Sample CMS-1500 Claim Form for Office Billing

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12
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25. FEDERAL TAX I.D. NUMBER SSN EIN | 26. PATIENT'S ACCOUNT NO. 27.ACCEPT ASSIGNMENT? |28. TOTAL CHARGE 29. AMOUNT PAID __ |30. Rsvd. for NUUCC Use

(For govt. claims, see back)
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31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION
INCLUDING DEGREES OF CREDENTIALS 33. BILLING PROVIDER INFO & PH # ( )
(I certify that the statements on the reverse
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Gilead Sciences, Inc. cannot guarantee payment of any claim. Coding, coverage, and reimbursement may vary significantly by payer, plan,
patient, and setting of care. Actual coverage and reimbursement decisions are made by individual payers following the receipt of claims. For
additional information, customers should consult with their payers for all relevant coding, reimbursement, and coverage requirements. It is the sole
responsibility of the provider to select the proper code and ensure the accuracy of all claims used in seeking reimbursement. All related services
must be medically appropriate and properly supported in the patient’s medical record.
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