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FEAD BAGK g% ) S ,3 RBUNED 8 D AUTHOMZED Pf,nscmsmcmwxﬁmauﬁmm .
12, PATIENT 5 OR AUTROINIED 1 T ifarmatins necadasry . mwmu;ut mediedl rmma 1o ©10 \mifatipnes Ahysitar o Gippiat tor
i mgmmmmmm Iulupmz;ursl.;u, £l gt g-wctmmiww‘fs cmfua\!wwm-um mwmuumwmum : um@mmmmmw
i .‘I'NATURE ON FILE 12 01 201 Y FILE
. Sanke, SIGh oot e s COATE anSIGNATURE Ol‘ ILE g ¥

T, BpTE 7 21 VB OTHER KATE
* % 555 5 asey

. waormmxﬂ'rm FREVIOER O STHER SAURGE

$ PIAAGES
_oloo_
Cmm NAL ner- uo

19, mmmw QLA INFORMATION 5535100 by HOC L)

2. mmw.;mmww omm%onmmv Rolaty Nme)n:fvaaebvlowtwﬂ ' 1c‘:b <0 :
513 QXXD §?3 3%XXD c @33 8XXD o 1125.461

ey Ssotme ey

L[ N RS

ot

PLIER

8 . ; ;

|28 FEOEHSL TAX :Z;i.‘wnmuem mw EiN | 2B PAVINT'S ACCIOUHT NG, 25, TOTAL CHARGE 20. AMIMIKT #AES 130, Rnd) fur-m.;m ey |
270796590 6§ 1030.40 ;s  0.90
{7 THNRTURE OF o7 SERVIGE EADILITY, LGLATION INF R TIoN 135, BIULLING PROVIDER INFO & Pel ¥ JU L7720 /

ettt S “AKRON CHIRGPRACTOR |CLEARWATER BILLING SERVICES LLC

BEPY W thig bRt 013 ar mude o o3 Dre.) ¢ 8 ARLINGTON ST P.O BO¥X 1243

. AKRON, OH 44306 BATH, QR 44210
,}‘r’_\” . GHOUBRIAL, MD _H&.‘ [¢}% 151!]66970284‘] 3 3!487932112 ‘
APPROVED OMS.02318. 1147 ROPM 1550 (02158

NUSC thatreection: Manual svaigbia ax AV DULE. O PLEREE PRIFT Q8. YYRE

Sandra Kurt, Summit County Clerk of Courts
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EXTO
KIMBERLY FIELDS

Page 13 of 16

A
Ll

«

]
Elﬁ' i

T
HEALTH INSURANCE CLAIM FORM i
APPRGVED BY NATIONAL UNIFONK CLAIM COMMITTEE (NUCC) 02/12 o
. Piea PICA - 14 t¢
. EDICARE | MEDICAD TRICARE CHAMPVA OTHER] {a. INSURED'S 1.D. NUMBER For Program w flem 1) N

EALTH PLAN BU(LU
D(Mmﬁ.carew D(Modzca/dw D (1D#DoD#) D (Mamber1D#) I:I (D% D .(IDN}

2. PATIENT'S NAME (Last Namg, First Mama, Middie iniiini)

FIELDS, KIMBLERLY

iiiiiiﬁiiii.m[] FX]

4. INSURED'S NAME (Last Nama, First Name, Middle inma!)

IELDS, KIMBERLY

__

5. PATIENT'S ADDBESS

(No., Stigel) 6. PATIENT RELATIONSHIP TO INSURED

Seu E SpouseD ChndD OmerD

7. INSURED'S ADDRESS {No., Streat

STATE | 8. RESERVED FOH NUCC USE

TELEPHONE (include Area Code)

.

“E
TELEPHONE |mcluds Avii iili I'

9. OTHER INSURED'S NAME {Last N

19. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current ar Previous)

YES
b, ALTO ACCIDENT?

b, RESERVLED FOR NUCC USE

c. RESERVED FOR NUCC USE c. OTHER ACCIDENT?

D YES

o

[ﬁ YES D HO Léﬁ s

11, INSURED'S POLICY GROUP OR FECA NUMBER

a.INSURED'S DATE OF BIRTH SEX

O 0

b. OTHER CLAIM ID (Designated by NUCC)

c. iNéunANce PLAN NAME OR PROGRAM NAME
KIMBERLY FIELDS

d. INSURANCE PLAN NAME OR PROGAAM NAME 10d. CLA:M CODES {Designated by NUCC}

PATIENT AND INSURED INFORMATION ——g

d. iS THERE ANOQTHER HEALTH BENEFIT PLAN?

,- certify that tha statements on the revarse §
apply to {hus hill and arg made a garnt thereol}

S ARLINGTON ST

D YES NO If yes, complels items 9, 9a, and 8d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorizs
12. PATIENT'S Oft A}JTHORJZED PERSON'S SIGNATURE | auihotize the releasa of any medical or other intormation nacessary payment of medical benefits to the undersigned physician or suppher tor
lo procass ihis claim. | 2iso request payment of government benefits sither 10 myselt o to the party who accepis assignment services described below.
baiow.
SIGNATURE ON FILE 10 26 2017 SIGNATURE ON FILE
SIGNED — . . DATE___ SIGNED _ . _ R Y
14 TATE OF CURRENT ILLNESS, INJUHY ar PREGNANCY (LMP) | 15. OTH ATE 16. DATES PATIEN UNABLE O WORK IN CURHENT OCCUPAT(ON L
1\§ (’.) fN7 431 4@9 MO 2O« 1Y E J A
QUAL; QUAL. ! P FROM . T0 e
_I:' HAMC OF HtFERFHNG PROVIDER OR OTHER SOURCE 17a. 18, HOSPITALIZATION DATES RELATED TO CURRCNT SERVICES
SIS SN e e e emmmmmmmn MM DD, Yy MM, DD, YY
: 17b. M-“l FROM ! [ TO '
19. ADDITIONAL CLAIM INFORMATION {Dasigrated by NUCC) 20. OUTSIDE LAB? $ CHARGES
[Jves E NO l 0 l 00
21. IAGNOS!S OR HATURE OF ILLINESS OR INJURY Relata A-L 1o service line beiow {24E) D Ind. | U 22, ggSDLéBM(SSION ORIGINA N
S16.1XXA S23.3XXA . §16.1XXD §23 3XXD | 'GINAL REF. NO.
Al B .
' i . PRIOR AUTH NUMBER
£ o G " 23. PRIOR AUTHORIZATION NUMBE|
[F Jo I L.
24, A, OATE(S) OF SERVICE 8. C. D. PROCEDURES, SERVICES, OR SUPPLIES £ F. G, | . 1 J. b4
From To PLACE OF (Exptain Unusuat Circumstances) DIAGNOSIS Sl it T RENDERIIG o
MM o0 YY MM DD YY [SERVICE! EMG CPTMCPCS | MODBIFIER POINTER $ CHARGES UNITS | Pan | QUAL. PROVIDER ID # ’:(
4f 101117 10 1717 11 99203 A,B 300.00 1 1003892217 =
N | R T I 7 z
o 10 11 17 10 11 17 11 EO0730 A,B 500.00 1 1003892217 '_zL_
. : t i ! ' 4 i Bafitiatialiati - k
AR L L l N N B K 5
3 10718 171071817 17X 962713 C; D 5000 1 1003892217 E
1 . ¢ f i : i F--- - -
o] R N S I B L 5
4 1 O 1 St N A G Bt 1§ S N A O N 2U353 |OFRY) 1000700 1 1003892217 7]
: s ! . H H & H S B R - -4
1:0_1_8: R Pl | 1’: ‘lf\; ﬂ"ll 12 l e il TN 0, W T 00 Y I ! : : l P ™\ { —_~ ;‘,-\ ' t NPI g
i A A 15 6 A o S My A W LU0 o JUTUU L 00589311/ 2
H t : 1 E 1 nlindhali --- x
5*-!'ilJl IR || [ 2
101817101817 1T Z—‘s4556 - €D 160-00—1 o
’ [SAVRNVAY) L UUJUBZZJ./ >
; ; . \ . I PR, . T
o | ! ] | I O :
25. FEDERAL TAX LD, NUMBER SSN EIN COUNT NMO. 27 C%&?L’&%@sg%gn" 28. TOTAL CHARGE 29. AMOUNT PAID 30 Asvd for NUCC Use
270796550 W [Rlves | Jwo s 2160.00 |5 0.100 |
330~333—7207——
‘ INATURE OF PHYSICIAN OR SUPPLIER 32 S A ATION BILLIN O\IID R INFO & G E;R el
LUDING DEGREES OH CHEDENTIALS ROV CHT ROBRALTER C 'Algﬁl fi IN VICES LLC

AKRON, OH 44306 BATH, OH 44210
lqrrn N4 1-4-Q-7-0-093-3-0.
SAM N. GHOUBRIAL, MD 10 26 17,002 7-02-8-4- ,b [ S o A np ]b v
SIGHED DATE | Y

NUCC tnstruction Manua! avaitable al: www.nucc.org PLEASE PRINT OR TYPE

Sandra Kurt, Summit County Clerk of Courts

APPROVED OMB-0938-1197 FORM 1500 {02-12)
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KISLING, NESTICO & REDICK
3412 WEST MARKET STREET

HEALTH INSURANCE CLAIM FORM AKRON, OH 44333
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

"PlCA PICA m_
1. .EDICARE MEDICAID TRCARE CHAMPVA OUP. - an OTRER| 1a. | ' {For Progrem In ltem 1)
:|;- n;D (Medicaid #) D (Sponsors SSNj D (Member 1D) |:| (SSN or ID) D (ssN) B (1D}
2. PATIENT'S NAME (Laot Name, First Name, Middio Initial) SEX N Name, Middio Infiial

NORRIS, MONIQUE

SAPM" L 3

SGIID gpo

F

NORRIS, MONIQUE

6. PATIENT RELATIONSHIP TO INSURED

usaD ChIIdD omerD

ciry

STi 8. PATIENT STATUS

ZIP CODE

TEL

(

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initiat)

&. OTHER INSURED'S POLICY OR GROUP NUMBER

D YES

b. OTHERA INSURED'S DATE OF BIRTH
M Yy

b. AUTO ACCIDENT?

[ Pres

SEX

L] f[]

c. I:MPLOYI:H S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

[ Jves

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previocus)

[]%
PLACE (State)
D NO

B

ciTy

i

ZiP CODE TELERL

(

11, INSURED'S POLICY GROUP OR FECA NUMBER

6. INSURED'S DATE OF BIRTH SEX

]

b. EMPLOYER'S NAME OR SCHOOL NAME

FDX

c. INSURANCE PLAN NAME OR PROGRAM NAME

KISLING, NESTICO & REDICK

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NQ If yes, return 1o and complete ltem 9 u-.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the refease of any madical or other Information nocessary
to process thia claim. | also request payment of government benefits either to myse!f of lo tha parly who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical banafits to the undarsigned physiclan or suppllar for
sarvices described below.

PATIENT AND INSURED INFORMATION ——————— | <— CARRIER—>-

Mid. by Medical Arts Press
Call toll-free: 1-800-328-2179

Sandra Kurt, Summit County Clerk of Courts

halow,
SIGNATURE ON FILE 09/23/13 SIGNATURE ON FILE N
SIGNED DATE SIGNED Y
. ILLNESS (Fi OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION
? HATE % CURRE%l 3‘ INJURY (Acélsé::{)ng;n ) GIVE FIRST DATE 1 DD Y MM BD | W MM DD, YY 0
L PREGNANCY(LMP) ! : FROM ! ! TO ! !
17. N/\ME OF REFEHRING PROVIDER OR OTHER SOURCE A78; 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES, v
CanNet| T FROM | | 10 i i
1 1 1 —l
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
| (ves [Jho |
2t. D|A08rac4)sg OF(!) NATURE OF ILLNESS OR INJURY (Refate ltems 1,2, 3 ogl o llel:\ 24E by Line) —1 22, gggl AID RESUBMISSION ORIGINAL REF. NO.
) B s L.
_ ! 23, PRIOR AUTHORIZATION NUMBER
'13 2 8 47.1 4. |
* 24'. A DATE(S)OF senwcs B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. Q. H | I J. =
From PLACE OF (Exptaln Unusual Circumstancas) DIAGNOSIS NS foml . RENDERING (9]
MM DD YY MM DD YY |SERVCE| EMG | CPTHCPCS | MODIFIER POINTER __$CHARGES _uns | pun | qunL PROVIDER 1D. 4 g
1) -0/702/13 08/02/133 17 | 199204 i | ';“ | 1, 2|3 $350 ool Y -@;-—~&508%5691°
1 L | 1 . . — - - L 1. 1 - |-|.
2 08/02/13 08/02/13 11 | "E073¢ } I | 1 2|3 ssoolool 1Y [ 150885691
) 1 - 1 i w
3 e IR b "| ! |.' | ‘;,,;,J """""""" &
N T R B . ! 5
4 { I ] | o . | ] ] | [ F== -t e == = o
N N S N N I S N . R o
. ) .- N Z
| | | ! a | i 1 i il Eadataie e R R o
I Y N O A Y | I I I K 2
y ' N " M " . . 0 ’ S S I
6 1 | I Lot b || &
FEDE Al MBER SSN EIN 26.P NO. 27 CCEPT ASSIGNMENT? [ 28. TOTAL GHARG 29, A OUNT PAID 30. B 3
o R SE T [T TOREY [ X3 ¥EG;00
i ]
~ "3NATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33, BIL| INFORFH - -,U ; (
{ ;mnme DEGREES OR GREDENTIALS e ERYGHRY E‘.‘i‘\r BI(LL l‘ﬂf&v Sﬁkk]l CZE
' .« cortify that the statements on Ihe raversa HANCH R I ST LLC P 0 BOX 1 2 4 3
apply to this bill end are mude a part thareot.) 113 4 BROWN 8T .
RICHARD H. G[(J)N9I\}I21\:]3G/1" AKRON, OH 44301 BATH, OH 44210
SIGNED DATE a. 1669702841‘3‘ a 148798211E Y
NUCGC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938 PRI IB-1500 (08-05)

414710 - Modical Arlg Press
Use with Envolopo #14145 (gummed) or 814140 (self-seal)
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EXTO Page 15 of 16

KISLING, NESTICO & REDICK
3412 WEST MARKET STREET

HEALTH INSURANCE CLAIM FORM AKRON, OH 44333

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

PICA PICA [TT]

1, MFOICARL MEDICAID TRICARE CHAMPVA P BLAN OTHER] 1a, INSURED'S 1.D, NUMBER {For Program In ltem 1)

D (Medicare #) D (Medicaid #) D (Spons*ors S5N) [:] (Member ID#) D ;%‘h"(.r i0) (SSN) B] (10) W

2. PATIENT'S NAME: {Last Name, First Name, Middle Initlal) 3. PATIE 2IRTH DATE SEX ast Name, First Name, Middle Initial)
HARBOUR, RICHIE A F HARBOUR, RICHIE A

5. PATIENT'S ADDRESS (No., Strae

6. PATIENT RELATIONSHIP TO INSURED

Salt D(Spouse[] Childl:l OtherD

7. INSURED'S ADDRESS |No Slreell

STATE

ZiP CODE TELEPHONE ilnclude Area Codel

8. PATIENT STATUS

9. OTHER INSURED’S NAME (Last Name, First Name, Middile Initial)

7DP CODE

TELEPHONE (Include Area Code)

| STATE

10. 1S PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (Current or Pravious)

[ Mo

EI YES

SEX

([

b. OTHER INSURED'S DATE OF BIRTH
MM . DD, YY

L M ]

b. AUTO ACCIDENT?

E_sts

PLACE (State}

¢. EMPLOYER’S NAME OR SCHOOL NAME

[]vo ( OH,
¢. OTHER ACCIDENT?

[ves  [Kno

11. INSURED'S POLICY GROUP OR FECA NUMBER

a.INS SEX

wd e[

b. EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

KISLING, NESTICO & REDICK

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D%O i yas, return to and complete item 9 a-g.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
[12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE { authorize the release of any medical or other information necessary
to process this claim. t aiso request payment of government benefits efther to myself or to the parly who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authoriza
payment of medical benefits to the undersigned physician or supplier for
services described below,

PATIENT AND INSURED iINFORMATION ———————— 3| CARRIER—>

below,
SIGNED SIGNATURE ON FILE DATE 08/03/12 SIGNED SIGNATURE ON FILE A4
'\TE 0 CUHRENT ILLNESS (First symptom) OR 15, IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16, DATES PATIENT UNABLE J9 WORK N CURRENT OCCUPAT!ON A
i INJURY (Accident) OR GIVEFIRSTDATE MM DD | YY MM ;" DD MM | DD :
y I 13 2 ¥ PREGNANCY(LMP) ! ! FROM ! ' T0 l l
17. NAME OF RFFI’RRING PROVIDER OR OTHER SOURCE 18. Hosplrmzmgg DATESYQELATED TO CURRENT sneavucesY y
X | ] | {
17b.{ NP1

FROM t ) TO t i

19. RESERVED FOR LOCAL USE

1 I )
20. OUTSIDE LAB?

§ CHARGES
[lves [Fwo |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate items 1, 2, 3 or 4 to ltem 24E by Ling)

3.L8_€7_'2 |

113439 Sl
T
3, 847.0 . L
{24, A, DATE(S) OF SERVICE B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E.
From To PLACE O (Explain Unusuat Cireumstances) DIAGNOSIS
MM MM £ﬂ‘/U~ CPTHCPCS MODIFIER ROINTER

22, MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

23. PRIOR AUTHORIZATION NUMBER

F. G, S LEp’;‘ ! "
l'll\( SOT] RENDERING
UNITS

LI

INATURE OF PHYSICIAN OR SUPPLIER

SLUDING DEGREES OR CREDENTIALS
{l certify that the statements on the rovarse
apply to this bill and are mada a part thereof.)

SAM N. GHOUBRIAL, MD

YES NO

i
2
3 06/06/12 11|
" 06/20/13 06/24/12 1]

9l 06/06/14 06/06/1% 11] 100385221
S 06/06/14 06/06/1% 11 | T1040L | L 1 1> dsgogp | 1] [w] 1003892217
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. @gﬁwﬁ?gymgyT? 28. TOTAL CHARGE 208. AMOUNT PAID 30. BALANCE DUE

270845852 $2,1101.04 ($0.00: |, $2,110.

o — PHYSICIAN OR SUPPLRER INFORMATION

32. SERVICE FACILITY LOCATION INFORMATION
HANCHRIST LLC
1134 BROWN ST
AKRON,

OH 44301

BN PR e P (1 70
P.O BOX 1243
BATH, OH 4421 0

RN

08/03/12
SIGNED

* 16697028410

1= 1487982118

NUCC Instruction Manual avallable at: www.nucc.org
Mid. by Medical Arts Prass
Cali toll-free: 1-800-328-2179

PLEASE PRINT OR TYPE

Sandra Kurt, Summit County Clerk of Courts

APPROVED OMB-0938-0 51500 (08-05
viario. adca MR ODOA T 100 (0605)

Use with Envalope #14145 (qummed) or #14146 (self-seal)
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EXTO Page 16 of 16

KISLING, NESTICO & REDICK
3412 WEST MARKET STREET

HEALTH INSURANCE CLAIM FORM AKRON, OH 44333

APFIROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

£. i PICA ['TT)

1. MEDICARE  MEDICAID THICARE CHAMPVA GROUP FECA OTHER | 1. INSURED'S 1.D. NUMBER {For Pragram in ftem 1)
PMEALTH PLAN — BLK LUNG

D (Madicare #) D (Medicaid #) D s ss~) D (Member ID8) D (SEN or 1D} (S3N) (D)

HARBOUR, RICHIE A

2. PATIENT'S NAME (Last Nama, First Namn, Middle Initial)

SEX

F[]

4. IN: AME (Last Name, First Name, Middle initiaf)

HARBOUR, RICHTE A

6. PATIENT RELATIONSHIP TO INSURED

Setf [:]}snouse[] ChudD OlherD

. PATIENT STATUS

HONE (Include Area Coda)

9. OTHER INSURED'S NAME (Last Narne, First Name, Middie Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

D YES

b. OTHER INSURED'S DATE OF BIRTH SEX
MM DD Yy

L L[]

b. AUTO AGCIDENT?

f[] [ es

¢, EMPLOYER'S NAME OR SCHOOL NAME

¢. OTHER ACCIDENT?

E] YES

10, IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Pravious)

[xe

PLACE (State)

[ v L on

[ Yo

STATE

ZIP CODE TELEPHONE {include Area Cod

11. INSURED'S POLICY GROUP OR

a. INSURED'S DATE OF BIRTH
MM

M D<

'b. EMPLOYER'S NAME OR SCHOOL NAME

. INSURANCE PLAN NAME OR PROGRAM NAME

KISLING, NESTICQ & REDICK

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER REALTH BENEFIT PLAN?

DYES D!\\lfo

If yes, retumn to and complets item 9 a-d.

PATIENT AND INSURED INFORMATION —————————>|-<— CARRIER —)»-

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medicat or othe Information necessary
to process this claim. | also request payment of government benefits either to myself or to the perly who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

below.
sisneo_ SLIGNATURE ON FILE pate . _08/03/12 SIGNED SIGNATURE ON FILE Y
* \TE OF CURHENT ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME-Of QIMILAP ILLNESS. | 16. DATES PATIENT UI\IAQLE JO WORK If CURREHT OCCUPATION 4
i oo Yy INJURY (Accident) OR GIVE FINST DATE MM ! oU MM, DD 7 M, DD,  YY
l 10! | 2 01 2 \PREGMANCY(LMP) ! : FROM ! } TO } {
17. NAME OF REFERRING PROVIDEF OR OTHER SOURCE 178.] ] HOQPIT'GHZAN% DATES RELATED TO cuhmENT QERVICE% y
17b. | NPI FROM | i T0 jf )
13. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES

[Jves D@o |

>N T N )

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY

1. 847.2

(Retale ltams 1, 2, 3 or 4 to ltem 24F by Line)

L N I

=

2 D 4.t R

24. A. DATE(S) OF SERVICE B C. | D. PROCEDURES, SERVICES. OR SUPPLIES
From To FLALE OF (E:xplain Unusual Clrcumnstances)

MM DJ YY MM DD YY =M CPTHCPCS MODIFIER

E.
DIAGNOSIS

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO,

23. PRIOR AUTHORIZATION NUMBER

F. S
RENDERING

PROVIDER ID. 4

TR
PSLT|

Famly
Plr:

$ CHARGES

1003892211

100389221

;
i ] i i
] | !

s R I

NP!

PHYSICIAN OR SUPPLIER INFOBRMATION

25. FEDERAL TAX 1.D. NUMBER SSN EIN

270845852 [

NATURE OF PHYSICIAN OR SUPPLIER
. JLUDING DEGREES OR CREDENTIALS
" {l certify that the statements on the revarse
apply to this bill and are made a part therant.)

SAM N. GHOUBRIAL, MD
08403/12

SIGNED

1 h .
26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 25. AMOUNT PAID | 30, BALANGE DUE
YES NO $ $2,1105.0 s$0.00i s $2,1310.00

32, SERVICE FACILITY LOCATION INFORMATION

HANCHRIST LLC
1134 BROWN ST

33, BILLING PROVIDER INFO 8 PH #

CLEARWATER BI
P.O BOX 1243

Lfﬁ%)é%ﬁ%izﬁﬁg

AKRON. OH 44301
1660500841

BATH, OH 44210

a,

1agtiohog

NUCC Instruction Manua! available at: www.nucc.org

Mfd. by Madical Arls Press
Call toil-free: 1-800-328-2179

PLEASE PRINT OR TYPE

Sandra Kurt, Summit County Clerk of Courts

APPROVED OMB-0938-0¢

#14710 - Medical A g‘a\sm‘% 1500 (08-05)

Use with Envelope #14145 (gummad) or #14146 (self-seal)



	1500 -1 
	1500 -2 
	1500-3
	1500 -4 
	1500 - 5
	1500 -6 
	1500 -7
	1500 -8
	1500 -9
	Other 1500.pdf
	1500 - 1
	1500 - 2
	1500 - 3
	1500 - 4


