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MV BD | VY N on
Doe, John o1 lo1 l19s0 Mx]  f[] oe. John
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[CJves [Jno  iryes, retum to and compiete tem 9 ac.
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1o process this claim. | also request payment of government benefits either to myselfor to the party who accepts assignment services described below.
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Include appropriate (GBIAID RESUBMISSION: 5 INAL REF. NO.
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(i.e., -RT or -LT) RIOR AUTHORIZATION NUMBER

21. DIAGNOSIS OR NA

, |365.1X

OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4

2. . 4.

24. A DATE(S) OF SERVICE B. C. D. PROCEDURE: F. G. H. I J -4
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4 RN Physicians should use code 0192T, | w7 &
Il Il | L - -

5 Insertion of anterior segment aqueous Z
| ! ! | - - - i O
Il drainage device, without extraocular | e 2

6 L reservoir; external approach, for both A I
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I R R B \icdicare and private payors. | [ [we
25. FEDERAL TAX I.D. NUMBER SSN EIN 29. AMOUNT PAID 30. BALANCE DUE
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31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( )

INCLUDING DEGREES OR CREDENTIALS

(I certify that the statements on the reverse

apply to this bill and are made a part thereof.)
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* Providers are encouraged to check with commercial carriers for specific coding instructions.
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