WISCONSIN MEDICAID

UPDATE

ON SCHOOL-BASED SERVICES (SBS)

MARCH 16, 1998
UPDATE 98-12

TO:

CESAs

HMOs and Other Managed
Care Programs

SBS Providers

School Districts

Changes to the SBS Insurance Liability

Requirement - Effective July 1, 1997

Insurance liability requirement

Wisconsin Medicaid requires Medicaid providers to
seek payment from a recipient’s health insurance
before seeking payment from Wisconsin Medicaid
[42 Code of Federal Regulations, 433.139 (c)].
Recently, Wisconsin Medicaid obtained federal
approval allowing SBS providers to assume the
health insurance liability amount. Instead of seeking
payment from the child’s health insurance, SBS
providers may absorb these costs themselves.

When insurance liability
requirement does not apply

The Medicaid insurance liability requirement does
not apply for the following school medical services:

+ Multidisciplinary Team (M-Team) assessment,
Individualized Education Program (IEP) ptan
development, and annual reevaluations.

+ School counseling services.

» School durable medical equipment.
+ School nursing services.

+ School psychological services.

+ School social work services.

+ School speech-language, audiology, and
hearing services.

¢ School transportation.

SBS providers may seek payment directly from
Wisconsin Medicaid without seeking payment from
the child's health insurance when the Medicaid
insurance liability requirement does not apply.

The Medicaid insurance liability requirement never
applies to any school medical service if a child’s
health insurance policy excludes alf school medical
services from coverage (also known as an
“exclusionary clause”). Providers need to contact
the child’s family or the insurance company to
determine if this clause exists.

If the health insurance policy contains an
exclusionary clause, providers must bill all SBS
services directly to Wisconsin Medicaid. Providers
must then document in the child’s record that the
child’s health insurance has an exclusionary clause
for school medical services.

When insurance liability
requirement applies

The Medicaid insurance liability reguirement applies
for the following school medical services:

+ School occupational therapy (OT) (group or
individual).

+ School physical therapy (PT) {(group or
individual).

SBS providers must choose one of the following
three options when the Medicaid insurance liability
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requirement applies. Providers may choose
different options for each recipient, each month.
See the rest of this update for the options and
procedures that providers need to follow.

Choose one of three options when
insurance liability requirement
applies

Option 1: Assume cost of insurance
liability for OT and PT

Under this option, providers do not contact or bill a
child’s health insurance.

Instead of billing heaith insurance, providers may
assume the insurance liability. This is done by not
billing Wisconsin Medicaid for one unitof OT
(group or individual) and/or one unit of PT (group or
individual) for each calendar month.

Procedures to follow for Option 1

» Do not bill Wisconsin Medicaid for the
first occurring unit of OT (group or individual}
and/or PT (group or individual) during the
calendar month. :

Bill the remaining OT and/or PT to Wisconsin
Medicaid following standard Medicaid
procedures as described in Appendix 2 of Part
X, the SBS provider handbook.

However, when choosing Option 1, leave
element 9 blank. Do not indicate an “other
insurance” disclaimer code.

» Providers must document in the child’s record
the date(s) of service the unit of OT and/or PT
was provided for which the provider is
assuming the cost of the insurance liability.

» Providers need to retain documentation that
they covered the standard monthly insurance
liability unit amount for OT and/or PT from a
non-federal source of funds instead of billing
the child’s health insurance.

» Providers do not need to obtain parental
permission to assume the cost of insurance
fiability.

Option 2: Seek payment from child’s
health insurance

Instead of assuming the cost of the child’s health
insurance liability, providers may seek payment
from the child’s health insurance before seeking
payment from Wisconsin Medicaid.

Under education law, providers must obtain
parental permission to bill their health insurance for
SBS services.

Federal education regulations allow parents of a
child with an IEP receiving SBS services to refuse
consent to bill their health insurance (34 Code of
Federal Regulations, 303.154) if it results in a cost
to the family. Cost to the family includes: reaching
the lifetime limit on a policy, an increase in
premiums, copayments, deductibles, or other
negative consequences.

Procedures fo follow for Option 2

« Obtain consent from parents to bill their private
health insurance.

+  Submit claims to the health insurance
company.

+ Ifhealth insurance denies or partially pays a
claim, submit claims to Wisconsin Medicaid
following standard Medicaid billing procedures
{(including “other insurance” disclaimer codes)
described in Appendix 2 of Part X, the SBS
provider handbook.

Option 3. Do not seek payment from
Wisconsin Medicaid for these services

For children with health insurance covering OT and
PT in a school setting, SBS providers may choose
not to seek payment from Wisconsin Medicaid for
these services.
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Attachments

To record the services that a child receives, you
may use the optional SBS activity log found on
pages 5 and 6. Refer to Attachment 1 foran
example of how to complete the log if you choose
to assume the cost of insurance liability for OT and
PT (Option 1). Refer to Attachment 2 foran
example of how to complete a HCFA 1500 claim
form if you choose Option 1.

Resources to find out whether
recipient has health insurance

Providers may use the following resources to find
out whether a Medicaid recipient has health
insurance:

1. Recipient's Medicaid ID card. Check the card
to see if health insurance is listed.

2. Eligibility Hotline (human voice}) at
(608) 221-9254.

3. Voice Response System at (800) 947-3544 or
(608) 221-4247.

4. DIAL-UP (Automated Information System) at
(608) 221-4746. You must have a subscription
for this service in order to access it. For
information on how to subscribe, contact the
Electronic Media Claims (EMC) Department at
(608) 221-4746.

5. Volume Eligibility at (608) 221-4746. You must
have a subscription for this service in order to
access it. For information on how to subscribe,
contact the EMC Department at (608) 221-
4746.

POH 1801
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Optional SBS Activity Log

page 1of 2

1. Month/Year

3. Student's Name (Last, First, Middle Initial)

2. School Name

4. Student's Birth Date {MM/DD/YY)

5 Date of |6.Procedure
service code
MMDDYY)

7. Number of units of
service {time,
quantity, miles}

the student’s response/progress.
{Response/progress is not required for transportation.)

8. Describe the specific service or treatment delivered, as well as the
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page 2 of 2

1. Month/Year

3. Student's Name (Last, First, Middle tnitial)

4. Student’s Birth Date (MM/DD/YY)

2. School Name

5.Date of |6 Procedure 7.Number of units of | 8.Describe the specific service or treatment delivered, as well as the
service code service (time, the student’s response/progress.

(MM/DDYY) quantity, miles} {Response/progress is not required for transportation.)

9. Describe communication with non-school Wisconsin Medicaid providers.

10. Clinician/staff signature and date:

Please complete for billing purposes

A Does the recipient have insurance? Y /N (If yes, go 1o B. If no, stop.)

B. Is there an insurance exclusionary clause for all SBS services? Y /N (If yes, insurance liability does not apply. If no or do not

know, goto C.)

C. Check the option selected:

Option 1 - School assuming insurance liability {Subtract the first occurring unit of OT (group or individual) and/or PT
(group or individual) during the calendar month from the monthly claim for services. Bill the remaining services to
Wisconsin Medicaid. Do not indicate an “other insurance” disclaimer code in element 9.]

Option 2 - School seeking insurance payment for OT {group or individuat) and/or PT (group or individual). Schools must
have parent permission for this option. Follow the billing instructions in the SBS handbook.

Option 3 - School not seeking Medicaid payment for OT {group or individual) and/or PT {group or individual).
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Attachment 1
Example SBS Activity Log

page 1 of 2
1. Month/Year 3. Student's Name (Last, First, Middle Initial}
09/97 Recipient, Im A,
2. School Name 4. Student's Birth Date (MM/DD/YY)
Lincoln Elementary XX/XXIXX
5.Date of |6.Procedure 7. Number of units of | 8. Describe the specific service or treatment delivered, as well as the
service code service (time, the student's response/progress.
{(MM/DO/YY) quantity, miles) {(Response/progress is not required for transportation.)
09/01/97 \WB0BS8 > Dscussedfgaxplamed medications with parents and child. Parents will
follow up with Dr.
08/02/97 WB056 2.1%=1 amb /c Mulholland walker 30 ft in 4 min, required 3 VC
08/03/97 WB054 2 1% =1 positioning; physical assist x3 to sit midline, trials of switches
09/04/97 W5054 1 eating; spoon placed in hand, 10 scoops /¢ 4 VC with spilling x3
09/05/97 WB056 1 amb /¢ Mulholland walker 30 ft in 8 min, required 6 VC
09/08/97 WB056 1 amb /¢ Mulholland walker 30 ft in 8 min, reguired 4 VC
09/09/97 WE054 2 eating; spoon placed, 15 scoops /c 4 VC, spills x6
09/11/97 W6056 1 amb /¢ Mutholland watker 25 ft in 6 min, required 5 VC
08/12/97 WE054 1 positioning @ desk; HOH to reach Big Red Switch
09/15/97 VWB056 1 increase tone, passive ROM; knees, hip range WFL; no amb 2 tone
and lethargy
09/16/97 WB054 (M No svc, student home iil
09/18/97 WB056 0 No svc, student home ill
09/19/97 W5054 3 PROM BUE; increased tone L UE; 45 min to range WFL
09/22/97 WB056 1 amb /¢ Mulholland walker 25 ft in 5 min, required 4 VC
9/23/197 WE054 1 positioning; physical assist x6 to sit midline, still weak, lethargy noted
08/25/97 WEB056 1 amb fc Mulholland walker 25 ft in 5 min, required 4 VC
09/26/97 w6054 1 eating; easily distracted; HOH to initiate; 8 scoops /c 8 VC, spills x6
09/29197 WB056 1 prone on thpy ball; head and neck exten 10 sec
09/30/97 WB054 " ealtmg; trid unavers_al cuff /c spoon; 10 scoops /c 2 prompts @ elbow;
spills x2 {macaroni and cheese)
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Example SBS Activity Log (continued)

page 2of 2
1. Month/Year 3. Student’'s Name (Last, First, Middle Initial}
09/97 Recipient, Im A,
2. School Name o 4. Student's Birth Date (MM/DD/YY) )
Linceln Elementary XXXXAXX
5 Date of 6. Procedure | 7.Number of units of | 8. Describe the specific service or treatment delivered, as well as the
service code service (time, the student's response/progress.
(MM/DD/YY) guantity, miles) (Response/progress is not required for transportation.)

9. Describe communication with non-scheol Wisconsin Medicaid providers.

9/4/97: Set phonc conference for 10/5/97 with Children’s Hospital Neurological Clinic nurse practitioner for
student’s routine three-year M-Team reevaluation.

10. Clinician/staff signature and date: I .M. Staff

Please complete for billing purposes
A Does the recipient have insurance?@N {lf yes,_qo 1o B. If no, stop.)

B. Is there an insurance exclusionary clause for all SBS services? Y !@{If yes, insurance liability does not apply. If no or do not
know, goto C.)

C. Check the option selected:
X s Option 1 - Schoot assuming insurance liability [Subtract the first occurring unit of CT {group or individual) and/or PT
(group or individual) during the calendar month from the monthly claim for services. Bill the remaining services to
Wiscensin Medicaid. Do not indicate an “other insurance” disclaimer code in element 9.]
Option 2 - School seeking insurance payment for OT (group or individual} and/or PT (group or individual). Schools must
have parent permission for this option. Follow the billing instructions in the SBS handbook.

Option 3 - School not seeking Medicaid payment for OT (group or individual) and/or PT (group or individual).
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Attachment 2

Example National HCFA 1500 Claim Form
(Completed from sample SBS Activity Log shown in Attachment 1)

<~ CARRIER —>

APPRAOVED OMB 0538 DOUR
— A HEALTH INSURANCE CLAIM FORM pica [
s—
| MFRICARE MEDICAID CHAMPLIS CHARMPWYA GROUP FECA OTHER| 1a, INSURED'S LE: NUMBER {FOR PROGRAM M WEM 13
HEALTH PLAN RLK LUNG _
(Medinare ) E Muchcert &) :I {Sponsor's SENG |:| {VA Fila # D (S5 or /O] L_‘] (S.SN) 7 D) 1234567890
Z PATENT S NAME {Last Mame, Firs® Mame, Middle Initialy ] PN.:«;IENTSDBIHIH DATE GEX ’ & INGURE DS NAME (Last Name. First Mame Middke intial)
I 1 H -
Recipient, Im A. o MM DD WYY w1 FIX B
5 PATIENT'S ADDRESS (Mo |, Siree) 6. PATIENT RCLATIONSHIP TO INSUAED 7. INSURED'S ADDRAESS (No.. Strest)
i 609 Willow Street sett [ spouse|_ | chila_]  othed )
Ty STAIE |d PATIENT STATUS i i ) TSTATE
i _ - i
i Aﬂy‘o“"n WI Fingle _—| Warnd '___| Crher g_: |
715 CODE, TELEPHONE (lnclude Area Code} ZIF CODE TELEPHONE [INCLUDE AREA CODE}
R Emplayed Full-Tura Part-T.meg---q
55555 (XXX)XXX-XXXX Sem (] Swaom L ()
& OTHER INSUEED'S NAME [Last Name, 1-rst Mame Midde initiah 10, 15 PATIENT' S COMDITION AELATED TO: 11. INSURED'S POLICY (3R0OUP OR FECA NUMBER

2. OTHER INSURCY'S POLICY DR GROWP NUMBEH

2. EMPLOYMFNTY (CURRENT OR PREVIOUS]

[" T YES NO

| iME

0 AT ACCIDENT?

,:l YES

PLACE [Fratr]

e EMPLDVER" S NAME OF SCADOL NAME

(v v
. OTHER ACCIDENT?

| ;vES [ no

a, INSURED'S DATE OF BIRTH
MM . DD had

SEX

v

k. EMPLOYER'S MAME R SCHOOL NAME

. INSURANCE FLAN NAME QR PROGARAM NAME

o, INSURANGL I'LAN NAME OR PRCORARM NAME

10d. AESERVED FOR LOCAL HSE

“[4.15 THERE ANOTHER HEALEH BEWNEFTT PLAN?

PATIENT AND INSURED INFORMATION ———»

|—_: ¥LS I_I NO ¥ pag, ratum to and complate itam 9 a-d.
H B " TREAD BACK OF FORM BEFGRE COMPLETING & SIGNING THIS FOHM. 12, INGUAED'S CH AUTHORIZED? PERSON'S SIGNATURE |t authorize
17 FATIENTS (N ALTHOHIZLD PERSON'S SIGNATURE | authgriza the releass of any medica’ or olher infermation necassary payrmant of madical Loaowdits 10 he undersigred physcisn o supplier for
¥ ppl
|a procass [1Ms claim. | elso request payment ol goven-ment benefits aithar o rysel o 1o the party wha accepts assignment =ervices described babaw
Balow
SISNED I — . CATE [ SIGMED —— . pp— Y
14, DATE [3F (‘UHHENT LI MESS (First symglem) OR 15. fF PATIENT HAS HaD SAME OR SIMILAR ILLMESS. | 6. HATES PATIENT UN.I'\BLF TOH WORK N CUF{HENT OCCUF‘ATION A
o INJUFY (Accidart) OR IVE FIRST DATE MM 1 DD Y MM - MR ¥y
: PREGNANGY|LME; _ : : FROM : TE | |
17 '\.IAMF OF REMERBNG PHYSICIAN ON OTHER SOURCE 17a. 1.0 NUMBER OF REFERRING PHYSICIAN 8 HC}\‘;PEL.}!‘_EZATION DA};_E(S RELATED 7O CUHHENT SDEHVICES
(A1) KAt |¥] ¥y
FAQM i T i ,
e e 1 . 1. 1
13, MESERVED FOR LOCAL USE 20, CUTSIDE LAB?Y F CHARGES
] Chves [Jwo | -
51 HAGMNOSIS GHNATURE Ok ILLNESS OR INJURY (RELATE ITEMS © 2,3 0R 470 ITEM 24E BY LINE) j 22 éﬁg[l.'))éCAlD RESUBMISEICM ORIGINAL HEF. NG
3 SNOL
s11 N _ .
- o5 PRICR ALTHORIZATION NUMBER
2 | - 5. | . _ .
24 n B Ml E F G H | 4 K g
A8 H
Fru['\_»?TF(S} QF SI:HV!CETU F’Ig‘ca Tz?s PHDCEXDF'LEr‘ELSJnﬁgfaYEFm:niE“S(‘I_‘J}PrI .IES DIAGNOSIS DS;S Fm?; RESERVED FOR 2
- \ [ . 7 A oy
MM DD ¥y MM DD YYisgn n Fog MOBIEIES GoDE scrarces 1, QRIFamY| emc | coB | LovaL usE F
09: 01 ;97 ! 0 ; 1 XXX | 2 T
1 1 ] R 1 - ppp— o
. ; i =
0902 :97 05.08 :11; 0 i : 1 XXXX | 4 o
2 : [ ! . 1 j 1 = : w
t 4 | =
i =] ! =1
09 15 197 122.25 , 29} 0 | 1 B XXXX | 4 &
- 1 1 1 R 1 B : - . a
. i ; !
09 03,97 (04,12 23| 0 ! 1 3 XXXX 1 4 -3
g R L i S | — °
- i T 3
: =
09 09,97 |30, 0 i ! ] XXXX | 4 o
1 .
3 . I [ . 1 ‘! e : E
09 19,97 . | 0 [ | 1 XX'XX i 3 I
1 I 1 I
5 1 o - I X d 1
#% TFDERAL TAX 1D NUMBER SS5M EIN S PATIENT'S AGGOUNT NO. 2?.(?§%E&TC¢§§EmE&’LE} P8, TOTAL CHF\R SR 28, AMOUNT PAID 30. BALANCE DUE
-1 1234JED e e ‘ XX | 0000 |4 XXXX

31 3GNATURE ©OF PHYSICIAN OR SUPPLIER

NG LIDING DESREES (1 GHEDEMTIALS
1 ea-uly that 1ha statemonts on the ravarss
appey 1o 1his bill and are made 4 parl theraal |

. Authorized MM/DD/YY
[6) DATE

. 3 MAME AND ADDRESS OF FACILITY WHERE SEAVICES WLRE
REHDERED M olhur than home o oifice)

33, PHYSICIAN'S. SUPPLIER'S Bll LING NAME ADDHFSS ZIF' CODL’

& NHONE #

L.V Billing
1 W. Williams

Anytown, Wi 76543218

Flhg

(APPROYID MY AMA COUNGIL ON MEDICAL SERVICE 8/88;

PLEASE FRINT OR TYPE

FORAM HOFA 1800 (12 90}
FORk OWOCP-1500 FORM RRE-1500
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Example National HCFA 1500 Claim Form
(Completed from sample SBS Activity L.og shown in Attachment 1)

AFPPROVED OhB 0936-0005

| jeica HEALTH INSURANCE CLAIM FORM PoA ]
T
1 MEDICARLC MEDICAID CHANMPUS CHAMPYA, GROUP OTHEA| ta. INSURED'S 1.D. NUMBER (FOR PROGRAM N ITEM 1)
HEAI TH PLAN BLK LU

¢Modicare #} m [Meaicaia n‘,l

""" ] [Sponsors SENG D (VA File #) _| (RSN o i)

D {850 [_I—l oy

1234567890

2 FATIENT & NAME |Last Nama, Flrst Mame, Middla Inilal}

Recipient, Im A.

TEATENTT BIRTH DATC
1) i) SEX
w7l X

NM[])YY

4 IS LUREDS MAME fLast Mame First Mame, Middhs 14 ial)

b PATIENT'S ADDRESS [Ne.. Sireot)

1
6. PATIENT RELATIONSHIP T INSURED

7. INSURED'S ADDRESS (Mo, Strea)

609 Willow Strect set [} spouse[ | chie[ | ome] |
Crey ETATE |8 PATIENT STATUG CITY TSTATE
Anytﬂ“"l'l y Wl Smgle; | Married l : Ciher L'_| ;
“ZIP cODF TELEPHONE {Inciude Araa Cade) ZIF CODE TELEFHONE (iMCLUDE AREA CODE)
- Employed | —  Full-Time Fan-T.me
55555 POOOXXX-XXXX Econ [ Swerm || ( )

3. OFHER INSUAED'S NAME (Lagt Name, Trst Mame. Middie Inital)

2 OTHER INSURFI'S POLIGY GR GROUP NUMBER

V0. 15 PATIENT S CONDITION RELATEN TO:

4, EMPLOYMENT? {CURRENT OR PREVIOUS)
L YES N

b 3 HER INSURED S DATE Or— B RTH

MM LD WY .
1 M

LEX

ni

"

s b AUTO ACCIDENT? FLACE (Staa)

CJves  [Nve o

I
¢ EMPLOYZR'S 5 HAME DR SCHOO HAME

¢ QTHER ACCIDENT?
|_|ne

'_.: YES

11, INSURED'S POLICY GROUF OR FECA NUMBER

a. NSURED'S DATE OF BIRTH SEX
MM DD YY

: M|t

b. EMPLOYER™S MAME 13 SCHOOL NAME

FL

. INSUIRANGE PLAN NAME CGR PROGRAM N-‘\h:iE

3 INSIRAFCE FLAN HAME OR FROGRAM NAME

| 17 PATIENT'S QR AUTHOHRIZED PERSON'S SIGNATURE | authon
be'gws.

BIGNED

1o, HESERYED FOR LOCAL USE

4. 15 THERE ANOTHER HEAL I H BENEFIT FLANY

[“_] YES |_| NG ¥ pes, ratura o and complate lem 9 a-d.

—— ...
AEAD BACK OF FORM BEFGRE COMPLEYING & SIGNING THIS FORM.

ze the releasc of any medica or other information necessary
¥

to pinsess Iis clam, | asa request paymant of goverrment bunedils either o mysesd ar 10 tho party who accepts assignnent

R CATE

13, INSURED™S OR AUTHQRIZED FERSON'S SIGNATLIRE | avihonze
paymenl of mudical bENefits (0 thy Lndersgoed physicen o suppier i
senvices doscribed below

SIGNED _ -

FATIENT AND INSURED INFORMATION ————— | %— CARRIER —»

ILLNF5S (First symptom) OH
INJURY {Accidecty OR

14 DATE OF SURRENT
WM Do WY
| PHPbN.ﬂNLYll 23

15. IF FATIENT HAS HAD SAME QR SIMILAF! ILLNESS,
GIMNE FIRST DATE MM 1 DD ¥y

16, DATES PATIENT LJNABL!: TO WCRK 1M F‘LJF!F!EN"I' GL.CUP!\TION
hind oo Y hild oD
FROM i i TO |

S
1T, NAME DF FiF FEARING PHYSIC'AN OF OTHER SOURCE

E 1
t7a. |.0. MUMBER OF REFERRIMNG PHYSICIAN

1 .- L
18, HOSPITALIZATION DATES RELATED TG CURAENT SERVICES
MM, DD Y B, OO YY

FROM ! ! TO !
13 RESZAVED TOR LOCAL, USE ) - 20. OUTSIDE LAB? % GHARGES
[(Jves [Ino J
27 Drammosis OA MATUAE OF L LMNESS O NJUAY. (RELATE ITEMS 1.2,3 UR 4 TQ ITEM 24E BY LINE) j 3z MEDICAID RESUAMISSION rUGINAL REF. NO
1 '_S]_] R U — .. -
. 23, PRADA AUNHOAIZATICON NUMBER
[ L A — n R
24 A i & ~ D ; E F G H ; 3 [
BAT L5 FYICE “Plara | Tyos | FROGEDUAES, SERVICES, O SUPPLIES DAYS [EPSDT) <
From L OF SE To Y r;: (Erplain Wnusual Croumstances) a DIAC%':I}%SIS § CHARGES OR _(Family] gyae | cos REI?CEC?:LESSFEDR
M DG ¥¥ MM _ DO ¥Y|SgricelSarvice| CHTHICPOS MODIFIER UMNITS| Plan
i 1 T
09: 26 197 - ! (] 1 5 Wo054 | ! 1 XXIXX 1
1 - 1 - Il - 1
i
' 1 ] 1 1
0 1 ]
i i | I ) .
' i | . i
1 1
L : L !
I
' 1 1 1 l
o : i} | ! {
|
1 | 1 :
: | ) | i i
. - H ! 1 PR -
]
B 1 1 1 ! .
! ) ! I ; : :
A% TEDCAAL TAX LD NUN’L_!E:W S8NM EIN . PG, F'AT LNT S ACCOUMNT NO 27 ACCEPT A,SSIGNMENT’ 23 TOTAL CHARGE 20, AMOUMT PAID 0. BALANCE DLIE
- 12 ) (Eur govl. claims. see oack)
—_— - . 1 1 1
- 34JE] e . XX XX | s 0:60 |, XXXX
1 3IGNATURE OF PHYSICIAN OR SUPPLIEF Tz WAML ANDG ADGRESS OF FACILITY WHERE SERVICES WERE | 33, PHYSICIAN'S, SUPFLICR'S BILLING NAME ADDAELS, 2@ CODR ]
INCLUDING DEGREES O CREDENTIALS | RENDBERED (If other than hame of affice) & PHOMNE &
ety that the stalernents on tha raversa H BTH
appy to this bl and a+¢ made o parl theraot.) l I‘M' Bl“]ng
1 W. Williams
I. M.DAuthonzed MM;’DD!YY Anvtown, Wl | anp 76543218
- A

il

PHYSICIAN GR SUPPLIER INFORMATION

PINS

(APFROVED BY AMA COLINGI N MEDICAL SERVICE B/24)

PLEASE PRINT OR TYPE

| CEM HOFA 1500 §12-80)
FOANM OWEP- 1500 FaRM REB-1500
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