To: 
Medicare Part B


A CMS Contracted Carrier


Attn: A.D.S. Department


PO Box 6067


Indianapolis, IN 46206-6067

Date
:

ICN
:

HIC
:

The following information is provided as requested:

Block 17 (referring physician) UPIN#:                      NPI
#:

Block 24K PIN
#:



NPI#
Block 32  NPI#:1902835812       Provider Group
#:
Block 33 NPI#:1902835812       Provider Group 
#:     

�The date you are preparing this form


�(from the letter received from CMS)





�(Medicare Number)





�Call to get this number and enter it in Sycle


�From Claim Chart


�(same as block 33 Group # from claim chart)


�Group # from claim chart)





