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bl carriers any information needed for this or a related Medicare claim. | permit a copy of this authorization to be used in place of the origi-
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8 Name and address of physician or supplier (Number and street, city, | Telephone No. 9 Total $
State, ZIP code I )
) 4073 MEDICAL ARTS BLDG. i charges to
Y LA AV "’ ..
: cT . NEW ORLEANS, 10 Amount $
3439 PRYTANIA ST. - FEY 7 paid Lo
NE. 895-6679 Physician or
PHONE; supplier code :
11 Any unpaid - A
balance due
12 Assignment of patient’s bill 13 Show name and address of facility where services were per-
formed (If other than home or office visits)
@ [ laccept assignment (D’é not accept assignment
14 Signature of physician or supplier ( M (] DO [ DDS Date signed
services were personally render
@ Other degree
*0O—Doctor’'s Office H-——Patlent s Home (If 19/ e X-ray services, identify the supplier) ECF—Extended Care Facility OL;-E)ther Locatnon?
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