
CMS 1450 (UB-04) Claim Form

Field Information

Provider Name                   

Provider Address                

Provider Telephone Number       

Patient Control Number          

Type of Bill                    

Federal Tax Number              

Patient's Name                  

Patient's Address               

Statement Covers Period         

Patient's Date of Birth         

Patient's Sex                   

Admission Date and Hour         

Discharge Hour                  

Condition Codes                 

Diagnosis Codes                 

Procedure Codes                 

Provider's Name                 

Provider's Address              

Provider's Contact Information  

Signature of provider           
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