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25. FEDERAL TAX L.D. NUMBER S5N EIN 26, PATIENT'S ACCOUNT NO. 7 AGCEPT ASSIGNM%\IT? 28. TOTYAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
{For govt. claims, see bac | | |
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31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVIGE FACILITY LOCATICON INFORMATION 33. BILLING PROVIDER {NFO & PH # ( )
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{1 certify that the statemenis on the reverse
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