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Member Information

Last Name: __________________________________________ First Name: ______________________________ M.I._ _______

DOB:________________   Gender:    Male    Female        Member ID#:_ ________________________________________

Provider Information

Prescriber Name: _______________________________________ Prescriber  NPI: ___________________________

Contact Person: ______________________________________Clinic:_____________________________________

Office Phone#:____________________________________ Office Fax#:___________________________________  

Vaccine Information

 Form CMS-1500 attached	  An electronic claim has already been submitted

Drug Name: __________________________________________________   NDC: ___________________________

Dose: ______________________________________ Date of Service:_____________________________________

For rabies and tetanus vaccinations (answer determInes correct billing): 
Was treatment related to the treatment of an injury or direct exposure?      Yes     No

For hepatitis B vaccinations (answer determines correct billing):
Is the vaccine being given to a member in a high or intermediate risk group (see below)?        Yes     No
High risk groups include:

• Individuals with End stage renal disease (ESRD)
• Individuals with hemophilia who received Factor VIII or IX concentrates
• Clients of institutions for individuals for the mentally handicapped
• Persons who live in the same household as a hepatitis B Virus (HBV) carrier
• Homosexual men
• Illicit injectable drug abusers

Intermediate risk groups include:
• Staff in institutions for the mentally handicapped
• Workers in health care professions who have frequent contact with blood or

blood-derived body fluids during routine work
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