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DISCLOSURE STATEMENT
This is how to use G and Z codes on a CMS
1500 form to indicate a full SDoH screening and
referral. All codes submitted must meet medical

HEALTH INSURANCE CLAIM FORM

AFPPROVED BEY MATIONAL UMIFORM CLAIM COMMITT EE (NUCC) 0242

coding and documentation standards.
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5. PATIENT'S ADDRESS (Mo., Street)
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READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
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serices described below,
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LAST MODIFIED: May 29, 2024
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25. FEDERAL TAX |.D. NUMEER SSM EIN 26. PATIENT'S AGCOUNT NO) 27. ACCEPT ASSIGNMENT? |28, TOTAL CHARGE 29, AMOUNT PAID | 30, Rsvd for NUCC Use
BE | % |ves NO % q.OO B q.OO i
51 BIGNATURE OF PHYSICI AN OF SUPFLIER 2. SERVICE FACILITY LOCATICN INFCRMATION 33, BILLING PROVIDER INFO& PH# )
INCLUDING DEGREES OF CREDENTIALS TIPQIC Family
{l cerfify that the staternents on the reverse amily Care TIP Healthcare
appyto this bill and are made a part thereof ) 123 Mill Ave 123 3rd St
TIPQIC Tempe, AZ, 85281 Phoenix, AZ, 85004
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NUCC Instruction Manual available at: www. nuce.org PLEASE PRINT OR TYPE APPROVED OWB-U238-112/ FORM 1500 (U212



