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Privacy Notice on Collection

1.

10.

11.

12.

VCGCB collects this information based on California Government Code sections 13952 et seq.
and 13954,

All information collected from this site is subject to, but not limited to, the Information Practices
Act. See http://vcgcb.ca.gov/media/pra.aspx.

This information is collected for the purpose of determining eligibility for compensation.
VCGCB may disclose your personal information to another requestor, only if required to do so
by law or in good faith that such action is necessary to:
a. Conform to the edicts of the law or comply with legal process served on VCGCB or the
site;
b. Protect and defend the rights or property of VCGCB; and,
c. Actunder exigent circumstances to protect the personal safety of users of VCGCB, or
the public.
Individuals are to provide only the information requested.
The information provided is mandatory.
The consequences of not providing the requested information could result in the denial of your
application.
You have the right to access the records containing the personal information that you provided.
The information collected is used by the California Victim Compensation Program.
Any questions regarding the information collected, please write to the following address: 400 R
Street, 5th Floor Sacramento, CA 95811, email info@vcgch.ca.gov, call (800) 777-9229, or
contact the VCGCB Privacy Coordinator at InfoSecurityandPrivacy@vcgch.ca.gov.

For additional information regarding privacy, please see VCGCB’s Privacy Notice.
See http://vcgcb.ca.gov/privacy.aspx.

For information regarding consumer information on security, please
visit https://oag.ca.gov/privacy/online-privacy.
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	Patient's phone number: 
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	Insured's phone number: 
	1: 
	 Type of Insurance: Off

	1a: 
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	2: 
	 Patient's Name (Last name, first name, middle initial): 

	3: 
	 Patient's sex: Off
	 Patient's birth month: 
	 Patient's birth day: 
	 Patient's birth year: 

	4: 
	 Insured's name (Last name, first name, middle initial): 

	5: 
	 Patient's address (Number, street): 

	6: 
	 Patient's relationship with insured: Off

	7: 
	 Insured's address (Number, street): 

	8: 
	 Patient's marital status: Off
	 Patient's status: employed: Off
	 Patient's educational status: Off

	9: 
	 Other insured's name (Last name, first name, middle initial): 

	11: 
	 Insured's policy group or FECA number: 

	10a: 
	 Is patient's condition related to current or previous employment?: Off

	11a: 
	 Insured's birth month: 
	 Insured's birth day: 
	 Insured's birth year: 
	 Insured's sex: Off

	9b: 
	 Other insured's birth month: 
	 Other insured's birth day: 
	 Other insured's birth year: 
	 Other insured's sex: Off

	10b: 
	 Place (state) in which the auto accident happened: 
	 Is patient's condition related to an auto accident?: Off

	9a: 
	 Other insured's policy or group number: 

	11b: 
	 Insured's employer's name or school name: 

	11c: 
	 Insured's insurance plan name or program name: 

	9c: 
	 Other insured's employer's name or school name: 

	9d: 
	 Other insured's insurance plan name or program name: 

	10d: 
	 Reserved for local use: 

	11d: 
	 Is there another health benefit plan? (If yes, return to and complete item 9 a-d): Off

	10c: 
	 Is patient's condition related to another kind of accident?: Off

	14: 
	 Month of current illness (first symptom) or injury (accident) or pregnancy (LMP): 
	 Day of current illness (first symptom) or injury (accident) or pregnancy (LMP): 
	 Year of current illness (first symptom) or injury (accident) or pregnancy (LMP): 

	15: 
	 Month: If patient has had the same or similar illness, give first date: 
	 Day: If patient has had the same or similar illness, give first date: 
	 Year: If patient has had the same or similar illness, give first date: 

	16: 
	 From month: Dates patient unable to work in current occupation: 
	 From day: Dates patient unable to work in current occupation: 
	 From year: Dates patient unable to work in current occupation: 
	 To month: Dates patient unable to work in current occupation: 
	 To day: Dates patient unable to work in current occupation: 
	 To year: Dates patient unable to work in current occupation: 

	17b: 
	 NPI: Name of referring provider or other source: 

	17a: 
	 Name of referring provider or other source: 

	18: 
	 From month: Hospitalization dates related to current services: 
	 From day: Hospitalization dates related to current services: 
	 From year: Hospitalization dates related to current services: 
	 To month: Hospitalization dates related to current services: 
	 To day: Hospitalization dates related to current services: 
	 To year: Hospitalization dates related to current services: 

	19: 
	 Reserved for local use: 

	20: 
	 Outside lab?: Off
	 Charges: 1: 
	 Charges: 2: 

	21: 
	1: 
	 DSM Code section: 
	 DSM Code subsection: 

	2: 
	 DSM Code section: 
	 DSM Code subsection: 

	3: 
	 DSM Code section: 
	 DSM Code subsection: 

	4: 
	 DSM Code section: 
	 DSM Code subsection: 


	22: 
	 Medicaid resubmission code: 
	 Original reference number: Medicaid resubmission code: 

	23: 
	 Prior authorization number: 

	24: 
	A: 
	1: 
	 Dates of service from month: 
	 Dates of service from day: 
	 Dates of service from year: 
	 Dates of service to month: 
	 Dates of service to day: 
	 Dates of service to year: 

	2: 
	 Dates of service from month: 
	 Dates of service from day: 
	 Dates of service from year: 
	 Dates of service to month: 
	 Dates of service to day: 
	 Dates of service to year: 

	3: 
	 Dates of service from month: 
	 Dates of service from day: 
	 Dates of service from year: 
	 Dates of service to month: 
	 Dates of service to day: 
	 Dates of service to year: 
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	 Dates of service from month: 
	 Dates of service from day: 
	 Dates of service from year: 
	 Dates of service to month: 
	 Dates of service to day: 
	 Dates of service to year: 

	5: 
	 Dates of service from month: 
	 Dates of service from day: 
	 Dates of service from year: 
	 Dates of service to month: 
	 Dates of service to day: 
	 Dates of service to year: 

	6: 
	 Dates of service from month: 
	 Dates of service from day: 
	 Dates of service from year: 
	 Dates of service to month: 
	 Dates of service to day: 
	 Dates of service to year: 


	B: 
	1: 
	 Place of service: 

	2: 
	 Place of service: 

	3: 
	 Place of service: 

	4: 
	 Place of service: 

	5: 
	 Place of service: 

	6: 
	 Place of service: 


	C: 
	1: 
	 EMG: 

	2: 
	 EMG: 

	3: 
	 EMG: 

	4: 
	 EMG: 

	5: 
	 EMG: 

	6: 
	 EMG: 


	D: 
	1: 
	 CPT/HCPCS: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 1: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 3: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 4: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 2: Procedures, services, or supplies (Explain unusual circumstances): 

	2: 
	 CPT/HCPCS: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 2: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 3: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 4: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 1: Procedures, services, or supplies (Explain unusual circumstances): 

	3: 
	 CPT/HCPCS: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 1: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 2: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 3: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 4: Procedures, services, or supplies (Explain unusual circumstances): 

	4: 
	 CPT/HCPCS: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 1: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 3: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 4: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 2: Procedures, services, or supplies (Explain unusual circumstances): 

	5: 
	 CPT/HCPCS: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 2: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 3: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 4: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 1: Procedures, services, or supplies (Explain unusual circumstances): 

	6: 
	 CPT/HCPCS: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 1: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 2: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 3: Procedures, services, or supplies (Explain unusual circumstances): 
	 Modifier 4: Procedures, services, or supplies (Explain unusual circumstances): 


	E: 
	1: 
	 Diagnosis Pointer: 

	2: 
	 Diagnosis Pointer: 

	3: 
	 Diagnosis Pointer: 

	4: 
	 Diagnosis Pointer: 

	5: 
	 Diagnosis Pointer: 

	6: 
	 Diagnosis Pointer: 


	F: 
	1: 
	 Charges: Dollars: 
	 Charges: Cents: 

	2: 
	 Charges: Dollars: 
	 Charges: Cents: 

	3: 
	 Charges: Dollars: 
	 Charges: Cents: 

	4: 
	 Charges: Dollars: 
	 Charges: Cents: 

	5: 
	 Charges: Dollars: 
	 Charges: Cents: 

	6: 
	 Charges: Dollars: 
	 Charges: Cents: 


	G: 
	1: 
	 Days or units: 

	2: 
	 Days or units: 

	3: 
	 Days or units: 

	4: 
	 Days or units: 

	5: 
	 Days or units: 

	6: 
	 Days or units: 


	H: 
	1: 
	 EPSDT Family Plan: 

	2: 
	 EPSDT Family Plan: 

	3: 
	 EPSDT Family Plan: 

	4: 
	 EPSDT Family Plan: 

	5: 
	 EPSDT Family Plan: 

	6: 
	 EPSDT Family Plan: 


	J: 
	1: 
	 Rendering provider ID number: 
	 NPI: Rendering provider ID number: 

	2: 
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	 NPI: Rendering provider ID number: 

	3: 
	 Rendering provider ID number: 
	 NPI: Rendering provider ID number: 

	4: 
	 Rendering provider ID number: 
	 NPI: Rendering provider ID number: 

	5: 
	 Rendering provider ID number: 
	 NPI: Rendering provider ID number: 

	6: 
	 Rendering provider ID number: 
	 NPI: Rendering provider ID number: 



	25: 
	 Federal tax ID number: 
	 Type: Federal tax ID number: Off

	26: 
	 Patient's account number: 

	27: 
	 Accept assignment? (For government claims, see back): Off

	28: 
	 Total charge: dollars: 
	 Total charge: cents: 

	29: 
	 Amount paid: dollars: 
	 Amount paid: cents: 

	30: 
	 Balance due: dollars: 
	 Balance due: cent: 

	32: 
	 Service facility location information: 

	32a: 
	 NPI: Service facility location information: 

	32b: 
	 Service facility location information: 

	33: 
	 Area code: Billing provider information and phone number: 
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	 Billing provider information and phone number: 

	33a: 
	 NPI: Billing provider information and phone number: 

	33b: 
	 Billing provider information and phone number: 
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