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<. INSURANCE PLAN NAME OR PROGRAM NAME
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12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical o other information necessary
1o process this claim. | also request payment of government benefits either to myself or to the party 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.
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CODE I ORIGINAL REF. NO.
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. SIGNATURE OF PHYSIGIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{1 centify that ihe statements on the reverse
apply to this bill and are made 2 part thereof) |
ANTHONY F. KIRKPATRICK, M.D., Ph.D.

& RESEARCH INSTITUTE
1910 E. Busch Bivd.

-32_SERVICE FACILITY LOCATION INFORMATION
THE RSD/CRPS TREATMENT CENTER

Telephone.
(813) 995-5511
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33. BILLING PROVIDERINEOEPH #

INSTITUTE .
1910 E. Busch Bivd. Telephone:

Tampa, Florida 33612
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DATE

(813) 995-5511

Tampa, Florida 33612
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