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PHYSICIAN OFFICE (CMS-1500) = Spevigo

SAMPLE FORM - FOR EDUCATIONAL PURPOSES ON (spesolimab-shzo) injection

SPEVIGO and the associated services provided in a physician office are billed on the CMS-1500 claim form or its electronic
equivalent. A sample CMS-1500 claim form for billing SPEVIGO is provided below.*
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*LEO Pharma provides this material for informational purposes only. This material is not an affirmative instruction as to the
appropriate code(s) and modifier(s) to use for a particular service, supply, procedure, or treatment. Physicians and providers
are responsible for determining and submitting appropriate codes, modifiers, and claims for all services they render and for
determining that those services were reasonable and necessary. Actual codes and/or modifiers used are done so at the sole
discretion of the treating physician or facility. You should contact your local payor for the most recent and specific coding
and coverage guidelines, and reimbursement applicable to you. LEO Pharma makes no guarantee regarding medical benefit
coverage or reimbursement from any payor. Information included in this material was obtained from third-party sources and is
accurate as of the time of its publication but is subject to change without notice.
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