
A 

.. REQUEST FOR tv1EDICARE PAYMENT 
MEDICAL INSURANCE BENEFITS-SOCIAL SECURITY ACT 

Medicare Division · 
Pan-American life Insurance Co. 
P.O. Box 60450 . 
New Orleans, Louisiana 70160 

(See. Instructions on Back-Type or Print Information). 

Copy from your 
HEALTH 
INSURANCE 
CARD ~ 
(See example lY 
on back) 

ARTHUR J . DUCOING 
Health insurance claim number 

433 01 5031 A ~Male 

Form Approved 
Bud(let Bureau No. 
72-R0730 

O Female 

.. ,. Patient's street address City, State, ZIP code Telephone Number 

--lfil-6-ELYSIAN- F-I--ELDS--AVE- ___NE_H_J2RLE.AllS_ LA__IQ 117 --------1---"'--'-'3_-_5_9_8 2=-----
Descri be the illness or injury for which you received treatment (Always fill in th is item it your doctor does not Was your illness or 
complete Part II below) injury connected with 

your employment? 

D Yes fil No 

If you have other health inslJrance or if your State medical assistance agency will pay part of your medical expenses and you want 
information about this c laim released to the insurance company or State agency upon its request, give the following information . 

Insuring organization or State agency name and address · Policy or Medical Assistance Number 

___ ._J __ . --- ---- -- -----
1 authorize any holder of medical or other information about me to relea se to the Socia l Security Administ ra tion or its intermed ia ries or 

·~ carriers any information needed for this or a r~lated Medicare claim. I permit a copy of thi s authorization to be used in place of the origi 
nal, and request payment of medical insurance benefits either to myself or to the party who accepts assignment below. 

------------
Signature of patient (See instructions on reverse where patient is unable to sign) Date signed 

SIGN 
6/10/69 

D. E. 
i~ei\u rt:: u; ;;i11c:.:. u r I \..11drgt::> ~i r r e· ! I P.;:! VP. I 

' I .. -- --- . h eac .. se r.1!ce n ... P ~ ':...~ nn~Pic. n ~ e?. ~p;:ide~ : =_:r!! ::: . :e·...: ;;':j~ ;'J' :-~q t..;;r ; ~g ~~ i-v"1~~; ' 1 di~u lu UJJU:>U d l 
' service ( *See Codes for each d ate given or su pplies circumstances Blank 

b elow) explain in 7C) 
-

I I Code )&~h>J~Q' J'l"\,\..Q l\..k~ .. ...-...._._ --· 
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8 Name and address of physician or supplier (Number and street, city, Telephone No. 9 Tota l $ 
State, ZIP code) 

'403 MtDlCAl ARTS BLDG. charges to ' 7011 ~ -· 
ST. - NEvV ORLEANS, LA. 10 Amount $ 

34'39 PRYTANlA 
Physician or paid t (; . f 

PHONE; 895-6679 supplier code 11 Any unpaid $ 
balance due ~ 

-
12 Assignment of patient's bill . 13 Show name and address of fac ility where services were per· I 

~ not accept assignment 

formed (If other than home or office visits) 

' 0 I accept assignment 
-

14 Signature of physician or sup~nr:,,n·s signa , certifies that physician's ~ODO 0 DDS Date signed 
services were personally render b1

1 
hi or u~ his 11e al direction) 

"' _ .t~vtr) I ___. Other degree 

H- Patient's Home (I f (in ~u e X-ray services, identify the sup~lier) 
~--· 

•o- Doctor's Office ECF-Ext ended Care Faci lity OL- Oth er Locations 
IL- Independent Laboratory IH- lnpatient Hospital . OH- Outpatient Hospita l NH-- Nurs ing Horne 

-
. d W e lfa re 

Department of Health, Ed uca tion, an -
Socia! Security Adm1plst£at!gp 

FORM SSA-14900(2) (4· 68) 


