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23. PRIOR AUTHORIZATION NUMBER
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J.
RENDERING

MODIFIER

PROVIDER ID. #

CPTHCRCS

O O B W N -

NP1

PHYSICIAN OR SUPPLIER INFORMATION

i
25. FEDERAL TAX L.D. NUMBER SSN EIN

B2

26. PATIENT'S ACCOUNT NO.

I
1
27 O AN

YES NO

d 1
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(i certify that the slatements an the reverse
apply to this bill and are made a part thereof.)
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