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il
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURED'S DATE OF BIRTH SEX [ £
MM ; DD 4 YY " E %
: _ [ Jves []wo L [] L1 |2
b, C'\)/I&-{EIH IggUf{RED ?’\{DATE OF BIRTH SEX b. AUTO ACCIDENT? PLAGE (Stale) b. EMPLOYER'S NAME OR SCHOOL NAME %
| w1 [ [ves  [Jwo <
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d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d, 1S THERE ANOTHER HEALTH BENEFIT PLAN? gf
D YES ]:1 NO If yes, return to and complete item 9 a-d.
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below.
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17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. | 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
e e MM | YY MM | [a]o ] YY
17b. | NPI FROM : ! TO : {
19. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES
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21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 1o ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
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23. PRIOR AUTHORIZATION NUMBER
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24 A, DATE(S) OF SERVICE B. | C. | D. PROCEDURES, SERVIGES, OR SUPPLIES E. F. G A I J.
From To PLACE OF] {Explain Unusual Circumstances) DIAGNOSIS S il S RENDERING
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25, FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 7. ACGEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID | 30. BALANCE DUE

‘{Fo or govt. claims, see bacl}
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31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OR CREDENTIALS

(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)
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