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services described below.
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24. A, DATE(S) OF SERVICE B. | C |D PROCEDURES, SERYICES, CR SUPPLIES E F G H] I 0. z
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25. FEDERAL TAX |.D. NUMBER SSM EIN 26, PATIENT'S ACCOUNT NO, 27 SCCERT ASSIGNMENT? |26, TOTAL CHARGE 29 AMOUNT PAID | 30. Rsvl for NUCC Use
84-2210094 X pat - gen-104 YES NO $ 220.00 | 0..00 I
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31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATICN INFCRMATION 33, BILLING PROVIDER INFO & PH # )
s LS Northstar Family Health - Main 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. <
SIGNED DATE 1982744321 | 2.1982744321 |b- Y

NUCT Instruction Manual available at: www. nucc.org PLEASE PRINT OR TYPE

APPROVED OMB-0S58- 1197 FORM 1000 (U212



	1500cms 02.12 removed.pdf
	Untitled
	Blank Page
	Blank Page
	Blank Page

	1500cms 02.12 removed.pdf
	Untitled
	Blank Page
	Blank Page
	Blank Page




