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IF ANY OF THE FOLLOWING HAS CHANGED SINCE YOUR LAST STATEMENT, PLEASE INDICATE . ..

Your Name Marital Status

Street Home Phone

City State Zip
Employer Business Phone
Insurance Company Contract No.

Ins Company Address Ins. Policy No.

Other Information




For internal use only
Patient Account #

DATE PATIENT REGISTRATION

PATIENT INFORMATION

Last Name: First Name: MI: Generation: _____
Guarantor:
Is the guarantor the legal representative?  [JYes [No Referring Physician:
Social Security No: (optional) Sex: OM OF
Address: Date of Birth: / /
Address Line 2 Marital Status:
City: [OMarried [1Single [IDivorced [1Widowed
State: Zip Code: Employment Status: (Check one):
Home Phone: Cell: [JEmployed [JRetired [JFull-Time Student
Work Phone: Ext: [J Part-Time Student [ Other:

PLEASE PROVIDE YOUR INSURANCE CARD TO THE RECEPTIONIST

PRIMARY INSURANCE INFORMATION

Company: Group Number: Co-Payment Amount:
Policy No: Dedui:tible: Effective Dates
Relationship to insured: bAM P Ll From: /
POLICY HOLDER INFORMATION . . . To: /
Sage Medware Patient Registration Form _
Last Name: First Name: MI: Generation:
Employer: Form #: Q1601L Home Address:
Address: City:
City: State: __ Zip Code:
State: Zip Code: Home Phone:
Employee ID: Date of Birth: / /
Company: Group Number: Co-Payment Amount:
Policy No: Deductible: Effective Dates
Relationship to insured: From: / /
POLICY HOLDER INFORMATION To: / /
Last Name: First Name: MI: Generation:
Employer: Home Address:
Address: City:
City: State: Zip Code:
State: Zip Code: Home Phone:
Employee ID: Date of Birth: / /
AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN: | hereby authorize payment directly >
to the Physician of the Surgical and/or Medical Benefits, if any, otherwise payable to me
for his/her services as described, realizing | am responsible to pay non-covered services. SIGNATURE (Patient or Parent if Minor) DATE
AUTHORIZATION TO RELEASE INFORMATION: | hereby authorize the Physician to
release any information acquired in the course of my treatment necessary to process
insurance claims. SIGNATURE DATE

SOL10ON® (800) 707-5310 FORM # Q1601 3/06
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

PICA PICA [T T]
MEDICARE MEDICAID TRICARE CHAMPVA OTHER | 1a. INSURED’S I.D. NUMBER (For Program in Item 1)
EALTH PLAN BLK
l:' (Medicare #) I:' (Medicaid #) I:' (Sponsors SSN) I:' (Member ID#) I:' (SSN or ID) (S N) I:' (ID)
2. PATIENT’S NAME (Last Name, First Name, Middle Initial) 3. P’\AAI/IIENT %gIRTH DATE 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
| MD FD
5. PATIENT’S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Street)
Self|:| Spouselj ChiIdI:' Other|:|
CITY STATE | 8. PATIENT STATUS CITY STATE
Single I:' Married I:' Other|:|
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)
Full-Time Part-Time ( )
( ) Employed Student Student I:'
9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT’S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER
a. OTHER INSURED’S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURED’S DATE OF BIRTH SEX
MM |, DD | YY
[Jres [ el 0 O
b OTHER 'BSU"*ED\S{YDATE OF BIRTH SEX b. AUTO ACCIDENT? PLAGE (State) |b- EMPLOYER'S NAME OR SCHOOL NAME
|
il v ] (v [w
c. EMPLOYER’S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
|:| YES |:| NO
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
I:' YES I:' NO If yes, return to and complete item 9 a-d.

PATIENT AND INSURED INFORMATION ——— > |<— CARRIER—)»

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM | DD YY INJURY (Accident) OR GIVE FIRST DATE MM | DD Yy MM, DD Yy MM | DD YY
} | PREGNANCY (LMP) ; ; FROM ! } TO ! |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPIT’C]INIlZATION DATEsyl:-l(ELATED TO CUNI'II'\II:IKENT SEF«‘VICESYY
I - - | I | I
17b.| NPI FROM } } TO } }
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[[Jves [ Jno |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 to ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
T < N I, |
23. PRIOR AUTHORIZATION NUMBER
2. . 4 .
24. A DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H. l. J. =2
From To PLACE OF] (Explain Unusual Gircumstances) DIAGNOSIS P[] . RENDERING o
MM DD YY MM DD YY [SERVICE | EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS Plan | QUAL. PROVIDER ID. # E
I I I I I I I E
' I
A T S A O I N | A 5
=
o o | | | | Y0 R x
A N T O I A i
a
| | | | | | | | e
o
A S S S O Y ] | L[ [w 5
(]
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25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ”A:C(QZ(I)EVI?EQ[%SSL%L\JMCEKI)\IT') 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

| | |
00 [Jes [ o |s i s |
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OR CREDENTIALS

(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

SIGNED DATE

a. b. a. |b.

NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)



Sage SOLION | For Everything Office

Sage MedWare Compatible Products

ENCOUNTER FORM?* (Priced per thousand)

Item Number Description Quantity

ENCMW1 Sage MedWare Encounter Form (1-sided) $ 146.16 | $ 8240 $ 51.39

Ink Color (Please Check One): O Dk. Blue O L. Blue 0 Red OO Maroon O Teal O Green O Brown O Grey O Black

Custom and multiple ink colors are available on request. Call Customer Service at 800.707.5310 for more information.
A one-time setup fee of $148.00 will be charged with each initial order of encounter forms.
Additional information may be printed on the back of these forms. Call Customer Service at 800.707.5310 for more information.

LASER STATEMENT" (Priced per thousand)

Item Number Description 1000 2500 5000 Quantity
Q1303L Sage MedWare Statement with Credit Card info $ 20680(% 106.66 | $ 63.52
Q1303LN Sage MedWare Statement without Credit Card Info $ 20680(% 106.66( $ 63.52

Ink Color (Please Check One): O Dk. Blue O L. Blue 0 Red O Maroon 0O Teal O Green O Brown 0O Grey O Black
Custom and multiple ink colors are available on request. Call Customer Service at 800.707.5310 for more information.

PATIENT REGISTRATION FORM* (Priced per thousand)

Item Number Description 1000 2500 5000 [ DVET1114Y
Q1601L Sage MedWare Version $ 146.16 (% 8240 (% 51.39

Ink Color (Please Check One): O Dk. Blue O L. Blue 0O Red O Maroon 0O Teal O Green O Brown 0O Grey O Black
Custom and multiple ink colors are available on request. Call Customer Service at 800.707.5310 for more information.

STATEMENT ENVELOPES (Priced per thousand unless specified otherwise)

Item Number Description 1000 2500 5000 Quantity
EJ104 #9 Pre-Printed Window Envelope - Dry Gum Seal $ 6255 $ 56.71 [ $ 50.86
EJ109 Pre-Printed # 6-3/4 Return Envelope $ 60.77 | $ 52751 $ 45.47

Ink Color (Please Check One): O Dk. Blue O L. Blue 0O Red O Maroon 0O Teal O Green O Brown 0O Grey O Black
Custom and multiple ink colors are available on request. Call Customer Service at 800.707.5310 for more information.

CMS-1500 (08-05) FORMS & ENVELOPES (Priced per carton)

Item Number Description 1CTN [ DVET1114Y
VCMSLC CMS-1500 (08-05) Laser Cut Sheet (2500/CTN) $ 41.95
VCMS1 CMS-1500 (08-05) 1-PT Continuous (2500/CTN) $ 41.95
1500E CMS-1500 Right-Window Envelope, Dry Gum Seal (500/CTN) $ 35.26
1500SE CMS-1500 Right-Window Envelope, Self Seal (500/CTN) $ 42.54
SPMH1500LR | Jumbo Right Window ENV - No Imprint (500/CTN) $ 87.70
CONTACT & SHIPPING INFORMATION (Please Complete in Full):
PRACTICE NAME CONTACT NAME
STREET ADDRESS CITY STATE ZIP CODE
TELEPHONE NUMBER AUTHORIZED SIGNATURE

* As is customary in the industry, over-runs or under-runs, not to exceed ten (10%) percent of the amount ordered, shall constitute an acceptable
delivery and the excess or deficiency shall be charged or credited to the Customer proportionately.

FREIGHT AND SALES TAX NOT INCLUDED - PRICES SUBJECT TO CHANGE

For Office Supplies, Filing Systems or Privacy and Security Products call Customer Service at: 800.707.5310

FAX THIS ORDER FORM TO: 508.850.5135

WAL-SS-0F-MEDWARE-042209





