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|:| (Medicare #)D (Madicaid #)|:| s sen) |:| (Mamber D) D (SEhor I (S D {10
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to process this claim . | also request payment ofsowernment benefits either to myself or to the party who accepts assignment semvices described below.
below
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ORIGINAL REF. NO
S ! TR Required for \
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Processing
o e |
B A DATE!S) OF SERVIGE B ¢ | D PROCEDURES, SERVICES, OR SUFPLIES E = I H | J
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(no qualifier needed in this field) ‘ i i i ‘ NPl
| | i | | | | | | B e S
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25 FEDERAL TAX | D NUMBER SSN EIN 26 PATIENT'S AGCOUNT NO 27 ACCEPT ASSIGNMENT? |28 TOTAL CHARGE 29, AMOUNT PAID 30. BALANGE DUE
(For govt. ¢laims, see back) | | |
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