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Medicaid Provider Name:			________________________________
Medicaid Provider Number:		________________________________
Medicaid Member Last Name:		________________________________
Medicaid Member First Name:                 ________________________________

Medicaid Member ID Number:		________________________________
Billed Amount:				________________________________	
Medicare Allowed Amount:			________________________________
Medicare Deductible Amount:		________________________________
Medicare Coinsurance Amount:		________________________________
Medicare Provider Paid Amount:		________________________________
From Date of Service:			________________________________
Through Date of Service:			________________________________
Type of Bill (if applicable):			________________________________
Procedure Code  (if applicable):		________________________________
Medicare Paid Date:			________________________________


**Claim form must be attached**	
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