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                     CS EYE / PEN Optometric Billing Services
Claim Form - Toll-Free Fax 888-898-2102

Practice Name / PEN #                                                                                                                                                      
Address
 
City, State and Zip code







NPI: DOCTOR NPI
Phone: 
             Fax:
NPI:
IMPORTANT! Please print clearly to avoid any errors and possible delay on your claims processing.
I
*Patient’s Name: 







Last Name

First Name 
MI

*








Street Address
City
 State
ZIP
*DOB: 
/
/

*Sex: M  or  F
            ***DO YOU ACCEPT ASSIGNMENT?: ( YES    ( NO
II 
*Primary Insurance Plan: 

Phone: 

Address: 

City: 

State: 

ZIP: 


*Insurance ID/Policy# 

Group#


Relationship to Insured 

Insured’s Name 

Insured’s DOB 


III 
Secondary Insurance Plan: 

 Phone: 

Address: 

City: 

State: 

ZIP: 


Insurance ID/Policy# 

Group#


Relationship to Insured 

Insured’s Name 

Insured’s DOB 


IV
Rendering Physician:                            
V
Referring Physician: 

NPI
VI
Date of Surgery: L 

Surgeon: 

NPI 


Date of Surgery: R 

Surgeon: 

NPI 


Co-Management:
Left Eye
Care Assumed:


Care Released:


# of Days: 




Right Eye
Care Assumed:


Care Released:


# of Days: 


VII
ICD A:  _________  ICD B:  _________  ICD C:  _________    ICD D:  _________    ICD E:  _________    ICD F:  ________  
             ICD G:  _________   ICD H:  _________   ICD I:  _________    ICD J:  _________    ICD K:  _________    ICD L:  _______  
	#
	*Date of Service
	*POS
	*Procedure (CPT)
	Modifier(s)
	*Diagnosis (A-L)
	*Qty
	*Fee
	Pt. Pmt.

	1
	
	
	
	
	
	
	
	

	2
	
	
	
	
	
	
	
	

	3
	
	
	
	
	
	
	
	

	4
	
	
	
	
	
	
	
	

	5
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	Total
	
	


CS EYE USE ONLY:


ID:


LOC:





VIII

















