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ANDERSON, ROBERT M 06 04 47 M % [ ANDERSON ROBERT M
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' [ves [ ko #ryes complete items 9. 5a, and 96.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | autherize
12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize tha release of any medizal or other information necessary paymant of madical benafits to the undersigned physician or supplier for
la process this claim, | also roquest payment of govamment benefits eithar to mysel! or lo the party who accepts assignment sarvices described balow.
helow,
sienes SIGNATURE ON FILE DATE 10132017 SIGNED SIGNATURE ON FILE v
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP} |15, OTHER DATE WM . DD w 16. DATES PATIENT UNABLE JO WORKIN CUIT\l"FIENT OCCUPATION A
] 1 H 1 [ L L
1 ! QUAL.! QUAL. 1 i [ FROM | | TO | i
I 1 1 1 1 I 1 I 1 '
17. NAME OF REFERRING PROVIDER OR OTHER SCURGE 17a. 18, HOSPITﬁHZATION DATES RELATED TO CUH&ENT SERVICES
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i 170, NP FROM 10 i3 17 o lO 13 17
18. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. DUTSIDE LAB? $ CHARGES
[dves [hvo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Refate AL to service line below (24E) oo 1 ()] 22 BESUBMISSION ORIGINAL REF. NO
1 1 + L
A1_150.9 p L 148.91 e L J44.1 o N17.9 |
e 23. FRIGR AUTHORIZATION NUMBER
) F L L I, N
1| S K. | L. |
24. A, DATE(S) OF SERVICE B C. | 0. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, lﬁggu 1. J. >
From To PLACE OF {Explain Unusual Circumstances) DIAGNOSIS DA el . RENDERING e}
MM DD YY MM DD YY |SERWCE] EMG | GPTHOPCS | MODIFIER POINTER $ CHARGES wirs | Pan | QUAL PROVIDER ID. # IE
N$55624199486 =
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25, FEDERAL TAX i.D. NUMBER SSN EIN 26, PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 25, AMOUNT PAID a0, Rsvd for NUCC Use
. 1 1
562419946 [k | 546307959 [kes [ no s 343 00 s | '
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( 57 l) 455-3966
INCLUDING DEGREES OF CREDENTIALS
{l certily that the stalements on tha reverss INOVA ALEXANDRIA HOSPITAL RASHID NAYYAR M.D,
apply to this bill and are made a pant thareof.}
RASHID NAYYAR M.D 4320 SEMINARY RD 6247 ROLLING SPRING CT
101231228 10162017 ALEXANDRIA, VA 223041535 SPRINGFIELD VA 221522242
SIGNED DATE [a' 14575381581 |"‘ a. 1336212141 |bL G2562419%946 Y
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