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1a. INSURED'S 1.D. NUMBER (For Program in Item 1)

2. PATIENT'S NAME (Last Name, First Name, Middle Ir‘gﬂal} 8. PIA"'IMTENT[S)DBIHTH DATE
| 1 I

4. INSURED'S NAME (Last Name, First Narg

iddle Initial)

SEX
F[]
5. PATIENT'S ADDRESS (No., Street) |

7. INSURED'S ADDRESS (No., Strg

6. PM’[ENT RELATIONSHIP TO INSURED
STATE | 8. PATIENT STATUS

| single[ | Mamied| |  oter[ ]
Full-Time Part-Time

TELEPHONE (include Area Cods)
Employed [ | Silcent Student L_.J

m[]
' seit[ ] spouse[ | cnia[ | omer[ |

ciTYy

ZIP CODE

cITY

ZIP CODE

9. OTHER INSURED'S NAME (Last Name. First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous)

[ Ino
PLACE (State)
[ Ino

YES
b. AUTO ACCIDENT?

[ ]ves

c. OTHER ACCIDENT?

[ Jves

SECOND FoLD —— |

SEX

il

b. OTHER INSURED'S DATE OF BIRTH
M Y

IDDI
| w[ ]

| I
1 1
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11. INSURED'S POLICY GROUP OR

SURED'S DATE OF BIRTH
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22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

PHYSICIAN Oﬁ SUPPLIER INFORMATION

I [ |
23. PRIOR AUTHORIZATION NUMBER
2| .
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25. FEDERAL TAX I.D. NUMBER SSN EIN | | 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID | 30. BALANGE DUE
or . claims, see
I ] |
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31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

32. SERVICE FACILITY LOCATION INFORMATION

33. BILLING PROVIDER INFO & PH. # (
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