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Fred Grover Jr. M.D.
360 S. Monroe St., Suite 310

Denver, Co. 80209

Steps for submitting a superbill to insurance for reimbursement back to you.

Attached is a copy of a CMS 1500 form example and an example of a diagnosis/visit summary that my
system prints up for you at the end of the visit. I've done my best to present the best way to submit this
to insurance. Since you are getting reimbursed for visit, you will be putting your name in the billing
provider field, otherwise they will send me a check which will create delays and headaches.

Process is to fill out 1500 form or similar from your plan, attach copy of my charge capture form, and
copy of your insurance card. Then mail in to your insurance plan.

I've provided this information to help you succeed in getting reimbursement for your visit with me. |
cannot provide additional billing support other than giving you the codes and receipt from visit. | no
longer have an insurance billing assistant, and no longer process insurance. The process for me to deal
with insurance in past was extremely time consuming and expensive, hence my decision to opt out of all
insurance plans. | would lose approximately 50 grand a year from unreimbursed visits, which | could not
write-off at end of year. Simple things like doing a pap smear one day prior to a year since last one
would result in no reimbursement to me for visit. | could go on for days with other examples....

Your health plan should be able to assist you in filling out their particular form if needed, and guide you
on corrections if needed.

If you have any tips that you learn while processing your claims and want to pass them on to others,
please let me know and I'll be glad to post on our website.

You will note that processing claims is often a lesson in futility. When | used to take insurance | would
send in a clean claim electronically and frequently it would get rejected. I'd resubmit a second time
exactly the same and it would be accepted. It is well known that insurance companies will reject perfect
claims knowing that providers or patients will give up and not re-submit. Hence they win/we lose. Keep
this in mind. Once again a HSA with catastrophic will give you more control of your health care dollar,
and keep it out of the hands of Health Plan stockholders.

Thank you,
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Fred Grover Jr. M.D

Phone 888-726-4442/Fax 303-537-5639
RevolutionaryMD.com
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Office/Outpatient Visit that 12 nts st y
Visit Date: Sun, Nov 28, 2010 07:07 pm ‘ e / v
Provider: Fred Grover Jr, MD 'F;”m "7 clectromnt m o r eord]
Location: Fred Grover Jr. M.D. J 7 S et atf el 4 uis ;{' .
Electronically signed by Fred Grover Jr, MD on 11/28/2010 07:08:06 PM )

Account # MOUMIC0001 Dors fl lans coif] et
CHARGE CAPTURE: 71.4 oy frrm o hnA wst
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4011 Essential hypertension ,ﬁ cHs ./ %

Orders: ] Cow wrt ‘¥A'% -F.ﬂ,
99215 Office/outpatient visit; established patient, level 5 , :
Hsa 470/ FEK

272.4 Hyperlipidemia
530.81 GERD

Patient Paid Provider in Full ;
—% Reimburse Patient Please A/‘j 5 ‘
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Fred Grover Jr. M.D. ﬂ - ’7 / 7

Tax ID: 20-2951106
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CPT ®is a registered trademark of the American Medical Association
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c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
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d. INSURANCE PLAM NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
4 7/J”¢Y %Q /—fé D YES NO If yes, return to and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED’S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
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21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 to ltem 24E by Line) j 22, E;/ISB}ECAID RESUBMISSION BRIENAL HERIND
a " .NO.
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(For gowvt. claims, see back)
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NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)
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