FOLOTYNR® (pralatrexate injection)
Sample CMS-1500 Claim Form A%\\SP

For PhyS|C|an Offlce Bllllng ALLOS Suppart far Assisting Patimnts
Dates of Service on or after January 1, 2011

billed on a 'per 1mg’ basis

21. DIAGNEG e o " . a
+ CODE £
1 al Report total units administered
23. PRIOR AUTHORIZATION

unless otherwise directed by

( |
1500 | &
R ]
©
HEALTH INSURANCE CLAIM FORM z
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05 o
PICA PICA W#’
1. MEDICARE MEDICAID TRICARE. CHAMPVA EECA G OTHER|1a. INSURED'S LD. NUMBER (For Program in ltem 1)
D (Medicare #)D (Medicaid #) D (Spansars "SSN) D (Member 1D#) D fSSNarJ'D) D (SSN) D (D)
2. PATIENT'S NAME (Las! Name, First Name, Middle Initial) 3. PAT\EN'I"S BIHTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
Jane Doe xx : xx I xxxx MD F|:|
5. PATIENT'S ADDRESS (No.. Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
55 Anywhere Street sei[] spousa[ | chig[ | omer[]
cITyY STATE | 8. PATIENT STATUS cITY STATE z
Anywhere AR Single |:| Married I:l Other [l g
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code) g
Full-Time Pant-Time| o
XXXXX ( XXX ) XXX Employed D Student D Student D ( ) 9
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11, INSURED'S POLICY GROUP OR FECA NUMBER z
o
w
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURED'S DATE OF BIRTH SEX o
MM, DD | ¥Y 2
D YES D NO | | M I:l " D =
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b- EMPLOYER'S NAME OR SCHOOL NAME o
1 I
L Eslis O [ 2
< EWPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME E
Oves  [w u
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? =
D YES D 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
1o process this claim. | also request payment of government benefits either to myself or to the party who accepls assignment services described below.
below.
SIGNED
14. DATE OF CURRENT: ILLNESS (First DAL CHOSISICODS NABLE TO WORK IN CURRENT OCCUPATION /e
. H rst sy : . .
MM | DD YY ‘ INJURY (,{c'o.da,.. Enter the appropriate ICD-9-CM diagnosis code that corresponds LYY MM | DD VY A
I I : N
PREGNANCYILM. tg the patient's treatment with pralatrexate. i T | |
17. NAME OF REFERRING PROVIDER OR OTHE DATES RELATED TO CURRENT SERVICES,
Loy MM DD | YY
A diagnosis code for FOLOTYN can include: | To ! ]
19. RESERVED FOR LOCAL USE 202.7X Peripheral T-cell lymphoma code range
NOTE: Tnesz codes requi‘re ap fifth digit ’ wo | o Tk UL :
For most payers, FOLOTYN is
E OF ILLNESS OR IN. o

2. ) " ) the payer.
24°A.  DATE(S) OF SEAVICE B. | C. | D. PROCEDURES, SERVICES. OR SUPPLIES E. F. G TET T F
From To PLACE OF | (Explain Unusual Circumstances) DIAGNOSIS! DS}',S ID. RENDERING o
MM DD ¥YY MM DD YY |SERVCE|EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES uNTS QuaL PROVIDER ID. # E
1 I ! ! | ! ! I Fe=q=-=-==—=—==----" E
00| | 000K ‘xx |0 |00 | 1 | Jo307 1} ! ! @._ | XHHX XX | XX NPI ]
2 1 1 1 1 =
1 1 1 - —~~—~=~=~=~="=""="7="="="7
XX | xx }xxxx‘xx | xx |xxxx|11 | 96409 1} | ! |1 XXX |XX | 1 | NP1 E
L =
Boxes 24D: DRUG CODE | ! ! | | [ s e | 2
For most payers, use the following HCPCS . : Box 24E: DIAGNOSIS POINTER a
code for FOLOTYN: g::u?'r‘l‘:n.t l':gfgﬁ?Nl}': EERE Specify the appropriate diagnosis |----------- &
e Bt ik code(s) from Box 21 that relate to =
J9307 - injection, pralatrexate, 1mg § the administration of FOLOTYN. |__________| =
appropriate CPT code: | %
o .
Medicaid agencies may require utilization of an =
NDC code alone or in combination with a R Chgmf)therapy i | | NPI e
HCPCS code. ENT'S A adm"nmtmqon' mr’_—evenou,s'_ ) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
push technique, single or initial s | s ! s |
1
48818-0001-01* pralatrexate 20mg/mL, 1mL vial ] substance/drug 5 BILLING FROVIDSR N6 & P s ( . |
48818-0001-02* pralatrexate 20mg/mL, 2mL vial
* Note that the product’s FDA standard NDC code has been “zero-
filled” to ensure creation of an 11-digit code that meets HIPAA
standards. The zero-fill location is indicated in bold.
|nA a |n
Medicaid coding requirements should be 5 APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)
confirmed.

Allos Therapeutics, Inc. does not guarantee coverage and/or reimbursement for FOLOTYN.
Coverage, coding and reimbursement policies vary significantly by payer, patient, and setting
of care. Actual coverage and reimbursement decisions are made by individual payers
following the receipt of claims. Allos strongly recommends verifying coverage, coding and
reimbursement guidelines on a payand patientspecific basis.



