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| |
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d. INSURANCE PLAN NAVE OR PROGRAM NANE 10d. CLAIM CCDES {Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

YES E MO ffyes, complete itemns 9, 9a, and 9d.

PATIENT AND INSURED INFORMATION 4}‘}4— CARRIER —»-

READ BACK OF FORM BEFORE COMPLETNG & SIGNING THIS FORM.
12, PATIENT'S OR AUTHCRIZED FERSCN'S SIGNATURE |authorize the release of any medical or other information necessary
0 process this claim. | also recuest payment of government kenefits either o myself o o the party whoaccepts assignment
kelom.

13, INSURED'S COR AUTHORIZED PERSON'S SIGNATURE | authaorize
payment of medical benefits 1o the undersigned physician or supglier for
services described below.
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| el ] MDD oYY MM DD vy
| 17k | NP1 FROM | | TO | |
19, ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? % CHARGES
D ves [ ]no |
21. DIAGNCSIS CR NATURE OF ILLNESS CR INJURY Felate A-Linseniceline below 248) | T | 22, RESUBMISSION
R519 S CODE CRIGINAL REF. NO.
a0 E Gai o | |
. . . " 23. PRICR AUTHCRIZATICH NUMEER
[ J | K. | Bl
24. A DATE(S) OF SERVICE E. C. | D. PROCEDURES, SERWICES, CR SUPFLIES E. F. G, H | I J] =z
Frarm To FLAGE OF (Explain Unusual Circumstances) DIAGNCSIS P [Fay| D RENDERING o
MM DD Y¥ MM DD Y |SERVICE| EMG | CPTHCPCS | WMODIFIER FOINTER % CHARGES UNTs | P’ | QuaL FROVIDER ID. # E
| | | | | | | | Pt | e E
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25, FEDERAL TAX I.D. NUMEER S5 EIN 26. PATIENT'S ACCOUNT NO 27. ACCERT ASSIGNMENT? |28, TOT AL CHARGE 29, AMOUNT PAID 30. Rsvd for NUCC Use
84-2210094 ’_ e pat - gen-44 YES MO S 4800./00 | g 316./80 I
— | | |
31, SIGNATURE OF PHYSICIAN OR SUPFLIER 32, SERWICE FACILITY LOCATICN INFORMATION 33. BILLING FROVIDER INFO & PH # )
INCLUDING DEGREES OR CREDENTIALS Northstar Family Health - Nain Northstar Family Health
(| certify that the staternents on the rewverse
applyto this kil and are made a part teraof.) 1420 Bi rchwood Ave
Signature on File Portland, OR 97214
a. k.
SIGNED DATE 1982744321 | 2.1982744321 |b- Y
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