oy O B W

Ej&E

[=]
HEALTH INSURANCE CLAIM FORM
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1a INSURED'S I.D. NUMBER

OHP247941334

(For Program in [tem 1)

2. PATIENT'S MAME (Last Narme, First Mame, Midde Initial)

Yates, Aria

3. PATIENT'S BIRTH DATE

67 35 1986 o
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Fl

4. INSURED'S MAME (Last Marme, First Mame, Middle
Yates, Aria

Initial)

5. PATIENT'S ADDRESS (Mo., Street)

6. PATIENT RELATICNSHIF TOINSURED
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7. INSURED'S ADDRESS (Mo, Street)

CITY

STATE

ZIP CODE TELEFPHCNE {Include Area Code)
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C )

TELEFHCME {Indude Area Code)
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READ BACK OF FORM BEFORE COMPLETNG & SIGNING THIS FORM.
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payment of medical benefits 1o the undersigned gy
services described below.

13, INSURED'S OR AUTHORIZED FERSOMN'S SIGNATURE | authorize
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L | K. | [
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Frarm To FLAGE OF (Explain Unusual Circumstances) DIAGNCSIS RS it ) RENDERING o
A oo a4 N DD S |SERVICE | EMG CPT/HCPCS | MODIFIER PCINTER F CHARGES UN TS Flan” | QUAL FPRCVIDER ID. # I‘E
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25 FEDERALTAX 1.D. NUMBER 55N EIN 26. PATIENT'S ACCOUNT MO 27. ?ggvﬂlﬁ%ngyMENTq 28. TOTAL CHARGE 28, AMOUNT PAID 20. Rswd. for NUCC Use
84- 2210094 - X |pat-gen-13 YES NO % 240./00 | g 15./84 I
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3. SIGNATURE OF PHYSICIAN COR SUPPLIER
INCLUDING DEGREES CR CREDEMTIALS
(| certify that the staternents on the rewverse
apply to this kil and are mace a part thereof.)

Signature on File

Mai n

32. SERWICE FACILITY LOCATION INFCRMATION
Northstar Fam |y Health -

1420 Bi rchwood Ave
Portland, OR 97214

33. BILLING PROWIDER INFO & PH #
Northstar Famly Heal th

)

S| GMNED DATE

+ 1982744321 |

2.1982744321

|b.

NUCT Instruction Manual available at: www. nucc.org

PLEASE PRINT OR TYPE
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