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m below.
)
o SIGNED DATE SIGNED
m
= 14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
o MM | DD | YY INJURY (Accident) OR GIVE FIRST DATE MM Yy MM DD | DD
: } I PREGNANCY (LMP) I } FROM } } TO } I
—
g 17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPIT'\AALIZATION DATESYRELATED TO CUNR’\I/TENTSERVICE%Y
- - - -] | I I
I'?1 17b.| NPI FROM I I TO I I
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[ [Jves [ Jno |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Iltems 1, 2, 3 or 4 to ltem 24E by Line) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
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31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( )
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(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)
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