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READ BACK OF FORM BEFORE COMPLET!
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fig release of any medical or ofher information necessary

s process this caim. § also request payment of govamiment benefits either 1o mysell or'io the party who aceepls assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payrment of medical benefils to the undersigned physician or suppiier for
services described below.

betow.
SIGNED DATE SIGNED
14, DATE OF GURRENT: ILLNESS [First symptom} OR 5 IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. |18, DATES PATIENT.UNABLE TO WORK IN GURHEENT QCCUPATION
MMy DD YY é IJURY {Accident) OR GIVE FIRSTDATE MM | DD | ¥Y MM DD oYY MMy DDy YY
! ! PREGHANCY({LMP) ! : FROM : ! TO | !
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19. RESERVED FOR LOCAL USE 20. OUTSIDE LABY $ GHARGES
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21, DIAGNOSIS OR MATURE OF ILLNESE OR INJURY {Relate lems 1,

2.3 or 410 ltem 24E by Ling}

o

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

PHYSICIAN OR SUPPLIER INFORMATION

T . Y DU
23, PRIOR AUTHORIZATION NUMBER
- O
24, A, DATE(S) OF SERVICE B C. | O. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, Qm" ) J.
Froim To FLACE OF} {Expiain Unusual Circumstances) DIAGROSIS Fﬁmy [[+3 HENDERING
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25. FEDERAL TAX 1.0, NUMBER 38N EN 26. PATIENT'S ACGOUNT NO. { 27, ACCEFT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
iFor govl. claims. See back)

| 1

SIGNED DATE

3 H & |
N T ves Ho $ ; s I 5
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SEAVICE FACILITY LOCATION INFORMATION 52 BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OR GREDENTIALS
{1 cerliiy that the statements on ihe reverse
apply to this bill and are made & part thereol.)
a. b

a. lb.

v
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