Miscellaneous Coding & Billing Reference Guice
Example CMS-1500 Claim Form - Physician Office Setting

This example form is provided for guidance and reference only.

ZYNYZ® (retifanlimab-diwr) and the associated services provided in the physician’s office are billed on the
CMS-1500 Claim Form or its electronic equivalent. An example CMS-1500 Claim Form for billing ZYNYZ is
provided below. It is always the provider’s responsibility to determine the appropriate healthcare setting, and
to submit true and correct claims for the products and services rendered. Incyte cannot guarantee payment of
any claim and providers should contact third-party payers for specific information on their coding, coverage,
and payment policies as needed.
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NDC - National Drug Code.
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