Sample CMS-1500 Claim Form for Billing:

TOFIDENCE™ (tocilizumab-bavi) injection, for intravenous use

Before prescribing TOFIDENCE, please read the accompanying Prescribing Information,
including the Boxed Warning about serious infections. The Medication Guide also is available.
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Field 24G: Indicate the appropriate
HCPCS and/or CPT code units.

One billable unit of TOFIDENCE is
equivalent to 1 mg.

Additional documentation for filing your claim
In addition to the CMS 1500 or

CMS 1450 (UB-04) claim form,

the payer may request the following:

- Patient medical history

+ Physician clinical notes

- Letter of medical necessity

- Drug-identifying information (eg, NDC)
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NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 (02-12)

The suggestions contained on this form are compiled from sources believed to be accurate for the Medicare Part B program, but Organon makes no
representation that the information is accurate or that it will comply with the requirements of any particular MAC or payer. You are solely responsible for
determining the billing and coding requirements applicable to any payer or MAC. Diagnosis codes should be selected only by a health care professional.
The information provided here is not intended to be conclusive or exhaustive, and is not intended to replace the guidance of a qualified professional
advisor. Billing and coding requirements may vary or change over time, so it is important to regularly check these requirements with each payer or MAC.
Organon and its agents make no warranties or guarantees, expressed or implied, concerning the accuracy or appropriateness of this information for your
particular use and caution that changes in public and private payer billing requirements occur frequently. The use of this information does not guarantee

payment or that any payment received will cover your costs.

CMS, US Centers for Medicare & Medicaid Services; CPT, Current Procedural Terminology.
© 2025 Organon group of companies. All rights reserved. US-TOF-110019 05/25



https://www.organon.com/product/usa/pi_circulars/t/tofidence/Tofidence_PI.pdf
https://www.organon.com/product/usa/pi_circulars/t/tofidence/Tofidence_mg.pdf

