

b. AUTQ ACCIOENT? PLACE (Stats)

FD DYES NO o

1 I
& EMPLOYER'S NAME OR 3CHQOL NAME

11, INSURED'S POLICY GROUP CR FECA NUMBER

&.INSUREE'S DATE OF BIRTH SEX
MM} DD YY M E
P C L]

b. EMPLOYER'S NAME OR SCHOOL NAME
AIG CLAIM SERVICES

©. OTHER ACCIDENTY?
Hre

D YES

©- tNSURANCE PLAN NAME OR PROGRAM NAME
WORKERS COMPENSATION

d. INSURANGE PLAN NAME OR FROGRAM NAME
NQ OTHER COVERAGE

‘tid. RAESERVED FOR LOCAL USE

d. 15 THERE ANOTHER HEALTH BENEFT PLAN?
]:] YES NQ i yes, raturn 1o gnd complets itsm 9 a-d.

BACK OF

READ FOREM BEFORE COMPLETING & EIGNING THIE FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize the releass of any medical or mthar informanian necessary
to process this claim. | also request payment of governmant benaiits efiber ta

myse! or o tha pany who accapts agsignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE autharize
paymani of medical bonefits to the unde rsignad physician or supplier for
sarvices degoribad balow.

belw. SIGMATURE ON FTLE @siza7 SIGNATURFE N FILE
SIGNED . DATE SIGNED
. R — e R
14, DATE OF CURRENT: ILLNESS {Firsi sym| om) OR 15.9F PATIENT HAS HAD ME OR S#MILAR ILLNESS. [ 185, DATES PATIENT UNABLE WORK IN CURRENT QCCUPATION
Mﬁ} DE ! Ql'f (lNJUH‘f {Accides:‘l) glR GIVE FIRST DATE Mﬁfi (=12 pooy Mﬂll oo ! ‘}? MM, DO Yy
I3

. PREGNANGYRLMP] FROM | ; TO ! I
- NAME OF REFERRING PROVIDER OF OTHER S8OURGE " |18 HOSPITALIZATION DATES HELATED TO CORRENT SERVIGES
7. NAME OF R P = RiM, BE ) TEE SR TISE Oy
SHAWN CULEY nQ FROM | ! TO i [
19, RESERVED FORLOCAL USE 20. QUTSIDE LAB? § CHARGES

[ Ives [Xno | |

21, DIAGNOSIS OR NATURE OF ELNESS OR INJUAY {Ralate Rems 1, 2, 3 or 4 (o ltem 24E by Ling)

L}

22, MEDICAID AESUBMISSION
CODE ORIGINAL REF, ND,

11892 4 a

2. | P 4| .

24. A DATE(S) OF SBERVICE 8. C. | D. PROCEDURES, SERVICES, On SUFFLIES E.
From To PLACE O {Explain Unusual Circurstances) BAGNOSIS

Do vy MM DD ¥Y _{SERVIGE

MM

23. PRIOH AUTHORIZATION NUMBER

CPT/HGPCS

F, J
RENDERING

3 CHARGES

PROVIDER ID. #

“leEsIseage

NP!

U~ W

1 f]

=

- DHVRM AN AD éllbnl ICEs BRI ;T Trnn s

INCGLUDING DEGREES OR CREDENTIALS
[t cerlify that tha stalements on the rave-se
apply ta this bil and are made a partthereof,})

SHAWN CULEY MD

DATE

AVERA SPLIT ROCK CLINIC
988 ATH STREET

, TR I B
i ro [ L I {wm
1 1 1 - 1 1 i - 1
26. FEDERAL TAX 1.0, MUMBER &SN EIN 26. PATIENTS ACCOUNT NO. 27, @gg’:gﬂﬁ_ﬁsrgawggyﬂ 28. TOTAL CHARGE 29. AMOUNT PAIQ 30. BALANCE DUE
460224743 X isze2z1e1-2 |[X]yes []wo $ 79 i0@| s @ieds 79 e@
31, SIGNATURE OF PHYSICIAN CR SUPFLIER 32, SERVICE FACILITY LACATION INFORMATION 33. BILLING PROVIDER INFO & PH # 50 428 54186
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