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LN this information to 1dentify the casei
N I B e L s Y T

Debtor 1 RECEWED
Debtor 2

(Spousa, if fiing) OCT 1 5 2”19

United States Bankruptey Court for the: District of

Case number BMC GRO UF

Official Form 410
Proof of Claim 04119

Read the instructions befare filling out this form. This form is for making a claim for paymentin a bankruptcy case. Do not use this form to
make a requost for paymaont of an administrative expense, Make such a request according to 11 U.S.G. § 503.

Filers must leave out or redact information that is entitled to privacy on this form or on any attached documents, Attach redacted copies of any
documents thal support the claim, such as promissory noles, purchase orders, invoices. ilemized slatements of funning accounts, contracts, judgments,
margages, and security agreements, Do not send original documents: they may be destroyed afler scanning. If the documents are not available,
explain in an allachment,

A person who files a fraudulent claim could be fined up to $500,000, imprisoned for up to 6 years, or both. 18 U.S.C. §§ 152, 157, and 3571.

Fill In all the information about the claim as of the date the case was filed. That dato is on the notice of bankruptey (Form 309) that you received,

Identify the Claim

ey Sl Amecipoth Trdianapo lis. Pc :

Name of the current'ereditor (the persen or entity to be pald for this claim) *

Other names the credilor used wilh the debtor

2. Hasthisclimbeon g4
acquired from 0 g
somoone clse? Yes. Fromwhom?
3. Where should notices Where should notices to the creditor be sent? Where should payments to the creditor be sent? (if
and payments to the ; different)
creditor be sent? ! A T2 :
flme C\ pOxfCl}\ dinduaragolis zDC,
Federal Rule of Mame 1 1 Name
Bankruptey Procedure A ) ' A
! ('RBP) 2002(g) 12179 COILKMLZOV} quR( D{‘
Number Streot Number Street
Chacuon T (e0Le9 D
el
City aq State ZIP Code City Slate ZIP Cade
Contact phane 31‘ —) ~ (_975 —_g O?J Conlact phone

Caonlact emalf 1-” I"U«f Ne/ @ Cane f‘l Pm .Cg;ﬁgllgl/n&il

Uniform claim identifier for eloctronic payments in chapter 13 (if you use one):

4. Does this claim amend  [Fno

ono already filed? 0 ves. Claim number on court claims registry (if known) Flled an

MM 7DD 1 YYYY

5. Do you know if anyane ﬁ‘No

clse has filod a proof (] e arlier filing?
of claim for this claim? TR VAR SRS

FMHA POC

Official Form 410 Proof of Claim [P mmEn page 1
00246
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Give Information About the Claim as of the Date the Casa Was Filed

6. Do you havo any number [J no
you use to ldentify the . (] ey, Last 4 dights of the debtor's account o any number you use to ldentify the debtor:

debtor? Woile HVs OSF A/gZC}7$75: 05r=4€2_9787(a, oS+ 4/((4774(72_3__

7. How much is tho claim? S 3 & ‘D.) - DD . Doces this amount include interest or othor charaos?

&8 00 B ne Thtere<t o7 ofthor
;Z {7 4.) 00 O ves. Attach statement itemizing interest, fees, expenses, or other

= O charges reguired by Bankrupicy, Rule, 3001(c)(2)(A).
121.00 / = 321320 el are tloem taeme

!8. What Is the basis of the  Examples: Goods sold, money loaned, lease, services performed, personal injury or wrongful death, or credit card.
talm?

. caim Altach redacted copies of any documents supperting the claim required by Bankruptcy Rule 3001(c).

Limit disclosing information that Is entitled Lo privacy, such as health care Information.

Services, Perﬁrar e of

9. 1s all or part of the clalm éNo
socured? O Yes. The claim is secured by a lien on properly.

Nature of progerty:

O Real estate. Ifthe claim is secured by the debtor’s principal residence, file a Mortgage Proof of Glaim
Attachment (Official Form 410-A) with this Proof of Claim.
O notor vehicle
Other. Describe;

Basis for porfoction:

Altach redacted coples of documents, if any, that show evidence of perfection of a security interest (for
example, a mortgage, lien, certificate of tille, financing statement, or other document that shows the llen has
been fited or recorded.)

Value of property: $

Amount of the claim that Is secured:  §

Amount of the claim that Is unsecurod: §. (The sum of the secured and unsecured
amounts should match the amount in line 7.)

Amount nocessary to curo any dofault as of the date of the potition:  §

Annual Interost Rate (when case was filed) %

0 Fixed
CJ veriable

10. Is this claim based on a VS‘NO
leaso?
O ves. Amount necessary to cure any dofault as of the datoe of the potition, S

11. Is this claim subjoct to a éNo
right of sotoff?
Q ves. tdentify the property:

Official Form 410 Proof of Claim - page 2
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1

11 U.S.C. § 507(a)?

A claim may be partly
priority and partly
nonpriarity. For example,
in some categories, the
law limits the amount
entitfed to pricrity.

12.Is all or part of tho claim
ontitled to priority undor

Ao
Q Yes. check one: Amount entitled to priority
0O pomestic support obligalions (Including alimony and child support) under
11 U.8.C. § 507(a)(1)(A) or (a)(1)(B). $

a Up lo §3,025" of deposits toward purchase, lease, or rental of property or services for
personal, family, or household use, 11 U.S.C. § 507(a)(7).

Q Wages, salaries, or commissions (up 1o $13,650%) eamed within 180 days before the

bankruptey petition Is filed or the debter’s business ends, whichever is earlier.
11 U.S.C. § 507(a)(4).

this proof of claim must
sign and date it
FRBP 8011(b).

If you file this claim
eleclronically, FRBP

} 6005(a)(2) authorizes courts
; lo establish local rules
spacifying whal a signature
is.

A porson who fllos a
fraudulent claim could be
fined up to $500,000,
imprisonaed forup to §
yoars, or both,

18 U.S.C, §§ 162, 157, and

3571.
Executed on dale
M7 DD 1 YYYY
IN /j (o}
Signature J
Print the namo of the person who s completing and signing this claim:
—
Name ﬁ){ J’YLQ/{A, -~ ' D W
First name Middle name . Last name
Tie WIS SUgerV SOy
Company ey DM/\_ :Q\A/Lﬂm D/)/&Q 'IDC
identily the corperate'sarvicer as the company If the autharized dhent is a sericar.
Address 26560 N. SChaddand Averq_
Number Street
219
City State 2iP Code
comserons_B17- 75 EOLS e U@ Cngripa
| -

O Taxes or penaltles owed to governmental units, 11 U.S.C. § 507(a)8). 3
QO contributions to an employee benefit plan. 11 U.S.C. § 507(a)(5). S
O other. Spacify subsection of 11 U.S.C. § 507(a)(_) that applies. S
* A ts are subjoct to adjustment on 4/01/22 and every 3 yaars aftor that for cases begun on or after the date of adjustment,
Sign Below
The porson completing Check the appropriate box:

Kl | am the credilor.

O 1am the creditor's attorney or authorized agent,

0O 1 amthe trustee. or the debtor, or their authorized agent, Bankruptcy Rule 3004,
Q 1ama guarantor, surety, endorser, or other codebtor, Bankruptcy Rule 3005,

| understand that an authorized slgnéture on this Proof of Claim setrves as an acknowledgment that when calculating the
amount of the claim, the creditor gave the debter credit for any payments received toward the debt.

| have examined the information in this Proof of Claim and have a reasonable belief that the information is true
and correct.

| declare under penalty of perjury thal the foregoing Is true and correct,

Officlal Form 410

Proof of Claim page 3
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SIHOC
(=% PO BOX 1787
HEALTH INSURANCE CLAIM FORM COLUMBUS, IN 47202-1787
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12 DEMAND
T ]PIcA INDPTUOdA [
1. MEDICARE MEDICAID TRICARE CHAMPVA OTHER| 1a. INSURED'S 1.D. NUMBER (For Program in ltem 1)

D{Msdﬁcar&#} D (Medicaid#) |___| (ID#DoD#) |:]

(Member ID#) |:| (104)

ROUP
HEALTH PLAN

D BLK LUNG DXD#)

000694958401

2, PATIENT'S NAME (Last Name, First Name, Middle Initial)

FISCHESSER,REBECCA A

3. FATIENT‘S BIF‘TH DATE

Ly ssu[]

[

4. INSURED'S NAME (Last Name, First Name, Middle Initial)

FISCHESSER, REBECCA A

5. PATIENT'S ADDRESS (No., Street)

2054 W GLENBROOK DR

6. PATIENT RELATIONSHIP TO INSURED

Selt [Pépousalj cnwd|:| OlherD

7. INSURED'S ADDRESS (No., Stree)
2054 W GLENBROOK DR

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

c. RESERVED FOR NUCC USE

a. EMPLOYMENT? (Current or Previous)

YES

b. AUTO ACCIDENT?

D YES

c. OTHER ACCIDENT?

I:' YES

[ o

PLACE (State)

(o,

[ Jo

cITY STATE | 8. RESERVED FOR NUCC USE CITY STATE
CONNERSVILLE IN CONNERSVILLE IN
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)
47331-9681 { 7ep-309~1733 47331-9681| ( 76p-309-1733
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
FAYHSP

a. INSURED'S DATE OF BIRTH

M%SD%J}? Y

58

SEX

Ml LK

b. OTHER CLAIM ID (Designated by NUCC)

c. INSURANCE PLAN NAME OR PROGRAM NAME

STHO

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[Jves [ Ko

If yes, complete items 8, 9a, and 9d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
1o process this claim. | also request payment of govemment benefits either to myself or to the party who accepts assignment

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

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

helow. SIGNATURE ON FILE 10/02/18 SIGNATURE ON FILE
SIGNED DATE SIGNED —_— T
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM DD YY 1 MM DD Yy MM DD YY MM oD YY
QUAL. QUAL. [ FROM TO
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 1B. HOSPITALiZATiON DATES RELATED TO CUHRENT SEF!\.'ICES
DN PETER NICHOLAS RIGAS ITIuw wei| 1871715011 | FROM L O O 21 8 TO !
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
[[Jves [ Ko |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L 1o service ine below (24) o o O 22. RESUBMISSION
= | CODE ORIGINAL REF. NO.
L__CJQ B. (7 D. | |
E E G i 23. PRIOR AUTHORIZATION NUMBER
e j - I 3 W e ———
I & K. ) 15D1052105
24. A. _ DATE(S) OF SERVICE B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. [ J; =
From To PLACE OF| (Explain Unusual Circumstances) DIAGNOSIS 08;5 Fﬂ 1D. RENDERING 9
MM DD ¥Y MM DD YY |SERVICE| EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS Plan | QUAL. PROVIDER ID. # !;
R =
10 02 1¢ 21 N| 88331 26 | A | 918003 we | 1932403946 |
| e z
| + 1 | [ 4 | I i A N £
o |
: , PR R O e e o
| | | B 1 | I | [ e 2
7]
R e g L e L O N R e WS R el @
| | I l | il A . R S
- Z
<
| ' \ | o e e R T R T N —
L I I I L l ! 3 1‘ ] l : I I NPI %
S
: ; . : : ‘ : e e i b e e s T
A | 1 ¥ P o] | | [ne 3
25. FEDERAL TAX |.D, NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27 @Cr%z?vleﬁrﬁss'sGGEMC NT? |28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
35-2037910 DD( 05F48297875 ES NO S 9183.0(: S i
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO&PH# (866Y 635-1917
i it i e ST VINCENT HOSPITAL AMERIPATH INDIANAPOLIS, PC
ENDREW “THOMAB'STCHUBECK2001 W 86TH ST 13179 COLLECTION CENTER DR
10/08/19 INDIANAPOLIS, IN 46260 CHICAGO, IL 60693-0131
S|G&§18—4l247 . a. |b. a.1942374517[b. v
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 (02-12)



BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY APPLICABLE PROGRAMS,

NOTICE: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information may bs gullty of a
criminal act punishable under law and may be subject to civil penalties.

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND TRICARE PAYMENTS: A patient's signature requests that payment be made and authorizes release of any information necessary to process the claim and certifies that
the information provided in Blocks 1 through 12 is true, accurate and complete. In the case of a Medicare claim, the patient’s signature authorizes any entity to release to Medicare medical
and nonmedical information and whether the person has employer group health insurance, liability, no-fault, worker's compensation or other insurance which is responsible to pay for the
sarvices for which the Medicare claim is made. See 42 CFR 411.24(a). If item 9 is completed, the patient’s signature authorizes release of the information to the health plan or agency shown.
In Medicare assigned or TRICARE participation cases, the physician agrees to accept the charge determination of the Medicare carrier or TRICARE fiscal intermediary as the full charge and
the patient is responsible only for the deductible, coinsurance and non-covered services. Coinsurance and the deductible are based upon the charge determination of the Medicare carrier or
TRICARE fiscal intermediary if this is less than the charge submitted. TRICARE is not a health insurance program but makes payment for health benefits provided through certain affiliations
with the Uniformed Services. Information on the patient’s sponsor should be provided in those items capticned in “Insured”; i.e., items 1a, 4,6, 7,9, and 11.

BLACK LUNG AND FECA CLAIMS
The provider agrees to accept the amount paid by the Government as payment in full. See Black Lung and FECA instructions regarding required procedure and diagnosis coding systems.

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, TRICARE, FECA AND BLACK LUNG)

In submitting this claim tor payment from federal funds, | certify that: 1) the information on this form is true, accurate and complete; 2) | have familiarized myself with all applicable laws,
regulations, and program instructions, which are available from the Medicare contractor; 3) | have provided or will provide sufficient information required to allow the government to make an
informed eligibility and payment decision; 4) this claim, whether submitted by me or on my behaif by my designated billing company, complies with all applicable Medicare and/or Medicaid
laws, regulations, and program instructions for payment including but not limited to the Federal anti-kickback statute and Physician Self-Referral law (commonly known as Stark law); 5) the
services on this form were medically necessary and personally furnished by me or were furnished incident to my professional service by my employee under my direct supervision, except as
otherwise exprassly permitted by Medicare or TRICARE; 8) for each service rendered incident to my professional service, the identity (legal name and NPI, license #, or SSN) of the primary
individual rendering each service is reported in the designated section.For services to be considered "incident to" a physician's professional services, 1) they must be rendered under the
physician's direct supervision by his/her employee, 2) they must be an integral, although incidental part of a covered physician service, 3) they must be of kinds commonly furnished in
physician's offices, and 4) the services of non-physicians must be included on the physician's bills.

For TRICARE claims, | further certify that | (or any employee) who rendered services am not an active duty member of the Uniformed Services or a civilian employee of the United States
Government or @ conlract employee of the United Slates Government, either civilian or military (refer to 5 USC 5536). For Black-Lung claims, | further certify that the services perfarmed were
for a Black Lung-related disorder.

No Part B Medicare benefits may be paid unless this form is received as required by existing law and regulations (42 CFR 424.32).

NOTICE: Any one who misrepresents or falsifies essential information to receive payment from Federal funds requested by this form may upon conviction be subject to fine and imprisonment
under applicable Federal laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, TRICARE, FECA, AND BLACK LUNG INFORMATION (PRIVACY ACT STATEMENT)
We are authorized by CMS, TRICARE and OWCP to ask you for information needed in the administration of the Medicare, TRICARE. FECA, and Black Lung programs. Authority to collect
information is in section 205(a), 1862, 1872 and 1874 of the Social Security Act as amended, 42 CFR 411.24(a) and 424.5(a) (6), and 44 USC 3101;41 CFR 101 et seq and 10 USC 1079
and 1086; 5 USC 8101 et seq; and 30 USC 901 et seq; 38 USC 613; E.O. 9397.

The information we obtain lo complete claims under these programs is used to identify you and to determine your eligibility. It is also used to decide if the services and supplies you received
are covered by these programs and 1o insure that proper payment is made,

The information may also be given to other providers of services, carriers, intermediaries, medical review boards, health plans, and other organizations or Federal agencies, for the effective
administration of Federal provisions that require other third parties payers to pay primary to Federal program, and as otherwise necessary to administer these programs. For example, it may
be necessary to disclose information about the benefits you have used to a hospital or doctor. Additional disclosures are made through routine uses for information contained in systems of
records.

FOR MEDICARE CLAIMS: See the notice madifying system No. 09-70-0501, titled, ‘Carrier Medicare Claims Record,’ published in the Federal Register, Vol. 55 No. 177, page 37549,
Wed. Sept. 12, 1990, or as updated and republished.

FOR OWCP CLAIMS: Department of Labor, Privacy Act of 1974, “Republication of Notice of Systems of Records,” Federal Register Vol. 55 No. 40, Wed Feb. 28, 1990, See ESA-5, ESA-6,
ESA-12, ESA-13, ESA-30, or as updated and republished.

FOR TRICARE CLAIMS: PRINCIPLE PURPOSE(S): To evaluate eligibility for medical care provided by civilian sources and to issue payment upon establishment of eligibility and
determination that the services/supplies received are authorized by law.

ROUTINE USE(S): Information from claims and related documents may be given to the Dept. of Veterans Affairs, the Dept. of Health and Human Services and/or the Dept. of Transportation
consistent with their statutory administrative responsibilities under TRICARE/CHAMPVA,; to the Dept. of Justice for representation of the Secretary of Defense in civil aclions; to the Internal
Revenue Service, private collection agencies, and consumer reparting agencies in cannection with recoupment claims; and to Congressional Offices in response to inquiries made at the
request of the person to whom a record pertains. Appropriate disclosures may be made to other federal, state, local, foreign government agencies, private business entities, and individual
providers of care, on matters relating to entittement, claims adjudication, fraud, program abuse, utilization review, quality assurance, peer review, program xniegmy third-party liability,
coordination of benefits; and civil and criminal litigation related to the operation of TRICARE.

DISCLOSURES: Voluntary; however, failure to provide information will resull in delay in payment or may result in denial of claim. With the one exception discussed below, there are no
penalties under these programs for refusing to supply information. However, failure to furnish information regarding the medical services rendered or the amount charged would prevent
payment of claims under these programs. Failure to furnish any other information, such as name or claim number, would delay payment of the claim. Failure to provide medical information
under FECA could be deemed an obstruction.

It is mandatory that you tell us if you know that another party is responsible for paying for your treatment. Section 1128B of the Social Security Act and 31 USC 3801-3812 provide penalties
for withholding this information.

You should be aware that P.L. 100-503, the “Computer Matching and Privacy Protection Act of 1988", permits the government to verify information by way of computer matches.

MEDICAID PAYMENTS (PROVIDER CERTIFICATION)
| hereby agree to keep such records as are necessary lo disclose fully the extent of services provided to individuals under the State’s Title XIX plan and to furnish information regarding any
payments claimed for providing such services as the State Agency or Dept. of Health and Human Services may request.

| further agree to accept, as payment in full, the amount paid by the Medicaid program for those claims submitted for payment under that program, with the exception of authorized deductible,
coinsurance, co-payment or similar cost-sharing charge.

SIGNATURE OF PHYSICIAN (OR SUPPLIER): | certify that the services listed above were medically indicated and necessary to the health of this patient and were personally furnished by
me ar my employee under my personal direction.

NOTICE: This is to certily that the foregoing information is true, accurate and complete. | understand that payment and satisfaction of this claim will be from Federal and State funds, and that
any false claims, statements, or documents, or concealment of a material fact, may be prosecuted under appiicable Federal or State laws.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1197. The time required to complete this information collection is estimated to average 10 minutes per response, including the time to review
instructions, search existing dala resources, gather the data needed, and complete and review the information collection. If you have any comments concerning the accuracy of the time
estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland
21244-1850. This address is for comments and/or suggestions only. DO NOT MAIL COMPLETED CLAIM FORMS TO THIS ADDRESS.
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ElpEE
' SIHO
[=]%%> PO BOX 1787
HEALTH INSURANCE CLAIM FORM COLUMBUS, IN 47202-1787
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12 DEMAND
TP INDPTUGda [ ||
1. MEDICARE MEDICAID TRICARE CHAMPVA FECA OTHER | 12. INSURED'S |.D. NUMBER (For Program in ltem 1)
D (Medicare#) |:| (Medicaid#) ] (ID#DoD#) D (Member ID¥) |:| }TE!S}”H s D iDs) C DBID#) 00069498401
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3 PATIENT'S BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
FISCHESSER, REBECCA A pg 27 58M|:| FI:IX. FISCHESSER, REBECCA A

5. PATIENT'S ADDRESS (No., Street)

2054 W GLENBROOK DR

6. PATIENT RELATIONSHIP TO INSURED

smlD%pouseD Childl:l OlherD

7. INSURED'S ADDRESS (No., Street)

2054 W GLENBROOK DR

a. OTHER INSURED'S POLICY OR GROUP NUMBER

cITY STATE | 8. RESERVED FOR NUCC USE CITY STATE
CONNERSVILLE IN CONNERSVILLE IN
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)
47331-9681 ( 76;—309—1733 47331-9681| ( 76p-309-1733
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER
FAYHSP

a. EMPLOYMENT? (Current or Previous)

[ Po

D YES

b. RESERVED FOR NUCGC USE

a. INSURED'S DATE OF BIRTH

"8 "27 58

SEX

B Rl

b. AUTO ACCIDENT?

D YES

PLACE (State)

b. OTHER CLAIM ID (Designated by NUCC)
|

@b
¢. OTHER ACCIDENT?

c. RESERVED FOR NUCC USE

[[Jves [ Ko

c. INSURANCE PLAN NAME OR PROGRAM NAME
STHO

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[Jves [ o

If yes, complete items 9, 9a, and 9d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to praocess this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described balow.

»|+— CARRIER —>

PATIENT AND INSURED INFORMATION

balow. SIGNATURE ON FILE 10/02/18 SIGNATURE ON FILE
SIGNED o DATE SIGNED T
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION k
MM | DD YY \ MM | DD | YY MM | DD | YY MM | DD, = YY
; QUAL.| QUAL| ! ! : ! FROM | [ TO ! |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a, 18. HOSPITALIZATION DATES BELATED TO CURRENT SERVICES,
DN PETER NICHOLAS RICAS ITmium] LO/L/ibOlr T o aow™ndonrd e
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
[Jves [ Fo I
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (248) oo T O 22. RESUBMISSION
C02.9 it CODE ORIGINAL REF. NO.
Rl = B. " R —— D. L
E E H o 23, PH::_O; :ADU:‘][-H(C)JEZST:LOS ;UMEER
I 3 K. L,
24. A.  DATE(S) OF SERVIGE B. | C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. B Ml T J. =
From To PLACE OF (Explain Unusual Circumstances) DIAGNOSIS b E,;;anwT 0. RENDERING o
MM DD YY MM DD YY |[SERVIGE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNTS | Pin | QUAL, PROVIDER ID. # E
=
1Q 02 18 ‘ i 23 N[ 8830% 26 i [ A | 445 00 1 ]:,5,’"19676244“4’5'5
| 1 L - w
=
10 02 l? ‘ I | 21 N‘ 88303 26| ]‘ ! l A | 550 OP 2 wer | 1962624445 |«
] ] | 1 I I w
=1
. BEE| St LC R
lQ 02 l$ | | 2} N\ 8830] 26 ‘ A | 11795 OP 3 J NPI 1962624445 %
i A G [ o e e N o
i | o
| - | A | [w 5
: i i AL e e R e e =
1 | 1 | | - L || [ o
=
I I A I 1 &
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 7 CGEPT ASSIGNMENT? | 28 TOTAL CHARGE 29, AMOUNT PAID 30. Rsvd for NUCC Use
35-2037910 DD( 05F48297876 ES NO $ 2174!.0( $ ;
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BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY APPLICABL&PROGRAMS.

NOTICE: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information may be gﬂllly of a
criminal act punishable under law and may be subject to civil penalties.

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND TRICARE PAYMENTS: A patient's signature requests that payment be made and authorizes release of any information necessary to process the claim and certifies that
the information provided in Blocks 1 through 12 is true, accurate and complete. In the case of a Medicare claim, the patient’s signature authorizes any entity to release to Medicare medical
and nonmedical information and whether the persan has employer group health insurance, liability, no-fault, worker's compensation or other insurance which is responsible ta pay for the
services for which the Medicare claim is made. See 42 CFR 411.24(a). If item 9 is completed, the patient’s signature autharizes release of the information to the health plan or agency shown.
In Medicare assigned or TRICARE participation cases, the physician agrees to accept the charge determination of the Medicare carrier or TRICARE fiscal intermediary as the full charge and
the patient is responsible only for the deductible, coinsurance and non-covered services. Coinsurance and the deductible are based upon the charge determination of the Medicare carrier or
TRICARE fiscal intermediary if this is less than the charge submitted. TRICARE is not a health insurance program but makes payment for health benefits provided through certain affiliations
with the Uniformed Services. Information on the patient’s sponsor should be provided in those items captioned in “Insured”; i.e., items 1a, 4, 6, 7, 9, and 11.

BLACK LUNG AND FECA CLAIMS
The provider agrees 1o acceplt the amount paid by the Government as payment in full. See Black Lung and FECA instructions regarding required procedure and diagnosis coding systems.

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, TRICARE, FECA AND BLACK LUNG)

In submitting this claim for payment from federal funds, | certify that: 1) the information on this form is true, accurate and complete; 2) | have familiarized myself with all applicable laws,
regulations, and program instructions, which are available from the Medicare contractor; 3) | have provided or will provide sufficient information required to allow the government to make an
informed eligibility and payment decision; 4) this claim, whether submitted by me or on my behalf by my designated billing company, complies with all applicable Medicare and/or Medicaid
laws, regulations, and program instructions for payment including but not limited to the Federal anti-kickback statute and Physician Self-Referral law (commonly known as Stark law); 5) the
services on this form were medically necessary and personally furnished by me or were furnished incident to my professional service by my employee under my direct supervision, except as
otherwise expressly permitted by Medicare or TRICARE; 6) far each service rendered incident to my prolessional service, the identity (legal name and NPI, license #, or SSN) of the primary
individual rendering each service is reparted in the designated section.For services to be considered "incident to" a physician's professional services, 1) they must be rendered under the
physician's direct supervision by his/her employee, 2) they must be an integral, although incidental part of a covered physician service, 3) they must be of kinds commonly furnished in
physician's offices, and 4) the services of non-physicians must be included on the physician's bills.

For TRICARE claims, | further certify that | {or any employee) who rendered services am not an active duty member of the Uniformed Services or a civilian emplayee of the United States
Government or a contract employee of the Uniled States Government, either civilian or military (refer to 5 USC 5536). For Black-Lung claims, | further certify that the services performed were
for a Black Lung-related disorder,

No Part B Medicare benefits may be paid unless this form is received as required by existing law and regulations (42 CFR 424.32).

NOTICE: Any one who misrepresents or falsifies essential information to receive payment from Federal funds requested by this form may upon conviction be subject to fine and imprisonment
under applicable Federal laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, TRICARE, FECA, AND BLACK LUNG INFORMATION (PRIVACY ACT STATEMENT)
We are authorized by CMS, TRICARE and OWCP to ask you for information needed in the administration of the Medicare, TRICARE, FECA, and Black Lung programs. Authority to collect
infarmation is in section 205(a), 1862, 1872 and 1874 of the Social Security Act as amended, 42 CFR 411.24(a) and 424.5(a) (6), and 44 USC 3101;41 CFR 101 et seq and 10 USC 1079
and 1086; 5 USC 8101 et seq; and 30 USC 901 et seq; 38 USC 613; E.O. 9397.

The information we obtain to complete claims under these programs is used to identify you and to determine your eligibility. It is also used to decide if the services and supplies you received
are covered by these programs and to insure that proper payment is made.

The information may also be given to other providers of services, carriers, intermediaries, medical review boards, health plans, and other organizations or Federal agencies, for the effective
administration of Federal provisicns that require other third parties payers lo pay primary to Federal program, and as otherwise necessary lo administer these programs. For example, it may
be necessary to disclose information about the benefits you have used to a hospital or doctor. Additional disclesures are made through routine uses for information contained in systems of
records.

FOR MEDICARE CLAIMS: See the notice modifying system No. 09-70-0501, titled, ‘Carrier Medicare Claims Record,” published in the Federal Register, Vol. 55 No. 177, page 37549,
Wed. Sept. 12, 1990, or as updated and republished.

FOR OWCP CLAIMS: Department of Labar, Privacy Act of 1974, “Republication of Natice of Systems of Records,” Federal Register Vol. 55 No. 40, Wed Feb. 28, 1990, See ESA-5, ESA-6,
ESA-12, ESA-13, ESA-30, or as updated and republished.

FOR TRICARE CLAIMS: PRINCIPLE PURPOSE(S): To evaluate eligibility for medical care provided by civilian sources and to issue payment upon establishment of eligibility and
determination that the services/supplies received are autherized by law.

ROUTINE USE(S): Information from claims and related documents may be given to the Dept. of Veterans Affairs, the Dept. of Health and Hurman Services and/or the Dept. of Transportation
consistent with their statutory administrative responsibilities under TRICARE/CHAMPVA,; to the Dept. of Justice for representation of the Secretary of Defense in civil actions; to the Internal
Revenue Service, private collection agencies, and consumer reporting agencies in connection with recoupment claims; and to Congressional Offices in response to inquiries made at the
request of the person lo whom a record pertains. Appropriate disclosures may be made to other federal, state, local, foreign government agencies, private business entities, and individual
providers of care, on matters relating to entitlement. claims adjudication, fraud, program abuse, utilization review, quality assurance, peer review, program integrity, thlrd-parly liability,
coordination of benefits; and civil and cnminal litigatien related to the operation of TRICARE.

DISCLOSURES: Voluntary; however, failure to provide information will resull in delay in payment or may result in denial of claim, With the one exceplion discussed below, there are no
penalties under these programs for refusing to supply information. However, failure to furnish information regarding the medical services rendered or the amaunt charged would prevent
payment of claims under these programs. Failure to furnish any olher information, such as name or claim number, would delay payment of the claim. Failure to provide medical information
under FECA could be deemed an obstruction.

It is mandatory that you tell us if you know that another party is responsible for paying for your treatment. Section 11288 of the Social Security Act and 31 USC 3801-3812 provide penalties
for withholding this information.

You should be aware that P.L. 100-503, the "“Computer Matching and Privacy Protection Act of 1988", permits the government to verify information by way of computer matches.

MEDICAID PAYMENTS (PROVIDER CERTIFICATION)
| hereby agree to keep such records as are necessary to disclose fully the extent of services provided to individuals under the State's Title XIX plan and to furnish information regarding any
payments claimed for providing such services as the State Agency or Dept. of Health and Human Services may request.

| further agree 10 accept, as payment in full, the amount paid by the Medicaid program for those claims submitted for payment under that program, with the exception of authorized deductible,
coinsurance, co-payment or similar cost-sharing charge.

SIGNATURE OF PHYSICIAN (OR SUPPLIER}): | certify that the services listed above were medically indicated and necessary to the health of this patient and were personally furnished by
me or my employee under my personal direction.

NOTICE: This is to certify that the foregoing information is true, accurate and complele. | undersiand that payment and satistaction of this claim will be from Federal and State funds, and that
any false claims, statements, or documents, or concealment of a material fact, may be prosecuted under applicable Federal or State laws.

According to the Paperwork Reduction Act of 1995, na persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1197. The time required to complete this information collection is estimated to average 10 minutes per response, including the time to review
instructions, search exisling data resources, gather the data needad, and complete and review the information collection. If you have any comments concerning the accuracy of the time
estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland
21244-1850. This address is for comments and/or suggestions only. DO NOT MAIL COMPLETED CLAIM FORMS TO THIS ADDRESS.
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BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY APPLICABLﬁ,PROGRAMS

NOTICE: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information may be gulltg of a
criminal act punishable under law and may be subject to civil penalties.

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND TRICARE PAYMENTS: A patient’s signature requests that payment be made and authorizes release of any information necessary to process the claim and certifies that
the information provided in Blocks 1 through 12 is true, accurate and complete. In the case of a Medicare claim, the patient’s signature authorizes any entity to release to Medicare medical
and nonmedical information and whether the person has employer group health insurance, liability, no-fault, worker's compensation or other insurance which is responsible 1o pay for the
services for which the Medicare claim is made. See 42 CFR 411.24(a). If item 9 is completed, the patient’s signature authorizes release of the information to the health plan or agency shown.
In Medicare assigned or TRICARE participation cases, the physician agrees to accept the charge determination of the Medicare carrier or TRICARE fiscal intermediary as the full charge and
the patient is responsible only for the deductible, coinsurance and non-covered services. Coinsurance and the deductible are based upon the charge determination of the Medicare carrier or
TRICARE fiscal intermediary if this is less than the charge submitted. TRICARE is not a health insurance program but makes payment for health benefits provided through certain affiliations
with the Unifarmed Services. Information on the patient’s sponsor should be provided in those items captioned in “Insured”; i.e., items 1a, 4, 6, 7, 9, and 11.

BLACK LUNG AND FECA CLAIMS
The provider agrees to accept the amount paid by the Government as payment in full. See Black Lung and FECA instructions regarding required procedure and diagnosis coding systems.

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, TRICARE, FECA AND BLACK LUNG)

In submitting this claim for payment from federal funds, | certify that: 1) the information on this form is true, accurate and complete; 2) | have familiarized myself with all applicable laws,
regulations, and program instructions, which are available from the Medicare contractor; 3) | have provided or will provide sufficient information required to allow the government to make an
informed eligibility and payment decision; 4) this claim, whether submitted by me or an my behall by my designated billing company, complies with all applicable Medicare and/or Medicaid
laws, regulations, and program instructions for payment including but not limited to the Federal anti-kickback statute and Physician Self-Referral law (commonly known as Stark law); 5) the
services on this form were medically necessary and personally furnished by me or were furnished incident ta my professional service by my employee under my direct supervision, except as
otherwise expressly permitted by Medicare or TRICARE; 6) for each service rendered incident to my professional service, the identity (legal name and NP, license #, or SSN) of the primary
individual rendering each service is reported in the designated section.For services to be considered "incident to" a physician's professional services, 1) they must be rendered under the
physician's direct supervision by his/her employee, 2) they must be an integral, although incidental part of a covered physician service, 3) they must be of kinds commonly furnished in
physician's offices, and 4) the services of non-physicians must be included on the physician's bills.

For TRICARE claims, | further certify that | (or any employee) who rendered services am not an active duty member of the Uniformed Services or a civilian employee of the United States
Government ora coniract employee of the United States Governmant, either civilian or military (refer to 5 USC 5536). For Black-Lung claims, | further certify that the services perfarmed were
for a Black Lung-related disorder.

No Part B Medicare benefits may be paid unless this form is received as required by existing law and regulations (42 CFR 424.32).

NOTICE: Any one who misrepresents or falsifies essential information to receive payment from Federal funds requested by this form may upon conviction be subject to fine and imprisonment
under applicable Federal laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, TRICARE, FECA, AND BLACK LUNG INFORMATION (PRIVACY ACT STATEMENT)
We are authorized by CMS, TRICARE and OWCP to ask you for information needed in the administration of the Medicare, TRICARE, FECA, and Black Lung programs. Authority to collect
information is in section 205(a), 1862, 1872 and 1874 of the Social Security Act as amended, 42 CFR 411.24(a) and 424.5(a) (6), and 44 USC 3101:41 CFR 101 et seq and 10 USC 1079
and 1086; 5 USC 8101 et seq; and 30 USC 901 el seq; 38 USC 613; E.O. 9397.

The information we obtain to complete claims under these programs is used 1o identify you and to determine your eligibility. It is also used to decide if the services and supplies you received
are covered by these programs and 1o insure that proper payment is made,

The information may also be given to other providers of services, carriers, intermediaries, medical review boards, health plans, and other organizations or Federal agencies, for the effective
administration of Federal provisions that require other third parties payers fo pay primary to Federal program, and as otherwise necessary to administer these programs. For example, il may
be necessary to disclose information about the benefits you have used to a hospital or doctor. Additional disclosures are made through routine uses for information contained in systems of
records.

FOR MEDICARE CLAIMS: See the notice madilying system No. 09-70-0501, titled, 'Carrier Medicare Claims Record,’ published in the Federal Register, Vol. 55 No. 177, page 37549,
Wed. Sept. 12, 1990, or as updated and republished.

FOR OWCP CLAIMS: Department of Labor, Privacy Act of 1974, “Republication of Notice of Systems of Records,” Federal Register Vol. 55 No. 40, Wed Feb. 28, 1990, See ESA-5, ESA-6,
ESA-12, ESA-13, ESA-30, or as updated and republished.

FOR TRICARE CLAIMS: PRINCIPLE PURPQOSE(S): To evaluate eligibility for medical care provided by civilian sources and to issue payment upon establishment of eligibility and
determination that the services/supplies received are authorized by law.

ROUTINE USE(S): Information from claims and related documents may be given to the Dept. of Veterans Affairs, the Dept. of Health and Human Services and/or the Dept. of Transportation
consistent with their statutory administrative responsibilities under TRICARE/CHAMPVA, to the Dept. of Justice for representation of the Secretary of Defense in civil actions; to the Internal
Revenue Service, private collection agencies, and consumer reporting agencies in connection with recoupment claims; and to Congressional Offices in response o inquiries made at the
request of the person to whom a record pertains. Appropriate disclosures may be made lo other federal, state, local, foreign government agencies, private business entities, and individual
providers of care, on matters relating to entitltement, claims adjudication, fraud, program abuse, utilization review, quality assurance, peer review, program integrity, third-party liability,
coordination of benefits, and civil and criminal litigation related to the operation of TRICARE.

DISCLOSURES: Voluntary; however, failure to provide information will result in delay in payment or may result in denial of claim. With the one exception discussed below, there are no
penalties under these programs for refusing to supply information. However, failure to furnish information regarding the medical services rendered or the amount charged would prevent
payment of claims under these programs. Failure to furnish any other information, such as name or claim number, would delay payment of the claim. Failure to provide medical information
under FECA could be deemed an obstruction.

It is mandatory that you tell us if you know that another party is responsible for paying for your treatment. Section 1128B of the Social Security Act and 31 USC 3801-3812 provide penalties
for withhalding this information.

You should be aware that P.L. 100-503, the “Computer Matching and Privacy Protection Act of 1988", permits the government to verify information by way of computer matches.

MEDICAID PAYMENTS (PROVIDER CERTIFICATION)
| hereby agree to keep such records as are necessary to disclose fully the extent of services provided to individuals under the State's Title XIX plan and to furnish information regarding any
payments claimed for providing such services as the State Agency or Dept. of Health and Human Services may request.

| further agree to accept, as payment in full, the amount paid by the Medicaid program for those claims submitted for payment under that program, with the exception of authorized deductible,
coinsurance, co-payment or similar cost-sharing charge.

SIGNATURE OF PHYSICIAN (OR SUPPLIER): | certify that the services listed above were medically indicated and necessary to the health of this patient and were personally furnished by
me ar my employee under my personal direction.

NOTICE: This is to certify that the foregoing information is true, accurate and complete. | understand that payment and satisfaction of this claim will be from Federal and State funds, and that
any false claims. statements, or documents, or concealment of a material fact, may be prosecuted under applicable Federal or State laws.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB coniral number. The valid OMB control
number for this information collection is 0938-1197. The time required to complete this infermation collection is estimated to average 10 minutes per response, including the time to review
instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have any comments concerning the accuracy of the time
estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland
21244-1850. This address is for commenls and/or suggestians only. DO NOT MAIL COMPLETED CLAIM FORMS TO THIS ADDRESS.





