
l!l ~ -=-'! l!l 
:.:zi:.···1"· i.i"~-t.. . 
r.,!i'r . 
L::.I !i . - 
HEAL TH INSURANCE CLAIM FORM 

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FEGA OTHER 1a. INSURED'S I.D. NUMBER 
HEALTH PLAN BLK LUNG 

D (Member ID#) D (ID#) D (ID/I) D /ID#) 

t 
cr. w 
cr. cr. 
<! u 

PICA ífT~ 
(For Program in Hem 1) 

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUGG) 02112 

;PICA 

(Medicare#! D (Medicaid/li D (ID#!DoD#} 
2. PATIENT'S NAME /Last Name. First Name, Middle Initial) 3. PATIENT'S BIRTH DATE 

MM I DO ; YY 
I I 

SEX 

MD FD 
S. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 

Self O SpouseO Childº OthèrD 

7. INSURED'S ADDRESS [No .. Street) 

CITY STATE 8. RESERVED FOR NUGG USE CITY 

ZIP CODE TELEPHONE (Include Area Code¡ ZIP CODE 

( ) 
9. OTHER INSURED'S NAME (Last Name. First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. 

b. RESERVED FOR NUCC USE 

a. EMPLOYMENT? (Current or Previous) 

DYES 
b. AUTO ACCIDENT? 

DYES 

ii. 
-·-------------! ~ 

e 
2 
<I .,,.~-------------; 1- 
2 u. ¡: 

·"'1""'--i--lS_T_H_E_R_E_A_N_O_T_H_E_R_H-EA_L_T_H_B_E_N_E_FI_T_P_L_A_N_?----------l~ 

DYES D NO If yes. complete items 9. 9a, and 9d. 

a. OTHER INSURED"S POLICY OR GROUP NUMBER 

c. RESERVED FOR NUGG USE 

d. INSURANCE PLAN NAME OR PROGRAM NAME 

SIGNED SIGNED l 
12. 

3. INSURED"S OR AUTHORIZED PERSON'S SIGNA TURE I authorize 
payment of medical benefits to the undersigned physician or supplier for 
services described below. 

14. DATE OF CURRENT ILLNESS, I 
MM ¡ DD , YY 

QUAL 

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION 
MM , DD , YY MM DD YY 

FROM TO 

17. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES 
MM DD YY MM I DD YY 

FROM TO 

19. ADD1fl0 20. OUTSIDE LAB? 

DYES DNO 

s CHARGES 

ICD Ind. 22. RESUBMISSION 
CODE ORIGINAL REF. NO. 

C.'-------- 
G.c_ _ 

K. 

o. L_ l------------'-------------------1 
H.1-- _ 

L. 

23. PRIOR AUTHO 

MM 

1 

2 

3 

4 

5 

6 
25. FEDERAL TAX I.O. NUMBER 

D. PROCEDURES, SERVICES. OR SUPPLIES E. F. G. H. J. 2 
(Explain Unusual Circumstances) DIAGNOSIS D~~s ªPSITT ID RENDERING C 

SERVICE EMG CPTiHCPCS MODIFIER POINTER s CHARGES UMfíS ~ OUAL. PROVIDER ID. # ¡::: -a~~L_-----t---t---t------~L----------~r----~-~-----+----+--+--+-------------< <I 

c. 
yy 

:a -------------- a 
NP! C 

u. 
2 

NPI a 
1-----'---'-----'---------'----'---'-------'------'----'----'------''--------'---'-----'--j---+-----------lu. 

NPI 
-------------- ~ c. 

ü. 
-------------- a e NPI 

l----'---~--'---L_--1----'----'---'--------~---t---L_-L_ __ ~---~'--------'---'-----'--+---+-----------l2 
<I 

NPI - - - - - - - - - - - - - - t: 
l----'---'---'------'-----'----'---'---------'----1---L_--t----'------''--------'-----'--j---+-----------lU. 

> 
::t c. NPI 

SSN Ell" 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 
!For govt. claims, see backl 

; DYES DNO s 
29. AMOUNT PAID 

s 
30 Rsvd tor NUGG Use 

DD 
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 

INCLUDING DEGREES OR CREDENTIALS 
(I ceriîly thal the statements on the reverse 
apply to this bill and are made a part thereof.) 

32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH ~ 

SIGNED DATE 
a. b. a. b. 
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BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEAL TH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY APPLICABLE PROGRAMS. 

NOTICE: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information may be guilty of a 
criminal act punishable under law and may be subject to civil penalties. 

REFERS TO GOVERNMENT PROGRAMS ONLY 
MEDICARE AND TRICARE PAYMENTS A patrents signature requests that payment be made and authorizes release of any mtormauon necessary to process the claim and certifies that 
the information provided in Blocks 1 through 12 rs true. accurate and complete. ln the case of a Medicare claim the patient's signature authorizes any entity to release to Medicare medical 
and nonmedical information and whether the person has employer group health insurance, liaoihtv. no-fault worker's compensation or other insurance which is responsible to pay for the 
services for which the Medicare claim is made. See 42 CFR .J 11.24(a) If item 9 rs completed. the patient's signature authorizes release ol the information to the health plan or agency shown. 
ln Medicare assigned or TRICARE participation cases, the physician agrees to accept the charge determination of the Medicare carrier or TRICARE fiscal intermediary as the lull charge and 
the patient rs responsible only for the deductible coinsurance and non-covered services. Coinsurance and the deductible are based upon the charge determination of the Medicare carrier or 
TRICARE fiscal intermediary if this rs less than the charge submitted. TRICARE is not a health insurance program but makes payment !or health benefits provided through certain attiliations 
with the Uniformed Services. Information on the patient's sponsor should be provided 111 those items captioned 111 "Insured": i.e. items 1 a. 4. 6, T, 9. and 11 

BLACK LUNG AND FECA CLAIMS 
The provider agrees to accept the amount paid by the Government as payment in full See Black Lung and FEGA instructions regarding required procedure and diagnosis coding systems. 

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, TRICARE, FEGA AND BLACK LUNG) 
ln subrruttinç this claim lar payment from federal funds. I certify that 1) the information on this form is true. accurate and complete: 2) I have familiarized myself with all applicable laws 
regulations. and program instructions. which are available from the Medicare contractor· 3) I have provided or will provide suttícrent mformallon required to allow the government to make an 
informed eligibility and paymenl decision: 41 this claim. whether submitted by me or on my behalf by my designated billing company complies with all applicaole Medicare and/or Medicaid 
laws, regulations. and program instructions for payment including but not limited to lhe Federal anti-kickback statute and Physician Self-Referral law (commonly known as Stark law): 5l 111e 
services on this form were medically necessary and personally furnished by me or were furnished incident to my professional service by my employee under my direct supervisron, except as 
otherwise expressly permitted by Medicare or TRICARE: 6) for each service rendered incident to my professional service. the rdenuty (legal name and NPL license#, or SSN) of the primary 
mdividual rendering each service is reported 1n the designated section.For services lo be considered "incident to" a physician's professional services. 11 they must be rendered under the 
physician's direct superviston by his/her employee. 2) they must be an integral. although incidental part of a covered physician service, 3,\ they must be ol kinds commonly furnished in 
physician's offices. and 4) the services of non-physicians must be included on the physician's bills. 

For TRICARE claims. I further certity that I (or any employee) who rendered services am nol an active duty member of the Uniformed Services or a civilian employee of the United States 
Government or a contract employee ol the United States Government, either civilian or military (refer to 5 USC 5536¡. For Black-Lung claims. I further certify that the services performed were 
for a Black Lung-related disorder. 

No Part B Medicare benefits may be paid unless this form is received as required by exrstmq law and regulations (42 CFR 424.321. 

NOTICE Any one who misrepresents or íatsiñes essential intonnauon to receive payment from Fecleral funds requested by this form may upon conviction be sub¡ecl lo f111e and irnpnsonmenl 
under applicable Federal laws. 

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, TRICARE, FECA. AND BLACK LUNG INFORMATION (PRIVACY ACT STATEMENT) 
We are authorized by CMS. TRICARE and OvVCP to ask you for information needed m the administration of the Medicare. TRICARE, FEGA. and Black Lung programs. Authority to collect 
imormauon rs in section 205(a) 1862 1872 and 18ï4 ol the Social Security Act as amended . .J2 CFR 411.24/al and 424 5(a) (6), and 44 USC 3101 :41 CFR 101 el seq and 10 USC 10ï9 
and 1086 5 USC 8101 et seq: and 30 USC 901 et seq. 38 USC 613: E.O. 9397 

The ,nforma1ion we obtain to complete claims under these programs is used to identify you and to determine your elig1billty. lt rs also used. lo decide if lhe services and supplies you received 
are covered by these programs and to insure that proper payment is made. 

The informaoon may also be given lo other providers of services. carriers. intermedianes medical review boards. health plans. and other organizations or Federal agencies. for the ettective 
adrrunistraüon of Federal provisions that require other third parties payers lo pay prirnarv lo Federal program. and as otherwise necessary to administer these programs. For example, 1l may 
be necessary lo disclose intcrmattor- about the benefits you have usea to a hospital or doctor Additional disclosures are. made through routine uses for .ntormauor contained 111 systems >f 
records. 

FOR MEDICARE CLAIMS: See the notice modifying system No 09-70-0501 lillea Carrier Medicare Claims Record. published in lhe Federal Register Vol. 55 Na. 1 ?ï page 37549. 
Wed. Sep!. 12 1990 or as updated and republished. 

FOR OWCP CLAIMS: Department of Labor Privacy Act ol 19ï 4 'Republication of Notice of Systems of Records · Federal Register Vol. 55 No. 40 Wed Feb. 28 1990, See ESA-5. ESA-6 
ESA-12 ESA-13. ESA-30. or as updatea and republished. 

FOR TRICARE CLAIMS: PRINCIPLE PURPOSE(S) To evaluate eligibility for medical care provided by civilian sources and to issue payment upon establishment of elig1IJ11ity and 
determination thai the services/supplies received are authorized by law. 

ROIJJlNE.U_SElSl. Information from claims and related documents may be given lo the Dept. ol Veterans Affairs, the Dept. of Health and Human Services and/or the Dept. of Transportation 
consistent with their statutory adminislrative responsibtlities under TRICARE!CHAMPVA. to the Dept. of Justice for representation of the Secretary of Defense 111 ci'lil actions to lhe Internal 
Revenue Service. private collection agencies and consumer reporting agencies m connection with recoupment claims. and !o Congressional Offices 11' esponse to inquines maoe at the 
request of the person to whom a record pertains. Appropriate disclosures may be made to other federal. state local. forrngn government agencies pnvate business entities. and rxnvioual 
providers of care. on matters relating to enlltlemenl. clanns adjudication. fraud program abuse utiíization review. quality assurance. peer tevse«. program 1nteg11ty third-panv liability 
coordinauon of benefits, and c1•11I and criminal l1t1gal1on related to the operation of TRICARE. 

DISCL_OSURES· Voluntary however follure to provide information will result 111 delay ,n payment or may result in denial of claim. With the one exception discussed below there are ne 
penalties under these programs for refusing to supply mtorrnanon However failure to íu,rnsh 1nformat1on regarding the l'ledical seN1ces rendered o, the amount charged would prevent 
pavrnert of cla1rns under these programs. Failure io rurci,sh anv other 1niormat1on. suc~ as name or claim number would delay payment of lhe cla1111. Failure to provide <necllcal information 
under FEGA could be deemed an obstruct,on. 

lt ,s manC.:ato,y t.hal 11ou 1, li us ,í you Know thai another parly s responsible for paying for your treatment. Section 11286 of the Social Security Act and 31 USC 3!3G î -3812 J1 ov1de penall1es 
for withholding tl1is 1nformat1on. 

Y ,u should be awa,e thai PL I 00-503. the ·computer l\ilatch,ng ane! Pnvacy Protection Act of 1988'' pennits the government lo verify 1nformal1on oy way of compu!er ~,aiches. 

MEDICAID PAYMENTS (PROVIDER CERTIFICATION) 
I hereby agree to ,eep such records as are necessar¡, to disclose íu111 the extent .,f ser11ces provided to ind1v1duals under the Stales T'tle XIX plan ane' to furr11sh 111forma11on egar'11ng .1nv 
payments cla,mec fr r provrding suet, services as the State Agencv or Dept. ol Health ard Human Services may equest 

I 'urther agree to accepl. as payment in full. the amount paid by the Med1ca1d program for those claims submitted for payment under that program, with the exception of c:u,thor•zed deductible. 
co,nsurance co-payment or s1m1lar cosi-sharing charge 

SIGNATURE OF PHYSICIAN (OR SUPPLIER): I certify that the services listed above were medically 111d1cated and necessary to the health of this patient and were personallv rum, ,heo by 
me or 11y employee under my personal '11rect1on. 

'JOTICE Th,s ts to c&rtify that the foregoing 111t0,,na11on 1s true a-xurate and complete I understand thai payment and sat1sfac11on oí this clarm will be frorr- Federal ane, Staie ªunds and that 
.1ny false clairns. Sliiteme11ts. or documents. or concealment of a matenai fact may be prosecuted under applicable Federal or State laws 

According to the Paperwork Reduction Act of I %5, no persons are required to respond to a collection of information unless il displays a valid 0MB control number The valid 0MB control 
number ror this 1n'ormat1on collection is 0938-1197. The time required to complete this ,n formation collection 1s esllmated to average 1 O minutes per response. including lhe 11111e to e•11ew 
111s1rucl1ons semr.h existing data resources, gather the data ~eecled. and complete and re•1iew the 1nformalion collection. If you have any comments c0ncerning the a,;ctr"lcy e :he time 
eslimale(s/ or suggestions ª<11 imorovirg tris ;orm. please write lo CMS 7500 Security Boulevard. Attn PRA Reports Clearance Officer rvld1I Sto¡; Ccl-26-05 B;¡lt11TJore N1ar•¡I,. 1J 
21244-1850 T~is adclre, sis for commen•s c¡n,i'or suggestion.a only. DO NOT MAIL COMPLETED CLAIM FORMS TO THIS ADDRESS. 



PATIENTS BIRTH DATE I i !SEX 4. INSURED'S ~Af',1 ¡ (~a I Name 
--+--+--+-----+--+---+---+--+-+-;-;-+--+--+---+--t-+-..._,--+--+-+---+--+-+--1-r--t~',,•, t,.1t--¡¡f ~'4Y'-i-' -1:-M_,.fíl-,-,-;-: -!¡-+F-r--'-r--1--1-+--+-'--+--+---ll-+. -+. -+--'--'--'---'--+-i--+-!,, 

I . ~ ----~----i---+- 
6fATIENT RELATIONSHIP T9 l~SURED .7. 11,SURED'S ADD ESS (No .. 

Self Spouse! Child Other 

r 
CIT'/ B. RESERVl5D FOR NUGŒ USE 
t +--+-+--+-+--,...-+-+-f-+-+-+-+-f-+-+-+-+-,-'--+-+-i---l-t-14 ' 

CITY 

ZIP CODE 

9. OTHER INSURED'S NAME (Last Name. First Name, M¡ddle lni\1al) 10. IS PATIENT'S CONDITION RELATED T(j: 
~;...· -++-+-t---+~· _;_· -+-+--,..-+-' -+--+t+--,---+-,--+-+--+--'----+-+-+-+--+-+-+-!--,,-J 

b, RESERVED FOR NUGG USE 

e, R!=SERVED FOR NUGG l:JSE 

3. INSIJRED'S OR UTHORIZED PEF\SON'S SIGNATURE j authorire 
--¡mymentnrmooiæliJe'netits·to1hirofTÙffi'sig~ectphysic,an-o-r ,upplterfo.­ 
services deScribed below. 

1-2. 

-+---r- -+ 
SIGNED 

I 

~---+-+--+-+---~L ,-,- 
s1m1ED 

14 3~~8URRE~~ ILLNESS, .URY 01 f'~GNANCY IL~1P1 

QUAL 

I • 18-. HOSPITALIZATION DATES ,RELATED TO CURRENT SERVICES 
-"--l--'-"-----!·..-,..1-;...! - MM r+-ºº· Y...Y.._ MM. 1 QD. ,~v...y_ 

FROM I I TO 1 
' I 

17 NAME OF REFERRII\G PRO'IIDER O 

2Q. OUTSIDE LAB? 

-DYES 

$CHARGES 19. ADDIT 

NO 

c__,__,_ _, 

G.,_1 ~ 
_li. 

D. I"-'- r--------;---~----------------, 
-'---Cl. i.. __ ...L.~aba-l:3. PRIOR AUTHORIZATION r:u.'.'.1.'::_R~- 

~--L_. I 
B. C. D. PROCEDURES, SERVICE,¡. OR SUPfLIES F. J. 2 

---+---+--+-1p!:Aern,CJ,-.+-~1----f-(Explar,rt:Jnasoaleircmnstanc:ea-)-,-;-.._..-,- RENDERING-----+(: 
YY SERVICE CPT/HCPCS MODIFIER PROVIDER ID. 1 ¡: ... ·-=-+-+'-H-""'i==-..-=;.cc;c.-1,-,F-C-r-','-",--',''-,-_,_-,-_i--ir","'+'-'"r-,.... __ ri--'-i'"-i-'..,:C'-i-'---r-'-'-'-''-'-"----rl-;-';c-c,-"-,-!,'-";--t-''r','-t+-~-+-'+'~==-e-,--+,c; .. 1 ,-;,..._~_..,_ ........ _. -·-._J._-"~--'--~-! ä 

l-,.--,--',~-,--4-,--,--',---i--+-'-r--,--r-'i--+--i-4-~r-1--,-;-+--,--i-i-+--+-+-+--,--t-+-l-f--+--i-4--+--,....c.;--.-i-'-i-~-i-_,,_,_-,-.,___,._--i-',-~,--,...-',--i-f-~-t+-+-+-i--+-+i ~I~~-,-+-+~ 
e: 

1-----------'----------------~-,--------,---,---"--------~-----.~---~--------------~-¡---+--,-----------tU. 

6 
!28 TOTAL CHl)RG8 

s 
i 29. AMOUNT PAip 
i 
! s 

30. Rsv~.'_"JUCC Use I 

2 

3 

4 

5 

25. FEDERAL TAX I.O. NUMBER SSN EIN ~~oo- 
: 32. SERVICE FA~ITï LOCATION INFORMATION _f"33. BILLING PFOI/IOER INF·J ,~PH# 

ji, ~' ~r 
SIGNED~ _._,~----~ ['a. ...., ........ - .... ~--'•b•, .._,. .... ..,_ ....... ,...¡¡¡ _ _. __ .....,lb·,........._, ..._ , __ ...., _.I 
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31. SIG~IATUFE OF PHYSICIAN OR SUPPLIER 
INCLUDING DEGREES OR 6REDENTfAL-S 
ti certify that lhe statements on the reverse 
applytoîms6ll1äncj are ,nade a pari 1heraol.) 

(_ 
r- 

-·:-1 --+ 



:~+-+---+--t---+-~~~~~~~-+--,---,-----+~'1 I 
I 

CC) ' d. IS THEflE ANOTHEH HEALTH BENlëFIT JOLAN? 
_ >Q<XXX ~li] ~s_Jk] ~ 11.!_e~ coèlrleta i~rr;s9, ~a~~ 

<I 
Q, 

. 12.11,SUF:ED'S 0'1 AUTHOF!IZED PEFSON S ,SIGNATURE I a rthorize 
.·+aNy--t1 her-iiïforrr&ti:m neeessary+> µaymtrii uf-'!11c1.HcaM.Jt:Hrffîis lu H1e-undeœfg1leà µhyJic.:i8n-ur'Sopµherí-o!- 

or lo :he ")lllíl'ty who accepts asslçnrnent servi eøs de ser bed below 

_ -·~~- __ __ ~xxxx~xxxxxxxx~xxxxx1~x~ 1 
DA'TE1XXXXXXX~XXXXX SIGt~ED xxxxxxxxxxxxxxxxxxxxx xx 

1E. HOSP TALIZATION D1\Tl=S RELffcD TO CURRE~IT SERVICES 
........ ~_,_--;_,_-+-,·---+--+--'-++~~~~~-~~~~_,_~,-,......,.....-'~'M~}Dr-t ~ . . MM DO '/Y~ _ FROfv\XX; xx 'IXXXX . TO xx; i xx i X 'xx 

16. DA-·Es F'AîlENT UNfl.Bl.E TC WOF1K IN CIJRRE~lï OCCIJPIITION 
- MM-, DD ·?· YY ~-MM--:- !~8~Y FROMXX. xx xxxx TO xx: xx xxxx 

20. OUTS'IDI: LAB? S CHAl'1GE,; 
JR:JvE~ JR_] NO XXXXXXXXX XXXXXXX:XX 

oFE ,JF ILLNESS OFt INJURY Relate »t. to service line below (24E) 
- +- 

'~- C::,,,..,--'=-'--'....:.;_¡_.....c............... XX XX X XX 
I:. 1XXXXX1XX ~F ,xxlxx X,XX 

_ Llxxxxx'xx ,1 1xxlxx x,xx 

ICC> lrct.lX ¡ 
-- -¡-- ' 

-~D. XXXXXXX 
"' xxxxxxx -~.... - ··- 

L. XXXXXXX 

22. FtESUSMISSION CODE - ~~- ..ORIGINAL REF. NO. ~~- 
X X XX X X X X X X X xxxxxxxxxxxxxxx~xx 
2:1. F'RIOn AUlHORIZi\ T!Or, NUr~BEFt 

24. A DATE(S) OF !,El'iVICE 's. 
· -Frnrn----"'---+-- - - -· l~- - ..-- F~eE eF MM DD YY MM DD YY 

c. ¡xxxxxx'x 
_e; ¡XX XX XXX 
f:. ¡XXXX_2SXX 

F1EI.JDEftlNß­ PROI/IDEf1 ID. # 

D. f'ROCECJIJRES, SERV IC ES. OR SlJP"L!ES E F. G. 
~(C'.xplai tJíll.!--saat--eircumsta11t:es)~ OIAGN08r3 DA~S 

Oll CFï/HCPCS ~IOD I FIER POINTER !, CHAR3ES UNITS 
xx ,XX :'xx 'XX xxxx xxxxxx~x xxx X 

I xx xx xx xxxx xxxxxxxx XX)CX 

-- •. _._____L_. ' ~ xxxxxxxxxx;x 1 
I rxx .xx 
2 

I I 1 

xxxxxxxxxxx xx~xx 

-3+-,--,--',--~C..,...: x--r-x.....-',--x-+x-+,x...........,x,-'---x+---x+-'. 'i--x+-x-,-+x...,..x...,... ~x--,----,x.....,x_x,......x,......,.,....~x~x-,- xx1 ¥ ~x Ix_ xxx, {88 xx xx;xx I xx~ [87i xxx xxx xxx xxx ~j 
'xxxxx : 'xx Txx :'xx'"xx xxxx··xxxxxxxx '-xxx x NPI xxxx5t5(x~i~xx g: 

5 
¿: 
<I 

xx'x~xxJ<X~xxTxx xxxxx il :xx ""xx;~ ~X fxxxx lx~xxxx[xxxJx xxxxxxxxxxx- ~ 
I > :~;x ¡xx: :xx :x~ ¡'xx xx xxxx;x , XX:xx:)(X xx 1xEKJxxxxxxxx Œxx x NPI 'x~xxxxxxxx;xx ~ 

25. FEDERAL TA:X I.D'. NUMBER SSN E N J; 26. PATIENT'S~~º- I 27. ,~;?r~~J'.1,~~~~li~~~ljSIT? _¡: 28. TOTAi. CH,\RGE' _ 29. AMOUNT f'AID 30: Rsv/J lor r,ucc Use 
X xxxxxxxxxxxxxx:K][J !XXXXXXXXXXXXXX I î[FEs [R]No i sxxxxxxx xx !'XXXXXX91'.X xxxxxx X 

31. ~~~~0~~'~\f[s~~~~~/~~~~¿;~~;,~~~t J: 32. SERVICE FACILITY LOCA TION~NFORMATION _X X X X XX ~ BILLING PFto~rn I FO" PH!_(~ X Xj X X X X X~ XXX 
[I cerlify that the statements on lile reverse ¡X xx xxxxxxxxxxxx xxxxxxxxxxx . xxxxxxxxxxxxxxxxxxxxxxxxxxxx;xx 
,pp1y10·1füs0i11anrfarernaaeaoa,1u,e,eot1 ~ :XXXXXXXXXXXXXXX:XXXXXXXXXXX iXXXXXXXXXXXXXXXXXXXXXXXXXXXXX 
XX-X X xxx xx xxxx X X xxirxxxx X xxxxxx xx xx X Xx X X X X X xxx I X X X X X X xx: xx xx xx xx X X X X X X xx xxx )0( 

s1GNrnii..xxxxx1<ii.x ;A\§.L~~~2<xx.x>&xlbxxxxxxxxxxxxxx I ªxxxxxxxxxx bxxxxxxxxxxxxxxxxx 
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