Tax ID # 94-2222222

Provider # 00C22222

UPIN # A33333
Family Practice, M.D., F.A.C.S

Physician Asst., PA-C
Telephone: (408) 996-2100


80 N. Jackson Ave., Suite A,  San Jose, CA 95116

 ·  Sample ENT, MD                    Ms. Assistant, PA-C ·







LAST NAME:
 FIRST NAME:
Date of Service:





DOB:      /      /     



OFFICE VISIT
NEW
ESTAB
FEE
OFFICE PROCEDURES CONT.
OFFICE LAB

Nurse Visit
99201
99211

 REPAIR SIMPLE LAC


 GLUCOSE
82948


Problem Focused
99202
99212

SIZE:                 LOC:
____

 HEMATOCRIT
85013


Limited Complexity
99203
99213

 SKIN TAGS________ (UP TO 15)
11200

 KOH 
87200


Moderate Complexity
99204
99214

 SKIN TAGS________      (10 Add’l)
11201

 OCCULT BLOOD
82270


High Complexity
99205
99215

 SIROPMETRY
94010

 THROAT CULT/RAP. STREP
87072


PERIODIC HEALTH ASSESMENT
 SPIR W/ BRONCH
94060

 URINALYSIS
81002


Infant
99381
99391

 TREADMILL
93015

 URINALYSIS / MICRO
81000


1 – 4
99382
99392

 VISUAL SCREENING
92081

 URINE – PREGNANCY
81025


5 – 11
99383
99393

 WART REMOVAL(UP TO 15)
17110

 WET MOUNT SLIDE
87210


12 – 17
99384
99394

IMMUNIZATIONS

Adult 18 – 39
99385
99395

 COMBUVAX
90748

 INFLUENZA
90658


Adult 40 – 64
99386
99396

 DPT
90701

M/CARE INFLUENZA  ADMIN.
G0008


65 AND OVER
99387
99397

 DPT W/ HIB
90720

 IPV
90713


OFFICE PROCEDURES
 DTAP
90700

 MMR
90707


 ANOSCOPY
46600

 DTAP W/ HIB
90721

 OPV
90712


 AUDIOMETRY
92551

 VISUAL SCREENING
92081

 PNEUMOVAX
90732


 ASPIRATION OF CYST
10160

 DT- ADULT
90718

 PPD-MANTOUX
86580


 AVULSION NAIL
11730

 HEPATITIS-A
90730

 TETANUS
90703


 CERUMEN REMOVAL
69210

 HEPATITIS-B
907___

 VARICELLA
90396


 DESTR. PREMALIG. LES
170__

 HIB VACCINE
90645





NO:            DIA:              LOC:


INJECTIONS

 DIATHERMY
97024

 ANTIBIOTIC
90788

 DEPOTESTROST 90782
J3140  


 EKG
93000

TYPE:              DOSAGE:


 ESTRADIOL 40 MG 82670
J1390 


 ENDOMET. BIOP
58100

 ANTIGEN SINGLE
95115

 IMITREX
J3030


 EXCISION BENIGN LESION


 ANTIGEN MULTIPLE
95117

 LYME   (VO5.1)
90665


NO:            DIA:              LOC:


 BENADRYL 50 MG
J1200

 METHYLPREDNISOLONE
J040


 EXCISION MALIGNANT LESION


 B-12 90782
J3420

 PHENERGAN(UP TP 50MG)
J2550


NO:            DIA:              LOC:


 CORTISONE 90782-02
J0810 

 PREDNISONE
J2650


 I&D CYST COMP/MULTI
10061

 DECADRON /XYLOCAINE
90782

 TESTOSTERONE
J3130


 I&D CYST SIMPLE/SING
10060

 DEPO MEDROL 80MG    
J1040

 TORADOL 60MG
J1885


 INJ. BURSA / JOINT
20610

 DEPO PROVERA 150 MG
 J1055





 INJ. TRIGGER POINT
20550

MISCELLANEOUS SUPPLIES

 NEBULIZER
94650

 STERILE TRAY
A4550

 SURGERY TRAY
99070


 PARING VERRUCAE
11050

 PAP TRAY
99070

 MISCELLANEOUS SUPP.



 PUNCH BIOPSY
11100

Other Office






NO:            DIA:              LOC:


Procedures






GENERAL
GASTROINTESTINAL 


REPRODUCTIVE
MUSCULOSKEL./TRAUMA
NERVOUS SYSTEM

Acute Allergic Reaction
995.3
Abdominal Pain, NOS
789.00
Amenorrhea
626.0
Carpal Tunnel Syndrome
354.0
Anxiety Disorder
300.02

Dehydration
276.5
Abdominal Pain, URQ
789.1
Contraception
V25.02
Cervical Pain
723.1
Alzheimer’s Dementia
331.0

Fatigue Malaise
780.7
Abdominal Pain, ULQ
789.2
DUB
626.8
Cervical Strain
847.0
Bipolar Disease
296.50

Fever
780.6
Abdominal Pain, LRQ
789.3
Dysmenorrhea
625.3
Costochondritis
733.6
Depression, Major
311

Immunization Update
V06.9
Abdominal Pain, LLQ
789.4
Fibrocystic Breast
610.1
Fibromyalgia
729.1
Depression, Major Episode, Sev
296.2

Obesity
287.00
Constipation
564.0
Irreg. Menses
626.6
Gout
Specify
Depression, Major Rec. , Mild
296.3

Pre-Op Physical
V70.7
Diarrhea
787.91
Menopause
627.2
Lumbar Disc. Disease
722.52
Dysthymia
300.4

Screening Physical
V70.3
Diverticulltis (Colon)
562.11
Pain, Pelvic
Specify
Lumbar Pain
724.2
Dizziness
780.4

Tobacco Dependence
305.1
Gastroenteritis
Specify
PAP
V76.2
Lumbar Strain
847.2
Headache
784.0

Weight Gain
783.1
Gastroesophagel Reflux Dis.
530.11
Pregnancy-Normal, First 
V22.0
OA Multiple Sites
715.80
Insomnia
307240

Weight Loss
783.2
Hemorrhoids
455.6
Pregnancy, Other
V22.1
Osteopenia
733.90
Migraine Headache
346.00

Well Child, Baby Care
V20.2
Hiatal Hernia
553.3
Vaginitis
616.10
Osteoporosis
733.00
Panic Attack
300.01

DERMATOLOGY
Irritable Bowel Syndrome
564.1
URINARY SYSTEM
Rheumatoid Arthritis
714.0
Sleep Apnea
780.57

Acne
706.1
PUD
533.30
BPH
600
Tendinitis
Specify
Syncope
780.2

Cellulitis
Specify
CIRCULATORY
Hematuria
599.7
H.E.E.N.T.
Vertigo
386.11

Dermatitis (Contact)
692
Arrythmia
427.89
Impotence
607.84
Allergic Rhintitis
Specify
RESPIRATORY

Nevus
Specify
Atrial Fibrillation
427.31
Incontinence
788.30
Conjunctivitis
372.00
Acute Bronchitis
466.0

Eczema
691.8
Brain Attack
436
Prostatitis
601.0
Impacted Cerumen
380.4
COPD
496

Herpes Simplex 
Specify
Chest Pain
786.50
UTI
599.0
Otitis Media
382.00
Asthma
493

Herpes Zoster
Specify
CHF
428.0
METABOLIC/HEMATOLOGIC
Otitis Externa
380.10
Cough
786.2

Onychomycosis (Fungus)
110.1
Edema
782.3
Anemia (Iron Deficiency)
280.1
Pharyngitis
462
Orthopnea
786.02

Poison Oak
692.6
Heart Murmur
785.2
Hyperlipidemia
272.4
Sinusitus (Maxillary)
Specify
Pneumonia
486

Psoriasis
696.1
HTN- Benign
401.1
Hyperthyroid
Specify
Upper Resp. Infect.
Specify
Shortness of Breath
786.09

Seborrheic Keratosis
702.19
Varicose Veins
Specify
Hypothyroidism
Specify





Sebaceous Cyst
706.2


IDDM
250.01









NIDDM
250.00





SPECIAL INSTRUCTIONS
RETURN VISIT
RCV’D BY
TODAY’S FEES



______ DAYS
o CASH









DIAGNOSIS:
SIGNATURE
______ WKS
o Credit Card
PMT. RECEIVED




______ MOS
o  CHECK













#____________
BALANCE DUE


ASSIGNMENT: I hereby assign my insurance benefits to be paid to the undersigned physician.  I hereby authorize you to give me reasonable and proper medical care by today's standards and I understand that I am financially responsible for non-covered services.  I also authorize the release of any information required to process this claim.

SIGNED: (Patient, or Parent, if Minor)                                                      DATE
I have been informed by Dr. ________ that the services shown on this superbill/release may be denied by my Medicare Part B as medically unnecessary.  I agree to be personally and fully responsible for these services.

SIGNED                                                                                                          DATE

