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HEALTH INSURANCE CLAIM FORM

AFPPROVED BEY MATIONAL UMIFORM CLAIM COMMITT EE (NUCC) 0242

DISCLOSURE STATEMENT

This is how to use G and Z codes on a CMS

1500 form
referral. Al

to indicate a full SDoH screening and
| codes submitted must meet medical

coding and documentation standards.
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READ BACK OF FORM BEFORE COMPLETING

& SIGNING THIS FORM.
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