-Ebg‘m PRIMARY T
O] i
- HIDALGO COUNTY SHERIFFS OFFICE T
HEALTH INSURANCE CLAIM FORM ATTN BUDGET DEPARTMENT <
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC| 02112 PO BOX l228 o
TP EDINBURG, TX 78541 PICA '_'_I_l
t MEDIGARE  MEDKCAID TRICARE CHAMPVA GROUP FECA OTER ] 18 TNSUREDS 1D HUMBER \For Progeam m item 1} &
HEALTH PLAN ey BLF, LUNG l

J-mmwu[ (Mearar ) | j;:moam; |: {Mamber 1D] Dmﬂ [:]rm [Em}v- 471251174 tH
2 PATIENTS NAME (L2 Name Frst Name, Waodie Inal) 3 PATIENTS BiATH DATE SEX 1 INSUAED'S NAME |Laxt Name, Frst Hame, Midde nmall |

MM

] !!!lb!!!hb [ !mu

£ PATIENT RELATIONSHIP TO INSURED

set| %) soouse| | ca[ | omer[ ]

7 INSUREDS ADDRESS [No. Stroet)

| STATE
3
T TELEPHONE [\nciude Area Coce}

% i

8. RESERVED FOR NUCC USE

[STATE
| =
T TELEPHONE {include Area Cocte)

L £ 3

cY

| ZiP CODE

-
* G-
8 QTHER INSURED'S HAME {Last Ner el '#-:e Maktie jrahai 1105 PATIENT'S CONOITION RELATED TO

SLEOMD FOLD ——-
|

(4]0 ! dll
b RESERVED FOR ¥ £, AUTO ACCHDENT? PLACE iState} | D OTHER CLAM ID (Desgnaizd by NUCC)
: §‘\;| ves  [voy
[c RESERVED FORIWIL crrm: ACCIDENT? © INSURANGE PLAN NANE OR PROGRAM NAME |
[ Jves [xjwo :
|

11 INSURED'S POLICY GROUP OR FECA NUMBER

B

SEX

a INSURED'S DATE OF BIRTH
vy

. INSURANCE PLAN NAME OR PROGRAM HAME [10d. CLAIM GODES [Dexignated by NUCC)

d 1S THERE ANQTHER HEALTH BENEFIT PLAN?
D\"ES NO it yes, complets Hems 9 9a and 8d.

PATIENT AND INSURED INFORMATION

" READ DACK OF FOAM BEFORE COMPLETING & SIGNING THIS FORM,
12, PATIENTS OR AUTHORIZED PERSONS SIGNATURE | authones tha release of gny medicll Of SRt IFHIMASGN MOCELLETY

13. INSURED & OR AUTHOAIZED PERSON 5 GIGNATURE | suthonze
paymen! &l medical benelns to ke undersigned physician or suppher fot
sefvices gescribed below

! agwmmdmlmmumpammal;pm-m'.mlaue:mtnmmﬂwwnpmymmmangmm
gl
z T G et . |
Sl sqwep SIGNATURE ON FILE parg L1/28/22 signen _ SIGHATURE ON FILE |
*_ 2
&: 14 DATE OF CURRENT LLNESS INJURY of PREGNANCY iLMP) |15 OTHER DATE 16 OATES PATIENT UNABLE TO WORKX IN CURRENT OCCUPATION -
§lowe, oo o i L Yy bro M 00 Y o M DO Y :
é 17 NAME OF REFEARING PROVIDER OR OTHER SOURCE 17a | 0B| 300666001 ) 8 uosmrahmn%r; onesviismsa 10 CuRﬂEm‘ SERVCES .
5| DH | SOBIA MASIR 7w [we1| 1716139718 FROM 10
£[ 18 ADDITIONAL CLAIM INFORMATION (Demgnatad by NUCC! ~ 120 OUTSIDE LAS? § CHARGES -
5 [(Jves [Hwo
5|21 DIAGHUSE CRNATURE Cf ULLNESS OR WUURY Feale AL 1o service o betow (23E}  op 79 | 22 RESUBMISSION = D
- . 2021 . . nlll ‘ CODE ORIGINAL REF. N
ol N |
£l E . . Z3 PRICA AUTHORIZATION NUMBER
5% ) J 1 = [N S T L
20A DATEIS) OF BEAVICE ™8 | C | D PROCEDURES SERVICES.ORSUPPLIES | E F G. [H] ! J z
From To {PLACE OF | {Expiasn Unusual Circumstances) IDiacNosIs man fees| 1O RENDERING g
My DD vy M 0o vy lsevee| EMG | cPrmpRos WODIFIER | POINTER $ CHARGES uis B2 louaL. PROVIGER 1D. # L
=
1 09 07 221 09/ 07 22011 99213 | | | | |A | §5.00 1.0] L;;,* (7 S ]§
3
2 99’ 07! 22 09 07! 2211 | | 81002 | HI | A | 10.09 1.0| [ya [T7I0I39701Z I-E
3 == | |2
gs 07, 22| 09 07 22| 11 | ] 80305 l ] A | 51).0‘.!I 1.0 | [her | 27100397 TE &
. il 5
. : LR e T
4 a9, 07. 22[ 0% 07 22i 11 | J B5592 |_ ] A | 15.0q 1.0| wm | L7I0L397TT Jo
1 d i =z
51 I
1 i i TR T
= | L 1 | | . | l I | [w B
|E
S A L] i I A x
25 FEDERAL TAX | D NUMEER S5N EMN 26 PATIENTS ACCOUNT HO [27 AECERT AESIGIaERT? |28 26, TOTAL CHARGE 2 AMOUNT PAID |30, Apvd for NUCCuu
454034067 B 2931E34253 gygs o s 140.00 |s !
k1) S':GNA;UNFE;E [?EFGEH\EIC:N ggb Sl:;PL!Eﬁ-- 32 SEAVICE FACILITY LOCA TS TTaFORMATION 133 BILLFG PROVIDER WFO B PR, 8 ( 955) 3!‘3“15’;1‘4
e o e o sl e SOBIA NASIR MD PA | SOBIA NASIR MD PA
2poly 10 s b and are A | 702 W UNIVERSITY DR PO BOX 4290
EEDINBURG TX 785393242 EDINBURG TX 785404290
SOBIA NASIR i
D 2972022 1771043589435 1043588435 b v
NUCC Instruction ManuMl available al: www nuce.org PLEASE PRINT OR TYPE el 1 o2-12)

WCMSE-1500C5-12




APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE {NUCC) 0212 PO BOX 1228
—;—;—l PICA EDINBURG, TX 78541 PICA |_' 1
koA il
1 MEDICARE MEDHCAD TRICARE CHAMPVA GROUP FECA DTHEA | ta INSURED'S | D NUMBER {For Progtam in Hem 1} !
— HEALTH PLAN BLK LUNG [
eccare o1 iteccac 2} [ apeiocon [ istemoer 00 [ 02 [ Juwos [ Jmn | 632707314 |
2 PATIENT'S NAME [Last Name Fust Name Mdle i) [3 PATIENTS BiATH DATE SEX 4 INSUREDS NAME (Last Natme, First Nama, Mdce Tndiall |
| Mg DD oYY
!I!!ll!llllllllllllllllll o[ ] rly |
ATIENTS ADDRESS (Ha . Street) § PATIENT RELATIONSHIF TO INSURED 7 INSURED'S ADDRESS (Ha  Siresty [
CEEETEE sen[ ] syouse [ e ] o] | "
{ciry = STATE | 8 RESEAVED FOR NUCC USE 5315 STATE
i
T TX
I s CODE TELEPHONE (Incluoe Alea Coos) 2 CODE TELEPHONE (incluce Area Code)
" — . ‘ :
1

2
=
=
<L
=
[
O
[Ty
=

8 |
L o a OTHER INSUREDS POLICY OR GROUP Ko S ELBUNYMENT? {Cument or Previous) » WSUREDS DATE OF BIRTH SEX =
§_ Invoice Received By: ' [Jes  [x]no M X |3
“I'o. AESEAVED FOR ﬂmlml"fm . y)ACCIDENT? PLACE (State) | D OTHER CLAIM iD iDesignated by NUCC) la
: Z

lecalved By: [dves  [wlwo || . <

RESERVED FOR NUCT Dn. /WVCCIDENT? ¢ INSURANCE PLAN NAME OR PROGRAM NAME | !i
_on. |t

) g; -- =

d INSURANCE FLATI dy 00%_‘0 Z A TOTES (Desgnated by NUCC] d 1S THERE ANOTHER PEALTH BENEFIT FLAN? e

Dvss [Elrao  yes, complete iiems 9 5a and G .
AEAD BACK OF FORM BEFDRE | CDHPLE‘I'ING & SIGNING THIS FORM, 13 BISUAED S LA AUTHORIZED PERSONS SIGNATURE | authatize
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | suthorte the release ol any medcal Of ofisr informancon necessary paymeant ¢f medcal banelits to 1he undersigned physcian o suppker lor |
wwmumuMIumrmtmidmrwmtummanlnmemummmw satvices descnbed below I
2 , I

2l sonen SIGHATURE ONR FILE DATE 11/28/22 SIGNED SIGHATURE ON FILZ v
b D) N?L?TE DEDCUHRE}Y{‘}' ILLNESS. INJURY. o PREGNANCY (LMPj |18 OTHER DAT-E 1 B - 16 DATES mTlEleéNABLE ;f'(‘lr) WORK IN cuaa&m OEEUPATIO# | -

> v QUAL ouAL | FROM i ?

§ 17 NAME OF REFERRING PROVIDER OA OTHER SOURCE |17 | OB 300666001 18 Hosprra:qmn%ra DATES ‘rRYELATE!J 70 CURRENT SERVCES ;

g| DN | SOBIA NASIR i wei 1710133712 FAOM 10 5

£119 ADDITEONAL CLAI INFORMATION (Desgrated oy N ' o 20 OUTSIDE LABY ~ $ CHARGES |
g [ ]ves no | f
=21 CIAGRDSIS OR NATURE OF ILLNESS O INJUAY Felte A-L to service ine below (29E 22. RESUBMISSION !
Z K0 ind CODE ORIGINAL REF NO |
= R 2031 c 5 |
T ——— R |

E F G H 23 PRIOR AUTHORIZATION NUMBER I

i N ; X L :

24 A DATE(S) OF SERVICE | 8 | € | D PROCEDURES SERVICES ORSUPFUES | E F G A ]! 3 Z
From Ta s C5 | {Explan Unusual Caoumstances | DiIAGHOSIS oars sz 1D RENDERING Q

M4 0D ¥YY__Mm DD Yy | SERY El EMG | CPTHCECS MO R | POINTER 5 CHARGES wils | e [QUAL PROVIDER ID. ¢ :
=

T o9 07! 220 09 07 22( 11 3 5 ' ST LA i 1

2 I 39213 I I A 6%.00 1.0 TTIOL3ITIE
2 <<l oll A l - I L el I LD 2
=

2 09! 07! 22| 09| 07 22[11 | |@&i002 | o & | 1’._:.0r1 PP B 2 L I B =

'z

3| 03! 07 22| 03/ 07 22|11 l 80305 ! i A | so,ocj 1.0 P B2 L L T S o

] I 2
4 i e ; |- abh AT e
09, 07. 221 08 07! 22|11 86592 1 | A 15.00 1.0 wm | DTIOTIFTYE c
|
: ! e ; | . -
«
5 : . ' e ] 5
I - l | ] | | | [= @
z
6 i ¥ e o ——————————— -]
| | | .' , ! [ [am] o
25 FEDERAL TAX D NUMBER 35N EIN 26 PATIENTS ACCOUNT KO a I}&CﬂTﬂﬁSﬂiﬂGﬁMﬂT" 28 TOTAL CHARGE 29 AMOUNT PAID 30 Revd for NUCC usa | |
454034067 Dl_ﬁ 2932E234258 YES HO s 140.00 | |
ET] gzgmgg‘%e ucgs :ré;s AR D?EL:;TAL:_ESH ' 32 GERVICE FAGILITY LOCATION 114 ORMATION 33 BRLING PROVIGER INFO & FA ¢ { 955) 3B3-0714 !
{1 cernly thal the revarse SOBIA NASIR MD PA SOBIA MASIR MD PA
200HY 10 thes b2 thaseot 702 W UNIVERSITY DR PO BOX 4280
EDINBURG TX 785393242 EDINBURG TX 785404230
SOBIA NASIR f MD |
snED 11/29/2022 37643569435 F 15

ElHE]

[=)¥™
HEALTH INSURANCE CLAIM FORM

PRIMARY

HIDALGO COUNTY SHERIFFS OQFFICE
ATTN BUDGET DEPARTMENT

~—————»|4— CARRIER —»

URED'S NAME (Last Name Foul Name, Jbodie intiall

1 1S PATIENTS CONDITION RELATED TO

11 INEURED'S POLICY GROUP QR FECA NUMBER

NUCC Instruction Manual available at www.nucc.org
WCMS-1500C5-12

B Sy
PLEASE PRINT OR TYPE

7 1043589435 B
D 0938-1197 1500 (02-12)



EFE

L | | : ] | [ 7N A

l . | | T
35 FEDERAL TAX 10 NUMBER SSN EIN 26. PATIENTS ACCOUNT NO. 21 ACCEPT Assmuam 28 TOTAL CHARGE | 29 AMOLINT PAD [30. Pisws for NUCC use |

454034067 [[® | 2929E34233 [Kves [ w0 s 140,00 | ’ :
31. SIGNATURE OF PHYSICIAL LER 32 SERVICE FATILITY LOCATION INFORMATION "33 BILLING PAOVIDER FO A PH # ( 956} -

e ol e} SOBIA NASIR MD PA | SOBIA NASIR MD PA

spply 1 his bil and are made A £t theveot | 702 W UMIVERSITY DR BO BOX 4290
EDINBURG TX 785393242 EDINBURG TX 785404290
SOBIA NASIR M ]

. 11/29{)3%22 = 1043589435 |h [a 1043589435 tb. .v___
MUCC Instruction Manual avallable al. www.nucc.org PLEASE PRINT OR TYPE Al 0938-1197 1500 (02-12)

WCMS-1500C5-12

PRIMARY T
] i
* HIDALGO COUNTY SHERIFFS OFFICE T
HEALTH INSURANCE CLAIM FORM ATTN BUDGET DEPARTMENT c
APPROVED BY HATHONAL UNIFOAM GLAM COMMITTEE (NUCC) 02h2 PO BOX 1228 o
—1PIcA EDINBURG, TX 78541 PICA —-—li
| | L
T MEDICARE MEDICAID TRAICARE CHALIFVA GROUP FECA OTHER | 1a. INSUIREDS LD NUMBER {For Program n Bom 1) [
, . HEALTH PLAN
iMecicaro #)] | (Meccaxs #1 [ D :000) [ ] ivemoer 01 [ i04) C| e 3 g | 535343019 .
2. PATIENTS NAME {Lsst Hame. Fiat Name, Mada inasi) 3 PATIENTS BITH DATE SEX 4 INSUREDS NAME {Last Hame, First Nama Mol Inial) |
5. PATIENTS ADDRESS {hg  Street) 6 PATIENT RELATIONSHIP 10 INSURED 7. INSURED'S ADDRESS (No., Svem)
ey ci ] smae ] ] oom[ ]
cl ISTATE |8 RESERVED FOR NUCG USE STATE z
- o
T4 | TX | =
ZPCODE T | TELEPHONE [inciude Aies Coot) i ZIF CODE TELEPHONE (ciud Atea Coda) ! §
E o - L ( 8
9 OTHER INSUREDS NAME (Last Name. Fret Name. Mudle Ireteal) 130 1S PATIENTS CONDITION RELATED 10 1t INSUREDS POLICY GROUP DR FECA NUMBER i L
3 o
|
g a OTHER INSUREDS POLICY M A0, JF TIUMEER | 8 EMPLOYMENT? [Cufrent or Previous| 2 INSUREDS DATE OF B7H SEX I c
= MR F '3
: O @ O |8
b AUTO ACCIDENT? PLACE (Statay | D OFHER CLAM ID [Designated by HUCC) =
[(ves [wo : |2
q (a ¢ OTHER ACCIDENT? £ INSURANCE PLAN NAME OR PROGRAM NAME g : E
g Ee [(dves  [x]wo j
L A7is . E
d INSU E p'Ll ﬁﬂ"l’ S et ?'2!517‘002'0 Hl‘um CODES (Desgrunied t7y NUCC) 0 15 THEAE ANOTHER HEALTH BENEFTT PLAN? g
DYES NO ¥ yes. compiete ilems § Ga and 5
READ BACK OF FORM BEFOAE COMPLETING & SIGNING THIS FORM 13 INSURED'S OF AUTHORIZED FEASON'S SIGNATURE 1 authorize
12 PATIENT'S OR AUTHORIZED PERSON S SIGHATURE | authonza the rakease of any mecheal of other mitrmatbon necessary paymenl of medwcal benehity It the undersigned physcan of supplter for
gg:uuwsc!mlm:wmmmmmumummmunhnmymmw £8nnCOS Cascnbed below
(4
Er
z
] £ FILE 11/29/322 E ] |
8| gouep_ SIGNATURE ON FILZ L | sinep _SIGHATURE ON FILE 1l
| b e — e e
(14" DATE OF CURRENT RANESS INJURY. o PREGRANCY (LK=} |15 OTHER DATE 16 DATES PATIENT UNABLE TQ WORK IN CURRENT OCCUPATION ="
£l UMM, Do, oYY p MR, DD, Y MMDD oYY M4, DD, YY
' ' QUAL ' |ouaL ) i ‘ FROM 0
£[17 NAME OF REFERAING PROVIDER OR OTHER SOURCE T17a LOBJ 300668001 18 HOSPITALIZATION DATES RELATED 70 GURRENT SERVICES 1
BE s T e e A e e R e e e e e MM Do vy £ ] Yy
5| C¥ | SOBIA NASIR [ [Ne 1710139722 FROM 1 10 [
£[16 ADDITIONAL CLAIM INFORMATION (Dwrigraied by NUCC) 21 OUTSIDE LAB? % CHARGES |
= -— r— {
: (s [Hno | |
= [ 21 DIAGHOSIS OR NATURE OF ILLNESS OR INJUAY Raiaia AL 1 service na betow (Z1E Fa 22 RESUBMISSION
4 2021 @8 cowaC CODE ORIGINAL REF NO
b W
7 O B i S B L. cL o |
£l F i Gl " |2 PRIOR AUTHORIZATION NUMBER
X i | J Lo L
23 A DATE(S) OF SETWICE B[ C | § PROCIDURES SCAVICES ORSUPPLES | E F R T ) ] 2
From 1o PLACE OF (Explan Urgual Cymmetances) | IAGNOSIS ngg grsat i RENDERING | Q
MW DD had M DD vy | SERVEE | EMG CRTHOPCS | WOCLFER | POINTER § CHARGES wers | o |QUAL PROVIDER ID # :
=
1 09: 06! 22 03 06 22/ 11 | [ 29213 | 0 1 | |A | 69.09 1.0 35 [TTT i =
B - L . i i [T
) 06, 22 ' ! : Fe TITIOI3gIZ
09 065 2.-.| o9 06. 22| 11 | | 81002 l i ; | A l T.Q.OE’ 1-0[ wey | 171 .ﬁ
: ‘ J—rn-rm l 3
3| a9 06 22| 03/ 06' 22/11 | | 80305 | | LA 50.00 1.0 [jp |T7I0TITIZOCCC g
' : _i_ «
i o e
4 09. 0&. 22| 09 038 22| 11 | | 86592 I H | A } 15.Dq 1+0| wet | LTIOFFITIZ Q
5 ! i : z
I
5 5
7
>
6 x
o




o
-Eb E PRIMARY T
B &

. HIDALGO COUNTY SHERIFFS QFFICE T
HEALTH INSURANCE CLAIM FORM ATTN BUDGET DEPARTMENT T
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC] 02112 PO BOX 1228 (3
[TTPes EDINBURG, TX 78541 Pea T
™ MEDICARE  WEDICADD TRICARE CHANIPVA GROUP FECA OTEA | ta INSUREDS 1D NUMBER {Fox Program m ham 1}

; HEALTH PLAN BLK LUNG
iMeccare #)] | edcan #1 [ i0#DoD1) [ ] dorow 101 [ ] fi0s) [ Juon 1 #os | 629508566
2 PATIENT'S NAME (Lest Mams Frrst Hame, Modle intal] 3 PATENTS BATH DATE SEA 4 INSURED'S NAME {Last Hame, Firsi Name, Mcde Inbal|
5. PATIENT'S ADDRESS flo  Sreal, & PATIENT RELATIONSHIP TO INSURED 7 INSUREDS ADDRESS (Na_ Sueel)

TS o [ somen| ][] oow || | GRS
ciTy STATE | 8 RESERVED FOA NUCC USE cY TSTATE =
. . o
X [[esmn | rX =
CODE [ TELEFHOME [incuoe Atea Cods] | 2P CODE TELEPHONE (tnclude Aren Cace} ! g
i : T
;‘ -~ | {.——- } } S T E
| [ OTHER INSURED'S NAME (L251 Hame Fiss Hame. Modie Indiall 10 IS PATIENTS CONDITION RELATED TO 11 INSURED'S POLICY GROUP GR FEGA NUMBER N
5 2
G| OTHER INSURED'S POLICY OR GROUP NUMBER B EMPLOYMENT? (Cument o Pravious| Tﬁ's‘un'sps DATE GF BiATH SEX T

. M| = F
: PO.# o L' . @ " g
> Y RVBlEF s caived By: PLACE iStatg) | © OTHER CLAIM 1D [Designated by NUGC) 2
' if 8 4 ) : : B Clves  [dwo J . .
F = | = OTHER ACCIDENT? ¢ INSURANCE PLAN NAME OR PROGRAM NAME b
1 7]
- 14 on. G 1 D : [lves [ B E
PRI (1T o /.8, Tt o’ e 3 704 CLAW CODES [Owegraisd by NUCC) d 78 THERE ANGTHER HEALTH BENEFIT PLANT =
I 4u-002-0-33!

DYES ND ¥ yes, complers tems 9, 9a and 94

12, PATIENTS OR AUTHORLIZED PERSONS SIGNATURE 1 authorize the releass of any medeal or oiher nformaton necessary
1 procesy s cam | 2iso request payment of gaveiTener banefis e«her 1o mrysalt o 1o the party who accests assgnment

13 [NSUREDS OR AUTHORIZED PERSONTS SIGNATURE | avthanze
paymen) of medical benalits 10 the undersighed physician o supplier fod
SBPCES desCTibed Delow

2
S ATHR r - 1 / = 5 = = -
; S1GHED SIGHATURE ON FILE DATE 11/29/722 SIGNED SIGNATURE Ol FILE |
p— e e e e T e ——
[ 14 DATE OF CURKENT ILNESS, INJURY, or FREGNANCY (LIAP) |15 QTHER DATE 16 DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION -
£ MM DD vy i M DD, YV MY, DD 4] MU, DD v
s OUAL 1QUAL ' [ FROM [ i 0
Z[17 NAME OF REFERRING PROVIDER OR OTHER SOURCE | 17a, [ 08 300666001 18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
= R T Loty Lt b e MM po Y¥ MM Db Yy
5| DU SOBIA NASIR [17p |wPi| 1710333712 FROM ' TO
2[10 ADDITIONAL CLAIM INFORMATION |Desgnated by HUCC 20. OUTSIDE LAB? 5 CHARGES
=] i
3 ves [Mwo | ,
§i| 2! DUAGHOSIS O NATURE OF ILLNESS OR LAY Feils AL 1D servce ne below (2461 0y 10 | 122 RESUBMISSION {
N 7321 W CODE ORIGINAL REF HO
ALZEREE el e D i
£ FL o . 21 PRIOA AUTHORIZATION NUMBERA !
hd |
ol e 4k = L8 s L - |
24 A DATE(S) OF SERVICE I8 | € | D PROCEDURES SERVICES, OR SUPPLIES E F G [H] I | =2
From To lrce o {Explan Unusual Coasmstances DIAGNOSIS | oars |?s..ﬂr 1D RENDERING |2
| M4 BD  v¥ MM DD Yy [SERACE]| EMG | CPTHOPLS ¢ MODIFIER POINTER § CHARGES | urs = aua PROVIDER ID ¢ E
| =
’ - . i 1 e a T B s
1 oo 07 2 09 071 2311 | 99213 [A | §5.00 1.0\ [ I7I0T387T2 5
2 05 07 23 08 07! 2311 [ 8002 | & 1 i ta | 10,09 1.0| [ TI7I0N3STIZ 7 |g
] | 1 i | i L1 c | W
- I
3 09 07 22 0y 07 2211 | 80305 | | B 50.09 1.0) |5 I7I0TI9TTZ-~——- ‘e
Ea L e e o«
4 09 07 22 o8 07 2311 | Bess2 | ooba ] 15.00 1.0 [y [ T7I0T39712 ]_o
. { Z
=X
5 i ] ] 1 L e o o o o | a
| ) | - || [ E
e R —11 z
6 : ; . | | ‘ | | ! NP} =
25 FEDEWAL TAX |0 HUNGER 55N EIN 26 PATIENTS ACCOUNT KO 27 AGCEFT AGSIGNMENT) [ 28, TOTAL CHARGE 23 AMOUNT PAID |30 Rrvd for NUCC usa |
|F.1§M TSAUTSE. B0 BT}
454034067 3 2933E34260 [Fves [ ]uo s 140.00 |4
31, GIGNATURE OF PRYSICIAN g SgPRLIER 33 CERVICE FACILITY LOCATYON INFORMATRIH

INCLUDING DEGREES OR SOBIA NASIR MD PA

') 702 W UNIVERSITY DR
EDINBURG TX 785393242

appiy 10 ua D and ar

SOBIA NASIR M

E9 BALLING FAOVIOEA WMFO B 71 { 955} T83-0714
| SOBIA MNASIR MD PA
| PO BOX 4290

. EDINBURG TX 785404280

SIGNED t /294%?___22 s 1043589435 [t

[}

NUCC Instruction Manual available al. www.nucc.om PLIEASE PRINT OR TYPE
WCMS-1500C5-12

s+ 1043589435 I | w
) VED OMB 0938-1197 1500 (02-12)



)
ElsiE PRIMARY T
0] &
- HIDALGO COUNTY SHERIFFS QFFICE T
HEALTH INSURANCE CLAIM FORM ATTN BUDGET DEPARTMENT <
APPRAOVED DY HATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212 PO BOX 1228 o
"—r-r-!mcg EDINBURG, TX 78541 PICA T T
111w
1. MEMCARE MEDICAID TRICARE CHAMPVA FECA OTHER | 12 INSUREDS 1D NUMBER [For Program n Regm 1| o
. HEALTH PLAN — BLK LUNG |
Moacare o | idecesa o [ eoevonr  [7] wtm.:lllﬂl [TJeos [ e | 628821247
2. PATIENTS NAME (Last Mame. Fust Name M tnaf) | 3. PATIENTS BIATH DATE SEX 4. INSUREDS NAME (Lzst Name. First Name, Mocke Insal)
' I
| 5 PATIENTS ADDRESS {No . Sweet| A 5 PATIENT RELATIONSHIP TO INSUHED ~ |7 MSUREDS ADDRESS (No . Sueen)

EET Ry ol o[l ] ool ] | —

|
|
e STATE | B RESERVED FOR NUCC USE | =
T ey x|
2iP COOE TELEPHONE (inclade Arna Coog| ZiP CODE TELEPHONE {Incluce Ared Looe| : g
= |E
A % C ) 5
9. OTHER INSURED'S NAME (Last Name i Hame, Madie Inisi| 10 IS PATIENT'S CONDITION RELATED T0 11. INSUREDS POLICY GROUP OR FECA NUMBER &
: 2
ol a OTHER INSURED'S POLICY OR GROUP NUMEER & & EMPLGYMENT? [Current or Previous| & INSUREDS DATE OF BiRTH SEX ‘e
- [V T e E pae |
3 S e [Fro ® O 8
* o BESERVED FOR NUCE e e b AUTO ACCIDENT? PLACE (state) | B OTHER GLAN D (Desgrated by NUCT) ; =
I : es D iy | | Z
M.t OTHER ACCIDENT? ¢ INSURANCE PLAN NAME OR PROGRAM NAME | E
[Jves  [¥wo =
| 10d CLATM CODES {Dengrustod by NUCC) d IS THERE ANDTHER HEALTH GENEFIT FLAN? g
[Qves [K]wo  #yes comolete tems 9,92 and 50
ETH SRIAING THIS FORM. 13 INSURED'S CR AUTHORIZED PERSONS SIGNATURE | adhonze
12 PATIENTS OR AUTHORIZED PEASON'S SIGNATURE | acthortze the ralease of any mec:cal of Gthirr mformabon necessary paymen ol medicat benefits 1o the undatsigned physclan or suppher tor
%mmdmllhomnmmm prmnramand Danatits ether to mysell or (0 tha party who accepts assgninent wervices desciibed below
]
z IGHAT T = FILE |
; SIGHED SIGNATURE ON FILE DATE i1/23/22 | SIGNED SIGNATURE ON FILE | v
T T T L S L S T LT L —
5| 14, DATE OF CURAENT ILLNESS, INJURY. or PREGNANCY (LMP] [15. OTHER DATE 16 DATES PATIENT UNABLE TO WORK tH CURRENT QCCUPATION ~
El Twm, 0D vy . MM, DD |, Y w00, Yy ME DD, YY
! i QUAL ! QUAL i ! FROM ' TO i i
£ 17 NAME OF REFERRING PROVIDER OR GTHER SOUACE 17a] _l_ 18 HOSPTALIZATION DATES RELATED T0 CURRENT SERVICES
2 b e ] WA DD Yy MW DO Yy
“ : 170, | NPI | FROM | 10 [ |
£ 19 ADDITIONAL CLAIM INFORMATION {Designated by NUGC] 70 OUTSIDE LAB? § CHARGES |
a e, -
: [lrs [Fuo
E OF ILLNESG OR E] ) il -
g 2 m:g:o_sls OR NATURE OF ILLNESE OR ITJURY eaie A-L 1o sorves e beiow (298] o c 22 RESUBMISSION ORIGIALAEF. HO
N Wil 8.1 - ctb ol
El Fi 6l a 23 PRIOR AUTHORIZATION HUMBER
!.--I. ¢ I IFTRRE Bk L .
24 A, DATE(S) OF SEAVKCE 8 | C. | D PROCEDURES, SERVICES, OR SUPPLIES E | F N 8 0 z
From Ta FLACE OF (Expian Unugnal Cirturmstances) DIAGNDSIS | pas el 1D RENDERING g
MM DD vy mM DO vy |SECE| EMG | CRTHCPCE | WODIFIER POINTER | § CHARGES s | StlouaL PROVIDER 10 # =
=
i ) i 3 i i ' B =¥
1) 03! 05 22| 03] 05, 2211 | | 39213 | | L 65.00 1.0 [T §
2 =
] H : ' . | E e | S PIOX3SFLE
Eg. 05 22| 0% 05 i 22| 11 | l giooz2 [ i _ | A | 1Q.0I‘.'_| 1 D| i T ﬁ
3 o9 05! 22| 0% 05! 22) 17 | 80305 . : A 5p.09 1.0 =TIyt~ §
B P |*= 1 H | A | | R A T 5
|| ] 2
. il e R e g i R 14
4i 09! 05! 22| 09, 05 22/11 | | 38582 | LA I 15.04 1.0| [T 712 o
5! : e K d b o e SIS 3
[ | L1 ] |6 | { | e B
| T
[ o - || || [ &
25 FEDERAL TAX 1D NUMBER SEMN EIN 26 PATIENTS ACCOUNT NO. 7 #iﬁﬂﬁﬁ&lﬂﬂ‘? 23 TOTAL CHARGE 3. AMOUNT PAID I Fpvd by NUCC use |
454034067 % 2901E34751 [Xjwes []no . 140,00 | g
| 3T SGRATURE OF PHYE PLER | 32 SEAVICE FACIITY LOCATION INFORMATION |3 BILLING PROVIDER NFQW‘-“—( m} 3830714 |
1 ot i e S e o e rme. SOBIA NASIR MD PA | SOBIA NASIR MD PA
apply 10 e bl and are a part thereo! | 702 W UNIVERSITY DR . PO BOX 4290
; EDINBURG TX 785393242 | EDINBURG TX 785404290
SOBIA NASIR D ] I
‘s,ﬁm 11/29/2022  |371643589435 s 1043589435 v
MUCC Instruction Manual available al: www nucc.org PLEASE PRINT OR TYPE A B 0838-1197 1500 (02-12)

WCMSB-1500C5-12



[BlEHE

i 2 PATIENTS NAME |Last Nema, Fiit Name Mridia Intialy

PRIMARY T
O] &
- HIDALGO COUNTY SHERIFFS OFFICE T
HEALTH INSURANCE CLAIM FORM ATTN BUDGET DEPARTMENT c
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 0212 PO BOX 1228 o
'—l—i—'mc.. EDINBURG, 'I'X .IE 54 l PICA T : T :l
1. MEDICARE MEDICAID TAICARE CHAMPVA GROUP FECA OTHER | 1a INSURED'S 1D NUMBER [Fee Program w hem 1) 'T
e HEALTH PLAN K LUNG
(Mochears #)| | (Medhcaxt #i 110210004} [Mamper /D2 1o} | i1 £942868738 |

3 PATIENTS BIRTH DATE
LY L ¥Y

i's PATIENTS ADDPESS (Mo Suees

6. PATIENT RELATIONSHIP TO iINSURED

1

1 INSUREDS NAME [Last Hame. Frst Nama. Mdde imual)

Ciry

| STATE
i TX
[ZIP CODE TELEPHONE (inctuoe Area Coosj

- - L 2

B RESERVED FOR NUCC LSE

7 INSUREDS ADOPESS {Na . Szeel]

s (] s | o] |
@

STATE

X

2P CODE

[ OTHER INSURED'S NAME [Last Name Fust tame, Madie el

"DTHER INSURED'S POLICY OR GROUP HUMBER

steont Foun

b. RESERVED FOR NUCLC USE P 0 #,

¥l IS PATIENTS CONDMION RELATED TO' |

| b, EMPLOYMENT? (Currert of Previous)

TELEPHONE {inchude Area Coce)

( )

INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE DF BiRTH
L

SEX

“[3 il

! [ves NO

7| b, AUTO ACCIDENT? PLACE (State} | D OTHER CLAIM 1D} iDesgnated by NUCC)
[Qves  [Hwo |

{. OTHER ACCIDENT? £ INSURANCE PLAN NAME DR PROGRAM HAME
[ Jves _h, nO

1S THERE ANGTHER HEALTH BENEFIT PLANT
[ Jves [®]n0  # yes. comoiete sems 9 92 and 90

&y medical ¢f other

orrATTCn

13 INSURED'S OA AUTHORZED PERSON S SIGNATURE | authonze
payment o} medcat benelils & the undersigned phyaician o supphe: fur
eraces gescribed below

RIZEL HE s 1 B i necessary
mgzcasmudmIusormstpamﬂolmmmwuumrhmruuwmwmuwmm

» |€—— PATIENT AND INSURED INFORMATION

al
i |
E; SIGNED SIGNATURE QN FILE CATE 11/29/22 SIGNED SIGHATURE ON FILZ
g} 14 DATE OF CURRENT ULLNESS, INJURY. of PREGNANCY (LWP) |15 OTHER DATE oo o 16 DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
zi T QuAL | FROW L 10 ; _
5117 NAME OF REFERRING PROVIDER OR OTHER SOURCE m_]_lJB' 300566001 8. HOSPITALIZATION DATES RELATED TO cumsm %%nchsw |
24 o e i e e e e e e e - — — MM i |
5 DM SOBIA NASIR oo [wpr| 271015591 FAOM i 10
£719 ADDITIONAL CLAIM INFORMATICN (Desgnaiac by NUCC} 20. OUTSIDE LAB? § CHARGES
g'_ [ Jves [Hwo | f
421 DIAGNOSIS OR NATURE OF ILLNESS OR IFJURY Rel@ie AL 1o $61Wce ina below [29E) o & 22 RESUBMISSION
T 1C0 tnd | CODE OAIGINAL REF HD
|~: atl—— Bl c! oL o
i el P . KL 21 PRIOR AUTHORIZATION NUMBER
1 Jid K| ke
{29 A DATEIS) OF SEAVICE 8 € D PROCEDYRES, SERVICES, OR SUPPLIES E F G |H ]I F] z
| From To PLACE G [Esplan Unyzial Corumstances) DIAGNOSIS oars 1 1o RENDERING (=]
LM DD hid MM DD Yy | SERVCE] EMG CETHOPCS | MODIFIER POINTER § CHARGES _c: 5:' QUAL PROVIDER 1D # I:
=
1709 07 22 0% 07! 22 11 99213 ' ' 3 F IO ETIE - ‘x
| : | -| i _L . i J_n _{ 6?.0? 1.0| o e ] 9
=
2 99! 07 221 09) 07' 22 11 l ] 81002 | . | A | 1D.63 1.0| I me | T7I0I39712 jx
=
3 09 07 22) 03 07! 2211 | 80305 | |12 50.08 1.0| [pm{I7I0T3omIe="""" g
! ! 2
|
4 99 07 22 08 07 22 11| | 86592 | | A I 15.08 1.0 [gm|I7L0I397127 |0
1 A i | z
Ty
5 . . R T E
I O 1 || | [ 3
6 . | I s z
; S— T} | | ] | NPI
25 FEDERAL TAX 10 NUMBER SSN EIN 26 PATIENT S ACGOUNT ND 27 ACCERT ASSIGNMENT? | 28 TOTAL CHARGE 25 AMOUNT PAID |30 Asvd for NUCC ute
454034067 DE} 2934E34262 YES O s 140,00 | : : .
N m&ﬂﬁl’g 3.5':3 ggzssc‘u" JPPLIER 32 SERVICE FACILITY LOCATION INFORMATION 33" BILLING PROVIDER INFO & PH. 7 ( 956) 3B3-0714 |
e e b fIALS SOBIA NASIR MD PA SOBIA NASIR MD PA -
Bpoly 10 s £33 and anm B part Mereat) 702 W UNIVERSITY DR PO BOX 4290
EDINBURG TX 785353242 EDINBURG TX 785404290
SOBIA NASIR
P 1/29/2022 S I043589435 5 1043589435 g v
NUCC instruction Manual available at' www nucc.org PLEASE PRINT OR TYPE AP 1197 t02-12)

WCMS-1500C8-12



BECOHD FIR D

<

—

EGE

=
HEALTH INSURANCE CLAIM FORM

PRIMARY

HIDALGO COUNTY SHERIFFS OFFICE
ATTN BUDGET DEPARTMENT

¥4— CARRIER —)

APFROVED BY NATIGNAL UNIFORM CLAIM COMMITTEE {NUCC) 02012 PO BOX 1228
PICA EDINBURG, TX 78541 I —
B! il i
{1 MEDICARE  MEDICAID “TRICARE CHAMPVA GROUP FECA 'a INSUREDS | D NUMBER {Fca Program in ern 1) |
_ HEALTH PLAN —— BLK LUNG

{Mazcars 53 | iMectcar ) [0/00D#) ]:| Memoer D1 [ | fOe) 008 [
2 PATIENTS NAME (Lest Name Fust Nama, Madie tnaal) =3 PATIENTS BIATH DATE 4, INSURED'S NAME [Last Nama, First Nama, Mddve inal) o |
. wd  f] |
{4 PATIENTS ADDRESS {No. Street} © PATIENT RELATIONSHIP TO INSURED 7 INSURED'S ADDRESS (No_ Stres) |
P seit[ K] spouse| | craa[ ] omer[ ] |
Ci B STATE |8 WESEAYED FOR NUCC USE cHY isiae |

ot | TX

1P CODE | TELEPHONE (incude Asea Code) 2P CODE TELEPHONE |Inckuoe Araa Codet

» |

9. OTHER INSURED'S KAME {Lasi Name Frst Name, Mddie intal)

o OTHER INSURED'S POLICY OR GROUP NUMBER

10 15 PATIENTS CONDIMON RELATED TOD

a EWMPLOYMENTT (Currem or Prinviows)

11, INSURED'S POLICY GROUP OR FECA NUMBER

& INSUREDS DATE OF BIRTH SEX

Yy

PATIENT AND INSURED INFORMATION

FIAST FOLD WHCF 10 ENV § WHCF- 13 ENv 53

(o2 O © 1 I - S ™ I\ |

SOBIA NASIR M

ves  [®wo q i
b nssenvsnlronr o {o AUTD ACCIDENT? PLAGE iStats| | ® OTHER CLAIM ID [Detugnated by NUCC| [
? o tthghy O e B
(e AESEAVED lemhha e | ¢ OTHER ACCIDENT? ¢ INSURANCE PLAN NAME O PROGRAM NAWE
G° [vee R |
i 3 EUAM CODES (Desgnated by HUCE) o 1S THERE ANOTHER HEALTH BENEFIT PLANT '
Py
3-‘1 100" ] 26\)'002 0-351 [Dves [Xlmo #yes, compiotn oms 5. 58 5 _
REAL BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORML 13 NSURED'S OR AUTHORIZED PEASON'S SIGNATURE [ avinonze 1
12. PATIENT'S OR AUTHORIZED FERSON'S SIGNATURE | autheriza the releass of any medcal or piher inloimation mecessary payinent of medical benedits t the undersigned physcian or supplier for
mmmrmmpmctmmfnmwwammmmmm o d baiow
]
' SIGNED SIGNATURE QN FILE BATE 11/23/22 SIGNED SIGNATURE ON FIL= ¥
TR s e S——
14, DATE OF CURRENT WLENESS. INJURY, or PREGNANCY (LIR] |15 QTHER DATE 16 DATES PATIENT UNABLE TD WORK 1N CURRENT OCCUPATION &
MM, 0D Y e Do Yy LU0 oo, Yy MM 0o YY
1 QUAL ! GUAL.. | ) FROM
(17 NANE OF REFERRING PROVIDER OR OTHER SOURCE 172, 0B 300666001 18 Hosmagzm?)no DATES YlfrELATED T0 cuanan’%gﬁi‘u&‘é‘s’
DN ' SOBIA MASIR Vo |wer| 710139712 FROM 10
19 ADOITIONAL CLAIM INFORMATION {Desxnated by NUCC) 20 OUTSIDE LAB? $ CHARGES
[Jres [Fno
2t m.:ﬁnos;s GR NATURE OF (LLNESS OR INJURY Fisiate A-L 10 sennce lne below (24E) Ol 1 22 RESUBMISSION
021 i CODE GRIGINAL REF NO
A L_._ - e . D | |
£ £l G " 23 PRIOR MITHORIZATION NUMBER :
i i g - G T L L — }
24 A DATE(S) OF SERVICE B | C | D PROCEDURES SEAVICES OR SUPPLIES E F G [H] | 1 z
Feoem To RACS (0] [Exptaun Unusual Crcumstances) DIAGNOSIS pars | D RENDERING o
MM DO vv MM oD vy |=owel eng | cotaicerns g MOEIER POINTER 5 CHARGES ity | |Quan PROVIDER 1D ¢ | ﬁ
=
. o P P o
09: 06 22' 09. 06 22| 1% l 39213 ] ( : ! | A i Eﬁ.ﬂff 1.0 | Pl FrrIetyeTIY o
| Z
09’ 06, 22| 08 06 22| 11 | J 81042 1 ! ] | A ] 1D.0? 1.0 TR T ‘E
=]
| &
09, OG 22| 09 06" 22| 117 80305 1 ! | A f 50.0 1+0| Tom (L 1ICI¥gTI2=—""1a
- e 1 3 1 . . Il HPt =
Ll o e
03/ 06 221 03 06! 22/ 11| | 86592 | A | 15.00 1.0| [yp | 710139712 o
X E
i [ i 1 1 o - . u
: | . O l l [ 7
o>
, | : . L — -
T T | . it - l || ne
25, FEDERAL TAX (D NUMEER SN EIN 28 PATIENTS ACCOUNT NO 27 ACCEPT ASSIGNMENT] |28 TOTAL CRARGE 79 AUOUNT PAID |30, Rava for NUCE use
454034067 3 2930E34234 d 5 ) 140,00 | _ .
37 SIGNATURE OF PHYSICIAN Q@ SUPPLIER [ 32 SERVICE FACILITY LOCATION INFORMATION 33 GILLING PROVIDER INFO & PR # ) JEI-0TIT
D rtte et e | SOBIA NASIR MD PA SOBIA NASIR MD PA
2pgly 1o thes bl end are, 1 1702 W UNIVERSITY DR PO BOX 4290
EDINBURG TX 785393242 ! EDINBURG TX 785404290 |

13/29/2022
|sncneu / l/)ATE a 1043589435

NUCC instructon Manual available at www.nuce.org
WCMS-1500G5-12

PLEASE PRINT OR TYPE

10435959435 ; v
A 11 1 {02-12)



< 1rg -
Elb l PRIMARY :
=l &
- HIDALGO COUNTY SHERIFFS OFFICE &
HEALTH INSURANCE CLAIM FORM ATTN BUDGET DEPARTMENT <
APPROVED BY NATIONAL LNiFORM CLAM COMMITTEE (NUCC) 02112 FGC BOX 1228 3]
T | TRICA EDINBURG, TX 78541 PICA T T I»L
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUR L A OTHER | 1a INSUREDS 1D NUMBER (For Program in tiem 1] |A
fl/lacmlj[jtbladﬂdl) [ ] #pe:00e; _J et 109) D.:rw D Emm §37900727 i
| {2 PATIENTS NAME [Last Namo Frat Nama_ Miods Insal) I3 PATIENTS BiATH DATE SEX 4 INSURED'S NANE {Lasi Name, First Name, Made minal] |
| _ ®_ 0
5 PATIENTS ADDRESS (o, Steet] = 6 PATIENT RELATIONSHIP TO INSURED 7 INSURED'S ADDRESS (No , Swem)
%| Spousa Crag
cry | STATE |8 RESERVED FOR NUCC USE STATE =
| T T 2
2P COE TELEPHONE (Inctute Atea Coos| [ TELEPHONE (tnctuoe Area Cooe) i g
A ( ) ) |E
| |9, OTHER INSURED'S NAWE (Lasi Name Fasi Fame. Wiadia sl 10 15 PATIENT'S CONDITION RELATED 10 11 INGURED'S POLICY GAOUP OR FECA NUMBER ! s
o o
g a OTHEA INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENT? (Cutrent or Previous} a INSUREDS DATE OF BIRTH SEX i T
g m » M F -
51+ mesenves oz O s [wo __eum [0 |2
“h RESERVED FOR NUCC LP_  —————— | AUTO ACCIDENT? PLACE (Statey | @ OTHER CLAIM IE[D_;w;M‘m by NUCL} | é
[Jves [ | <
¢ DTHER ACGIDENT? ¢ INSURANGE PLAN NAME OF PROGRAM RAME =
[Jves  [Nwo B
SAAL anf IE—;—_ 108 CLAIM CODES (Deagrated by NUGE) d IS THERE ANQTHER HEALTH BENEFIT FLANT |
_23{,-002- -5'.5 | [Jves [0 1ryes. comptens nema 8 92 sna 50
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FOAL. 13 INSURED S OR AUTHORIZED PERSONS SIGNATURE | autronze
2, PATIENTS Off AUTHORIZED PERSON'S SIGNATURE | authonzs the 1#iaasa of py medecal or other miarnaton necessary payment of mecical benalits t the undersigned physician ot suppher for
! thes clasm | algo tequest payment of povernment benstts aimer 10 Mysed of to e party who accepts assignment sarviced descitbad balow
2
%: SIGNED SIGNATURE ON FILZ OATE 11/29/22 SIGNED SIGNATURE ON FILE [ v
g 3
2 4 DATE OF CURHENT ILLNESS INJURY. or PREGNANCY (LMP 15 OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A~
i MM oD , DO Yy MM oD Yy MM, DD Y [
\ aQuaL auaL FROM ' T0 |
E' 17 NAME OF REFERRING PROYIDER DR OTHER SOURCE 178, DE 300666001 18 HOSPITALIZATION DATES RELATED 10 CARIFENT SERVICES. | 1
ol o e | MM Yy
s v | soBIA NASIR 7o Ner| 1710138712 rom 1 % °
: 19 ADDITIONAL CLAIM INFORMATION (Designatos by NUCC) 20 OUTSIDE LABT § CRARGES
2 [Jres [Fwo |
=1 2t DIAGRGSIS OR NATUR =SS OR H . 0o 3
;f ;?205 URE OF ILLN INJUAY. Raizie A-L 10 sannce lne below (24E) €O, C A Egsolém,sgm | ORFarenL HEF LT
AL Bl . [ ol '
£ F G 1 23. PRICRA AUTHORLZATION NUMBER i
Y_l:nl J 1 K el .
21 A DATE(S) OF SERVICE B [ D PAOCEDURES SERVICES, OR SUPPLIES E F G JH |t J | Z
! Frosm Ta PLACE CF |Expian Unusual Cicumstances; DIAGNOSIS aars oo 10 RENDERING o
j MM DO vY e oD vy |SERACE| EMG | CRTmCPCE | MODFER | PONTER | S CHARGES wis LA |ouaL PAOVDEAD + | g
- | 06! i : 007 1.0 R TEI TN S
1‘ 99' 06 22 03 06 1] [ 9%213 l LA | 65 m? 1.0 T ™ T 18
E
2 09 66! 22 09) 06 22/ 11| | 81002 | S | 10.00 1.0 [ [TTI0ISTIZ 7|k
3 g
L : ' [ 1 5 : T ey L 1
29! 06 22| 05 _l.'Jj_ 22| 1 | 80305 ]_ . | A J_ SP Uﬂr 1 0. o= .5
4 ( 3 i L e X
09. 06 22] 0% 0. 22 11 i i 86592 | ] | A l 1_5.0(’ 1.0 e I7I0T397I (=]
B | ; X | s
|
5 [ i | beermmmmmmmmeemee 5
L 1 | | | A 2
|z
6 | | ; I I E
I—Z_S FECERAL TAX 1D NUMBER SSN EIN 26 PATIENTS ACCOUNT NO 27 ADCE"T ASSIGNME‘NTT | 28 TOTAL CHARGE 23 AMOUNT PAID .II Rawd for NUCC usa |
| 454034067 DL.._ 2928E34228 DND i 140,00 |, ; P
EIN smmnr:‘ﬂeucl; PHYSICIAN OREUPPLIER 32 SERVICE FACTLITY LOCATION IHFORMATION 33 BILLING FRGVIDER INFO & PH # { 955} IEI-0TIE
o e ees OR Co YRR SOBIA NASIR MD PA SOBIA MASIR MD PA
£00ly 10 Thas bilt and are A 702 W UNIVERSITY DR PO BOX 4230
'EDINBURG TX 785393242 EDINBURG TX 785404290
SOBIA NASIR MD
S B e G Lk L KR « T043565435 EE [
NUCC Instruction Manual available al' www nuct org PLEASE PRINT O TYPE v 38-1197 ] 02-12)

WCMS-1500CS-12



(&N

Eb E PRIMARY T

[ g
HIDALGO COUNTY SHERIFFS OFFICE o

HEALTH INSURANCE CLAIM FORM ATTN BUDGET DEPARTMENT &

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE INUCC) 0212 PO BOX 1228 3]

[TTPes EDINBURG, TX 78541 PICA [—[—ﬂl

[T TRICARE CRAMPVA GROUP "FECA QTRER | 1a INSURED'S 1D RUWBER (For Program m Higm 1] |i_

‘ HEALTH PLAN BLK LUNG
iModcsid #) [ ] 1De:Do0s) Drmmmm-mu [Tis [E; 640743839 .
2 PATIENTS NAME (L2al Nama Fiest Nome. Meddie Fdial] 3 PAnENT‘gglFITH DATE 1 INSURED'S NAME (Lasi Name. Frar Name. Meddie Intai]

TIENT RELATIONSHIP TO INSURED

SS iNe._ Stroet) [ 7 INSUREDS ADDRESS [No . Streel)
TR se[x] smose ] oo ] ome ]
| Gty STATE | B AESEAVED FOR NUGCGC USE STATE
TH _ T
I ziP coDE TTELEPHONE (Include Aea Code) TELEPHONE (include Area Cogs)

o —

4 [P . . ( -
m INSURED'S NAKE [Last Name First Name Mukdie itsbas | 10 15 PATIENTS CONDITIGN RELATED 70 URED'S POLICY GROUP OR FECA NUMBER |
3 | !
[ X
| 8 OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENTY [Curert or Previcess) a msuﬂ&as DATE OF aswn SEX =
- M FF ]
: PO, #: i [ Jes  [wo — I R
“I'h RESEAVED F\tl'm SHece (e CE e PLACE (Statey | B OTHER CLAIM ID {Desgrated by NUCC) [
| s [xlwo,
¢ OTHER ACCIDENT? = INSURANCE PLAN NAME OR PROGRAM NAME
[Jres (o
:ﬁ CLATM CODES (Designated by NUCC) d |5 THERE ANOTHER HEA(TH BENEFIT PLANT
? DYES .NO If pea, complete items 9, Ba and 9.

PATIENT AND INSURED INFORMATION |

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM,
12 PATIENTS OR AUTHORIZED PERSON'S SIGNATURE | authorze the reisase of ATy mecical O CNer FASITAlDn NecesSary
10 process this clum 1mmwmmwmmmmwwwmmmm Lo o

13 INSURED'S O AUTHORZED PERSONS SIGNATURE | authonze
payment ol medical benells to the underigied physcian
sefvices destnbid below

of suppher for

= PHYSICIAN OR SUPPLIER INFORMATION

;;.
5| sonep _ SIGNATURE ON FILZ oatg 11716722 signgp  SIGNATURE ON FILE
é 13 DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) ]15 GTHER DATE t8 DATES FATIENT UN»\H.ETDWDHK N CURHENTOCCUP*FION
= Wikt DB YY | i MM DD YY L] jalu] MM Yy
3 i ' oua ! QUAL | _ FROM
§ 17 NAVE OF REFERRING PROVIDER OA OTHER SOURCE | 70| 0B | 300666001 k] Hospwua;mmnnsnmsgsumo o C”ﬂﬂ”“ %EN'CES
5| DN | SOBIA NASIR 1 wp|1710139712 | reom 10
P o=
£[ 19 ADDITONAL CLAIM INFORMATION | Desgnatsa by NUCC) 20 OUTSIOE LAB? § CHARGES
- [ Jres [E]mo | _
= T 3 ey - = .
? 21 DlA:;:SIS CR NATURE OF ILLNESS OR INJURY Relate A-L 1o sanice kne below (24E) ore) Inu.:El 2. SSSDLEIBMJSSION ORIGINAL REF NO
e Bl gl DL 1.
el £l 61 n ! 23 FAKR AUTHORIZATION NUMBER I
x, i1 ; .
[25 A DATES) OF SERVICE I | cJ]o Pnocsuuass SERVICES, OR SUPPLIES E F G HE 1 J !
| To |PACE CF (Exptan Unusuat Circurnstances) DIAGNOSIS pars s v} RENDERING
MM DD YY MM DD vv |SERCE] EMG | CPTHOPCS | WOCIFIER POINTER § CHARGES wars | A GUAL. PROVIDER 10 #
Mo 07! 220 10! 07! 22|11 | | 99213 R I i £3.00 1.0} [ [TTI0I3I7IZ """ 1
A I L A L s
2 101 07. 22| 10! 07: 22|11 | |B8io02 | T | 19,00 1.0 | [pm ([TADYYINZ T |
31007 22/ 100 07 22|11 80305 | A 50.00 1.0 [ (27010039702 ="
. ; | y a !
410 07 22| 10 07 22|11 | |86592 | : [B - il 15.00 1.0 | [ym [T7I0Y3SYE 7
|‘
5 ( . e e R R R | T
| | | I | | || im
6 ; | | ] | | R | w7
25. FEDERAL TAX | D. NUMBER SSN EIN 26. PATIENTS ACCOUNT NO 27 kgﬁgTﬁﬁM? 28. TOTAL CHARGE 29 AMOUNT PAID 30. Rsvd for NUCC use
454034067 [J[¥ | 2949834541 ves NO s 140.00 |s ' ;
a &sgmgms C?EFG l;rews 7 onnssl{;rﬁssn | 32 SERVICE FACILITY LOCATION INFORMATION 13 BTG PROVIDER INFO & PH. ¥ { 955} 383-0714
i+ conty that o B ioverse SOBIA NASIR MD PA SOBIA NASIR MD PA
apply 1t bl agufey g merect | 702 W UNIVERSITY DR PO BOX 4290

! EDINBURG TX 765393242
| SOBIA NASIR fMD

EDINBURG TX 785404290

SIGNED 11/16/2022 57543589435
NUCC Instruction Manual avaiabie al- www.nucc org

WCMS-1500CS-12

PLEASE PRINT OR TYPE

2 1043589435

0938-119]

£2

1500 |02-12)



4=y a,
O y0) PRIMARY
0] 4
- HIDALGC COUNTY SHERIFFS QFFICE g
HEALTH INSURANCE CLAIM FORM ATTN BUDGET DEPARTMENT E
APPROVED BY NATIONAL UNIFORHM CLAIM COMMITTEE (NUCE) 2112 PO BOX 1228 S
e B EDINBURG, TX 78541 en ]
| b4
U MEDICARE  MEDICAID TRICARE CHAMPVA 32“0&1& oy FECA  OTER [1a WSUREDS 10 NUMBER {For Program m Hem 1| |-1'~_
rumru)s'_]wmu # D {102, DD, :l fumlML jm:m [Xlipn |644704731 ;
2 PATIENT S HAME (Lsxt tlame, First Name, Miodie tnel] 3 P'A;IIENTE BIATH DATE SEX 4 INSURED S NAME (Last Name, Frst Hame, Wuddie ta) l
F w[] f[¥] 5 .
5 PATIENT S ADDRESS (Mo Steel] 5. PATIENT RELATIONGHIP TO INSURED 7 INSUREDS ADDRESS (Na . Swreet) |
se1[X] Spouse [ ] cnia[ ] e[ ] .
ciTY STATE | 8 RESERVED FOR NUCE USE iy STATE '
T | T* '
z ZIF CODE TELEPHONE (Inciuoe Area Cooa) ‘:

Y

S COND -L'l.D

ZIP COOE
vy

(

[ TELEPHONE |inciuce Area Code: |

)

b=

| [9" OTHEA INSURED'S NAME {Last Name Fost Nama Madis Indal|

t0. 1S PATIENTS CONDITION RELATED TO

i1 INSURED'S POLICY GROUP OR FECA NUMBER

2 OFHER WSUREDS POLICY OR GROUP NUMBER

a. EMPLOYMENT? {Current or Previous}

& INSURED'S DATE OF BIATH SEX

HEI F

PO
b RESERVED FOR NUCC USE T "7 T ¢ e

Involge Received By:

t RESERVED

GoodISenrjc Received By,
Bh-3750-002-0 733

READ BACK OF FORM BEFORE COMPLETING & SIGMING THIS FORM.
12, PATlENTS OR AUTHORIZED PERSONTE SIGNATURE { suthorize the release of any madical or cther inkrmation necessary
0 process ies clarm | 2k régquest paymard of gt benslits siiner

DYES ”0
& AUTO ACCIDENT? PLACE |State)
Cdves  [Xwo |

b OTHER CLATM 1D [Desgnaned oy NUCC|

{
e e o

tc. OTHER ACCIDENT?

[Jres [Xno

¢ INSURANCE PLAN NAME OR PROGRAM NAME

I Fla CUAIM COGES (Designatad by HUGC)

@ 1S THERE ANOTHER HEALTH BENEFIT PLANT
DY‘ES I_T__]no I¥ yos, complate tems 9, 98 and 0

10 rhyse! or 10 the party whe azcepis assgnmen

13 MSUREDS OR AUTHORIZED PERSON'S SIGNATURE | authanze
payment of madical benelds 1o the undarsigned physician ot suppher tor
descrnbed below

2l
E: STGHATURE CN TILE 11/722/22 SIGNATURE ON FILE
2| SIGNED DATE SIGNED _
© 19 DATE OF CURRENT ILLNESS INJURY or PREGNANCY (LMP] |15, OTHER DATE 18. DATES PATIENT UNABLE TO WORN IN CURRENT OCCUPATION
| wM Do Yy Mt | DD Yy i Do Yy MM, DD Yy
; CUAL GUAL ! L ' FROM ! i TO i '
5[ 17 NAME OF REFERRING PROVIDER OR OTHEA SOURCE 172, OB [300BBEO0L 18 HOSPITALZATION DATES RELATED TO CURRENT SERVICES
E e e o e NA i) Yy MM, DD hid
5| DN | SOBIA MASIR 7o e (o 110138712 FACM | 10
£(15 ADDITIONAL CLAIM INFORMATION (Deswgranted by MUCC) 20 OUTSIDE LAB? § CHARGES
: ” [Xlno | |
gla Détﬁ::ism A NATURE OF ILLNESS OR IJURY Reiata AL 10 8erce ine Delow [24E) €0 g D : 2 gggtémsssm e |
) —— B cL— [+ F— |
le1 £ 6! Wl 23, PRIOR AUTHORIZATION NUMBER
o, | i K. L_L — 1
{29 A DATE(S) OF SERVICE 8 c D. PROCEDURES. SERVICES OR SUPPLIES | E F 5] T i |
From To e ans oF (Erplaen Unusual Commatances) | DIAGNOSIS Cays  scti 10 RENDERING
MM DD YY MM DB vy ISRWC|EMG | CRTMCPTS | BDDEER | POINTER § CHARGES uing |Rerlouar PROVIDER iD). 2 |
]
1f 1017 22| 10717 + 22 | 11 ] 99213 | i ' i A [ 65.00, 1.0 ] pne e e
2'10" 17" 22| 017 22 | 11 J 81002 l 4 | A L Iq.CIt'JI 1.0 e [ATIOIIeNT——
31017 22,1017 22,11 l BO30S J ' lA { 50 .Oﬂl 1.0 | ";;—-1-?-1-0-13-94-1-2 ----- I
" 1 3 |
410 17 22y 10 17 | 22 l 11 [ 86592 L | A ] 15 UOI 1.0 l B AL ULEEAE - I
i— - - —— L i e
| l | | i : ! i | | T P! : ].
6 : | T
25 FEDERAL TAX {0 NUMEER SSH EIN 25 PATIENTS ACCOUNT NO 27 ACCERT ASSIGNMENT? [ 28 TOTAL CHARGE 28 AMDUNT PAID |30 Aswd for HUCC usa |
454034067 DE] 2360E34712 YES 1 no . 140.00 |, ' I
3 mgrdgﬁ;énosz :2‘5‘2 4 ai%mzsn 12 SERVICE FACILITY LOCATION INFORMATION 33 BILLING PROVIDER INFG B PR ¥ EHFj =
SOBIA NASIR MD PA SOBIA NASIR MD PA
i That the eia roverse
hripidicid wes) 1702 W UNIVERSITY DR PO BOX 4290 ,
EDINBURG TX 785393242 EDINBURG TX 785404230 |
SOBIA NASIR fMD
11/22/2022 - {
SIGNED DATE "2 10435859735 £ s T0435HITIS E{ l
i vrelrl el ——
NUCC instruction Manuai available al: www nucc.org PLEASE PRINT OR TYPE -1197 ' 1300 (02-12)

WCMS-1500CS-12

'PATIENT AND INSURED INFORMATION

-~ PHYSICIAN OR SUPPLIER INFORMATION

PR E— )



