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25. FEDERAL TAX 1.0, NUMEER SN EIN 26. PATIENT'S ACCOUNT NO! 27. ACCERT ASSIGNMENT? |25, TOTAL CHARGE 20, AMOUNT FAID | 0. Rsvel.for NUCC Use
84-2210094 (__SZ pat - gen-108 YES NO % 150400 % 9490 i
31, SIGNATURE OF PHYSICI AN OR SUPFLIER 2. SERVICE FACILITY LOGATION INFORMATION 3. BILLING PROVIDER INFO & PH # )
INCLUDING DEGREES CR CREDENTIALS Northstar Fanily Health - Min Northstar Family Heal th

(| 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
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NUCT Instruction Manual available at: www. nucc.org
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