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ACN: (Exactly as entered in the PWK loop on the claim)

Beneficiary Last Name: Beneficiary First Name: Medicare ID:

Date of Service Start: Date of Service End: Total Claim Billed Amount:
/ / / /

Billing Providers Name

Billing Provider Phone Number:
( ) -

Total Number of Documentation Pages: (Including Cover Sheet)

Comments:

This document is intended solely for the use of the individual or entity to which it is addressed and may contain information that is privileged,
confidential and exempt from disclosure under applicable law. If the reader of this notice is not the intended recipient or individual responsible
for delivering the message to the intended recipient, you are hereby advised that any dissemination, distribution or copying of this information
is strictly prohibited. If you receive this communication in error, please destroy these pages.
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