
CMS 1500 Form PDF 
Provider and Patient Information 
Healthcare Provider Name: _____________________________ 
Provider ID: __________________________________________ 
Patient Full Name: _____________________________________ 
Patient ID: ___________________________________________ 
Insurance Provider: ____________________________________ 
Policy Number: ________________________________________ 

Services Rendered 

CPT Code Service Description Date of Service Charge Amount 

    

    

    

Claim Summary 
Total Billed Amount: _________________________________ 
Amount Covered by Insurance: _________________________ 
Out-of-Pocket Amount: ________________________________ 

Declaration 
☐ I authorize the healthcare provider to submit this claim on my behalf and verify 
my insurance coverage. 

Patient Name: ________________________________________ 
Signature: ___________________________________________ 
Date: _______________________________________________ 
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