STATE OF COLORADO DEPARTMENT OF HEALTH CARE POLICY AND FINANCING|

EPSDT CLAIM

INVOICE/PAT. ACCT NUMBER

1. CLIENT NAME (LAST, FIRST, M.l 2. CLIENT ID NUMBER 3. DATE OF BIRTH 4.SEX
MOIDAYIYR v [ -
5. SCREENING 6. OTHER INSURANCE
N = PERFORMED, NORMAL R = PERFORMED, REFERRED OTHER INSURANCE? [ ves [ ~o
A = PERFORMED, ABNORMAL LEAVE BLANK IF NOT PERFORMED. INSURANCE PAID / DENIED |:| PAID [] DENED
T = PERFORMED, TREATED DATE INSURANCE PAID / DENIED
ITEM INSURANCE COMPANY NAME/ADDRESS
NO. SCREENING ITEMS RESULTS
01 | MEDICAL HISTORY OBTAINED?
02 | PHYSICAL EXAMINATION? INSURANCE POLICY NUMBER
ASSESSMENTS PERFORMED
03 [wvisioN INSURANCE GROUP NUMBER
04 | HEARING
05 | DENTAL POLICYHOLDER NAME / ADDRESS
06 | DEVELOPMENTAL (PHYS. GROWTH/EMOTIONAL DEV./LEARNING)
07 | NUTRITIONAL/GASTROINTESTINAL
08 | CARDIOVASCULAR/RESPIRATORY
09 | GENITAL/URINARY TRACT EMPLOYER NAME
10 | DIABETES
11 | IMMUNIZATION
12 | EDUCATION
13 | OTHER SCREEN
LAB TESTS PERFORMED 7. DIAGNOSIS ICD-9-CM DESCRIPTION
01 |HesHcT JEEEEN
02 |urinaLYsis 2l 111
03 |sickeeceLL sl
04 | BLOOD LEAD 4| | | | | |
05 |78
06 |oTHERLAB IN COLUMN 13, RELATE DIAGNOSIS TO PROCEDURE BY REFERENCE NUMBERS 1, 2, 3, OR 4
8. 9. DATE OF 10. PLACE |11. 12. 13. DIAGNOSIS 14. UNITS  [15. 16.
LINE SERVICE OF PROCEDURE MODIFIER RELATED OF CHARGES COMMENTS
NO. | MO DAY YR | SERVICE CODES 1 2 Pl S| T SERVICE
o] | | | 11|
2| | | | 11|
o) | | | 11|
o] | | L 11|
os| | | | 11|
o) | | | 11|
o] | | L 11|
| | | | 11|
o) | | | 11|
o] | | | 11|
17. NAME PHYSICIAN OR AGENCY DIAGNOSIS RELATED: RELATE DIAGNOSIS IN FIELD 7 TO 21. TOTAL CHARGES 24. RENDERING PROVIDER ID
PROCEDURE BY REFERRING TO NUMBERS 1, 2, 3, OR 4
18. BILLING PROVIDER ID
22. INS AMOUNT PAID 25. REFERRING PROVIDER ID
19. SIGNATURE (SUBJECT TO CERTIFICATION ON REVERSE SIDE) 20. DATE SIGNED | 23. NET CHARGE 26. SUPERVISING PROVIDER ID
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