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HEALTH INSURANCE CLAIM FORM

AFPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) D2/

Sample Claim Form: Physician Office &
Independent Diagnostic Testing Facility
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NUCC Instruction Manual available at: www.nuce.org

1 NDC Number 54828-0001-50 may also be recognized by some Payers

Scan QR Code to visit Neuraceq.com for safety information and to learn more.

: reimbursement@life-mi.com for assistance.
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