LOUISIANA MEDICAID PROGRAM ISSUED: 06/20/18
REPLACED: 09/29/15

CHAPTER 46: VISION (EYEWEAR) SERVICES
APPENDIXC: CLAIMSEILING PAGE(S) 13

CLAIMS FILING

Hard copy billing of vision (eyewear) services is billed on the paper CMS-1500 (02/12) claim
form or electronically on the 837P Professional transaction. Instructions in this appendix are for
completing the CMS-1500; however, the same information is required when billing claims
electronically. Items to be completed are listed as required, situational or optional.

Required information must be entered in order for the claim to process. Claims submitted with
missing or invalid information in these fields may be returned unprocessed to the provider with a
rejection letter listing the reason(s) the claims are being returned, or will be denied through the
system. These claims cannot be processed until corrected and resubmitted by the provider.

Situational information may be required, but only in certain circumstances as detailed in the
instructions that follow.

Paper claims should be submitted to:

Molina Medicaid Solutions
P.O.Bo0x 91020
Baton Rouge, LA 70821

Services may be billed using:

) The rendering provider’s individual provider number as the billing provider number
for independently practicing providers; or

o The group provider number as the billing provider number and the individual
rendering provider number as the attending provider when the individual is working
through a “‘group/clinic’ practice.

NOTE: Electronic claims submission is the preferred method for biling. (See the EDI
Specifications located on the Louisiana Medicaid web site at www.lamedicaid.com, directory link
“HIPAA Information Center”, sub-link “5010v of the Electronic Transactions” —837P Professional

Guide.)
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This appendix includes the following:

o Instructions for completing the CMS 1500 claim form and samples of completed
CMS-1500 claim forms; and

. Instructions for adjusting/voiding aclaim and samples of adjusted CMS 1500 claim
forms.
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CMS 1500 (02/12) INSTRUCTIONS FOR VISION SERVICES
Locator # Description Instructions Alerts
Medicare / Medicaid /
Tricare Champus/ Required-- Enter an “X" in the box marked Medicaid
1 Champva/ (Medicaid #)
Group Health Plan/ '
FecaBlk Lung
Required- Enter the recipients 13 digit Medicaid ID
number exactly as it appears when checking recipient
eligibility through MEVS, eMEVS, or REVS.
la Insured’s .D. Number NOTE: The recipients’ 13-digit Medicaid ID number must be
used to bill claims. The CCN number fromthe plastic ID
cardis NOT acceptable. The ID number must match the
recipients name in Block 2.
5 Patients Name Required- Enter the recipients last name, first name,

middle initial.

Patients Birth Date

Situational- Enter the recipients date of birth using six
digits (MM DD YY). Ifthere is only one digit in this field,

3 precede that digit with a zero (for example, 0102 07).
Enter an “X" in the appropriate box to show the sex of the
Sex recipient
) Situational- Complete correcty if the recipient has other
4 Insured’s Name insurance; otherwise, leave blank.
5 Patients Address Optional - Printthe recipients permanentaddress.
6 ﬁ}iﬁgthela"onSh'p o Situational- Complete if appropriate or leave blank.
7 Insured’s Address Situational - Complete if appropriate or leave blank.
8 RESERVED FOR NUCC Leave Blank.
USE
9 Other Insured’s Name Situational- Complete if appropriate or leave blank.
Situational - Ifrecipient has no other coverage, leave ONLY the 6-digit
blank code should be
If there is other commercial insurance coverage, the state entered for
e DAl assigned 6-digit TPL carrier code is required in this block. commercial and
9a Other Insured's Policy or The carrier code isindicated on the Medicaid Eligibility Medicare HMO’s

Group Number

Verification (MEVS) responseas the Network Provider
Identification Number.

Make sure the EOB or EOBs from other insurance(s) are
attached to the claim.

in this field.

DO NOTenter
dashes, hyphens,
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Locator # Description Instructions Alerts
or the word TPL
in the field.
NOTE: DO NOT
ENTERA 6 DIGIT
CODEFOR
TRADITIONAL
MEDICARE.
% RESERVED FOR NUCC
USE Leave Blank.
9 RESERVED FOR NUCC Leave Blank.
USE
Insurance Plan Name or N . .
9d ProgramName Situational- Complete if appropriate or leave blank.
Is Patients Condition N . .
10 Related To: Situational- Complete if appropriate or leave blank.
Insured’s Policy Groupor | ... .. . .
11 EECANumber Situational- Complete if appropriate or leave blank.
Insured’s Date of Birth
1la Situational- Complete if appropriate or leave blank.
Sex
OTHER CLAIMID
11b (Designated by NUCC) Leave Blank.
Insurance Plan Name or N . .
1lc ProgramName Situational- Complete if appropriate or leave blank.
11d Is There Another Healtn Situational- Complete if appropriate or leave blank.

Benefit Plan?

Patients or Authorized

12 Person’s Signature Situational- Complete if appropriate or leave blank.
(Release ofRecords)
Insured’s or Authorized
13 Person’s Signature Situational- Obtain signature if appropriate or leave blank.
(Payment)
Date of Currentlliness/ .
14 Injury / Pregnancy Optional.
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
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Locator # Description Instructions Alerts
Situational- Completeif applicable. For LA Medicaid
othersourceis
In the following circumstance, enteringthename of the | defined as the
appropriate physician is required: ordering provider.
e If Servicesare performedat therequestofan
ordering provider: The ordering
17 Name of Referring provideris
Provider or Other Source | Enterthe applicablequalifier to the left of the vertical, required
dottedline toidentify which provider is beingreported. '
e DK Ordering Provider Referring
Enterthe name (First Name, Middlel nitial, Last Name) E;g::(rjee(; IS not

followed bythe credentials ofthe professional who
ordered theservice(s) or supply(ies) on the claim.

Other Identification

Situational- Completeif applicable.

Enter the 7-digit

17a Medicaid ID
Number (ID#) If 17 is completed, 17Ais required. Number here.
Situational- Completeif applicable. The 10-Q|g|tNP!
17b NP| Nﬁmbir7|s rigxlred
. . . when 17 or 17Ais
If 17 is completed, 17B is required. complete.
Hospitalization Dates
18 Relatedto Current Optional.
Services
ADDITIONAL CLAIM
19 INFORMATION Leave Blank.
(Designated by NUCC)
20 Outside Lab? Optional.
ICD Indicator Required- Enter the applicable ICD indicator to identify
which version of ICD coding is being reported between the
vertical, dotied linesin the upper right-hand portion ofthe
field.
0 ICD-10-CM The most specific
diagnosis codes
21 Diagnosis or Nature of Required - Enter the most current|CD diagnosis code. must be used.

lliness or Injury

NOTE: ICD-10-CM “V", “W", “X", & “Y" series diagnosis
codesare not partof the currentdiagnosisfle and should
not be used when completing claims to be submitied to
Medicaid.

Generalcodesare
not acceptable.
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Locator # Description Instructions Alerts
22 Resubmission Code Situational. Iffling an adjustment or void, enteran“A”for | To adjust orvoid
and/or Original an adjustment or a “V” for a void as appropriate AND one of | more than one
Reference Number the appropriate reason codes for the adjustment or void in claimlineona
the “Code” portion ofthis field. claim, a separate

formisrequired
Enter the internal control number fromthe paid claim lineas | foreach claimline
it appears on the remittance advice in the “Original Ref. No.” | since each line

portion of this field. has adifferent

internal control
Appropriate reason codes follow: number.
Adjustments

01 =Third Party Liability Recovery

02 = Provider Correction

03 =Fiscal AgentError

90 = State Office Use Only —Recovery
99 = Other

Voids

10 = Claim Paid for Wrong Recipient
11 = Claim Paid for Wrong Provider
00 = Other

Situational- Complete if appropriate or leave blank.

23 Prior Authorization
Number If the services being billed must be Prior Authorized, the PA
number is required to be entered.
24 Supplemental Leave Blank.
Information

Required -- Enter the date of service for each procedure.

24A | Date(s) of Service Either six-digit(MM DD YY) or eightdigit(MM DD YYYY)

format is acceptable.

Required-- Enter the appropriate place ofservice code for

248 Place of Service the servicesrendered.

24C EMG Leave Blank.

Required-- Enter the procedure code(s) for services
rendered in the un-shaded area(s).

Procedures, Services, or
Supplies When a modifier(s) is required, enter the appropriate
modifier in the correctfield.

24D
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Required- Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference letier
(“A”,“B", etc.) in this block.

24E Diagnosis Pointer
More than one diagnosis/reference number may be related
to a single procedure code.
Required-- Enter usual and customary charges for the
24F Amount Charged service rendered.
: Required-- Enter the number of units billed for the
246G Days or Units procedure code entered on the same line in 24D
24H EPSDT Family Plan Leave Blank.
o 1.D. Qual, Igﬁ)irt]i;nal. Ifpossible, leave blank for Louisiana Medicaid
Situational- Ifappropriate, entering the Rendering Both the 7-digit
Provider's 7-digitMedicaid Provider Number in the shaded | Medicaid
portion of the blockis required. provider number
and the 10-digit
Entering the Rendering Provider's NPl in the non-shaded NPI numbers are
: : portion of the blockis Required ifthe shaded portion is requiredwhen
243 Rendering Provider |.D. # complete, entering a
rendering
provider.
Rendering
=Attending
25 Federal Tax I.D.Number | Optional.
Situational- Enter the provider specific identifier assigned
: to the recipient This number will appear on the Remitiance
26 Patients Account No. Advice (RA). Itmay consist of letters and/or numbers and
may be a maximum of 20 characters.
: Optional.Claimfling acknowledges acceptance of
21 Accept Assignment? Medicaid assignment.
28 Total Charge Required- Enter the total of all charges listed on the claim.
Situational-IfTPL applies and block 9Ais completed, I\D/Ig S i‘é;g%?n
enter the amount paid by the primary payor. Enter ‘0'if the Medicare
29 Amount Paid third party did not pay.
Replacement plan
If TPL does notapply to the claim, leave blank. ]E)ig?/dments in this
30 RESERVED FOR NUCC Leave Blank.
USE
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Signature of Physician or | Optional. The practitioner or the practioner’s authorized

Supplier Including representative’s original signature is no longer required.
31 Degreesor Credentials
Date Required-- Enter the date of the signature.
Service Facility Location T .
32 Information Situational- Complete as appropriate or leave blank.
32a NPI Optional.
32b Other ID# Situational- Complete as appropriate or leave blank.
33 Billing Provider Infoand | Required-- Enter the provider name, addressincluding zip
Phone # code and telephone number.
The 10-digitNP!I
33a NP Required-Enterthebilling provider’s 10-digit NPI Number must
number. appear on paper
claims.
. . T . The 7-digit
Efrﬂgé?d_ Enter the billing provider's 7-digitMedicaid ID Medicaid Provider
33 | OterD# Numbermust.
ID Qualifier —Optional - Ifpossible, leave blank for cIF;Fi)ms pap

Louisiana Medicaid billing.

Sample forms are on the following pages
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SAMPLE VISION CLAIM FORM WITH ICD-10 DIAGNOSIS CODE (DATES OF SERVICE
ON OR AFTER 10/01/15)

=
[ElgEmE Mail To:
Molina
(=g’ P.O. Box 91020
HEALTH INSURANCE CLAIM FORM

Baton Rouge, LA 70821
AFFROVED BY NATIONAL UNIFCRM CLAIM COMM TTEE (NUCC) 0242

[P PICA
| WEDICARE WEDI CAID TRICARE CHALFY OTHER| 14. INBURED'S | O. MUMBER [For Program in e 1)

2 [x] O o |—]w 1234567890123

SECLP
HEALTH PLAN
| rios

sl [ | (Do) trvamoar 0 |

2 D"\ IBT'S NAME [Last lama, idde Inifal] 8. PATIE =] 4 |HEURED'S HAME (_gst Mame, First Mame, Mdcle Inifal)
LOU,JANNIE " - |x

S PRTET G ADDRESS (i, G . PATIENT FELATICNEHIP T0) INSURED 7 HELAEL'S AD DFESS (0, Steen

o ool ]

s USE oy [eTaTE

[g ‘s‘.afz |2 RESERVED FoR ML

AR CODE TELEPHONE (noude Ares Coce)

TAEOCE TELEFIENE (17 3e frea Coeky
( ) ( J

3 OTHER INBURED' S MANE (Lact Mame, Fisl Nana, Middle ki) [ 10,15 PATIENT'S CONDITION RELATED TC! 11, INSLURED'S POLICT GROUP OR FECA NUMEER

FHARURBN I FEHCR O GHCUE NGRS SAMI L‘E a.=-|sl'.45'§.,55 TE OF BIRTH EX
M ] T
|

TPL CODE IF APPLICABLE =

I
. RESERVED FOR NLICC LISE

EXAM PL*E OF 1cu ,10

n=rm|’rr| HITlion nECESsH
arty Who ECEE Bs3onment

Y| 44— PATIENT AND INSURED INFORMATION ——————— |4 CARRIER—)~

SIGMED . DATE
14 DATE OF CURRENT ILLMESS IMIUFY, o PREGHANCY (LMF) |15, OFHER DATE
[ 5] : MMy DD
QAL | QUi !
> HIARIE OF FEFERFING FAGWDER TR CTHER BOlACE Tl 1236548
DK | JON DOE, MD i |e| 1236549875 2000
ADDITICRAL CLAIN IRFPORMATION {Desig ated by MUCT
M DLAGRICSIS COF HATURE OF ILLMESS CF INJURY Felate AL oseruce|ine beion [24E) “Oind i 0 : 2, F\;.EE-I_'BV'ss:j\" M ;
4 i JDE CRIGINAL . T
. (H5034
E 23 PRICR ALTHORIZATICON MUNEER
| FA # IF APPLICAELE
24 E. F G H J =z
Dl 4GRS LS - T FENCERING s}
ke PCINTER $ CHARGES UNITS Pl | QUAL FRCMDER ID. # | =
05 A | 1 50!.00 | 1 | [ue | 1206549875 £
> o 2
: : : : | ! . L litaiani D Bl =
B o | 18 | 05 | o | 8 | 1 | oz080 | | A 90.00 | 1 | NEl | 1238549875 &
3 | 1236548 3
[ i | Ay | : i | ! : DR [ S o]
05| 151 18 |05 | 15 | 18| 1 | wveomo | i | A 4500 | 1 | [wen | 123e54ears &
| 1238548 4
4 i | i | | | 1 i i | I .| Feemqeoo=———————sod =
0515018 |05 15118 | 1 | | w2103 | RT | LT | i | A 90100 | 2 | NPl | 1236549875 G
| 2
5 ] 1 1 | 1 B R T s
1 [+
- : = = L ] [ 3
| >
. i et o e ot T L L X
A S — o s I I d
25 FEDERAL TAYX | D NUMBER =30 EIN 20. PATIENT'S ACCOUNT NO 27 * F = ETT? H TOTAL CHARGE 29, AMOCUNT Pall 30, Revd for MUCT s
1234 375,00 | 3 !

i SLFFLIER | 32, SERVICE FACILITY LOCATICN INFCR [EERUEE =R - ) 233-3333
SHETIALS ALWAYS OPEN
700 MAINET

ANY TOWN, LA 70000

SI%ED 05}%!;52018 E |"’ | 1326547895 |- 1987654
MUCC Ingtruction Manual available st wwa . nuce.org PLEASE PRINTOR ﬁ’FE APFROVEL OMB-USIE- 1147 FURM ToUL (LS T2)
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ADJUSTING/VOIDING CLAIMS

An adjustment or void may be submitted electronically or by using the CMS-1500 (02/12) form.

Only a paid claim can be adjusted or voided. Denied claims must be corrected and resubmitted —
not adjusted or voided.

Only one claim line can be adjusted or voided on each adjustment/void form.

For those claims where multiple services are billed and paid by service line, a separate
adjustment/void form is required for each claim line if more than one claim line on a multiple line
claim form must be adjusted or voided.

The provider should complete the information on the adjustment exactly as it appeared on the
original claim, changing only the item(s) that was in error and noting the reason for the
change in the space provided on the claim.

If a paid claim is being voided, the provider must enter all the information on the void from the
original claim exactly as it appeared on the original claim. After a voided claim has appeared on
the Remittance Advice, a corrected claim may be resubmitted (if applicable).

Only the paid claim's most recently approved control number (ICN) can be adjusted or voided;
thus:

. If the claim has been successfully adjusted previously, the most current ICN (the
ICN of the adjustment) must be used to further adjust the claim or to void the claim.

o If the claim has been successfully voided previously, the claim must be resubmitted
as an original claim. The ICN of the voided claim is no longer active in claims
history.

If a paid claim must be adjusted, almost all data can be corrected through an adjustment with the
exception of the Provider Identification Number and the Recipient/Patient ldentification Number.
Claims paid to an incorrect provider number or for the wrong Medicaid recipient cannot be
adjusted. They must be voided and corrected claims submitted.
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Adjustments/Voids Appearing on the Remittance Advice

When an Adjustment/Void Form has been processed, it will appear on the Remittance Advice
under Adjustment or Voided Claim. The adjustment or void will appear first. The original claim
line will appear in the section directly beneath the Adjustment/Void section.

The approved adjustment will replace the approved original and will be listed under the
"Adjustment™ section on the RA. The original payment will be taken back on the same RA and
appear in the "Previously Paid" column.

When the void claim is approved, it will be listed under the "Void" column of the RA.

An Adjustment/VVoid will generate Credit and Debit Entries which appear in the Remittance
Summary on the last page of the Remittance Advice.

Sample forms are on the following pages.
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SAMPLE VISION CLAIM FORM WITH ICD-10 DIAGNOSIS CODE (DATES OF SERVICE
ON OR AFTER 10/01/15)

HEALTH INSURANCE CLAIM FORW

Mail To:

Molina

P.O. Box 91020

Baton Rouge, LA 70821

AFPROVED S MATICHAL UNIFORM CLAIM COMMTTES (NUCC) 0242
\ihiial PIZA,
1 MEDIGARE WEDIZHD TRICARE CHALFYA BERE, FLan 'HER [ 13. INBURED'S 1.0 NUMBER [For Frogram in e 1)
£ |X| de ) [ | AD0c0) Iamper IV | |m : 1234567800123

3. OTHER IWSURED'S NARE Lact ane, Frsl Nane, Midle bl

2 PATIENT'S HAME (Last Mame rst Narme, Midde Inifal] 4 INEURED S HAME st Mame, First Mame, hMidds Inifal)
LOU JANNIE
5 ADDAEE un,, Stresn 7 INSURE ADDRESS (0, Steetl)
arry s oY [sTaTE
TRCOORE TELEPHOM nou e Areg Coc ZIP CODE TELEFHCME (Incdude Area .r.\:cla:u

) |5 PATIENT'S COMDITION RELATED To:

E SURED ‘€ =Y OF GROUP NURMEER
TPL CODE IF APPLICABLE

b FESERVED FOR NUCT LISE

= FESERVED PO WU0E USE

: SAMPLE

EXAMPLE OF ICIZ

r::

m n rmrrll TORENCN NECESSE |

11 INSJRED'S FOLICY GROUP OR FECA NUMEER

a. INsU ?EE SE ATE OF 3FT-|
[T} oD
I W F

Illll 1 {DEs ghaea oy MUCs)
) PLAN HAME CF PROGR A

W HAME

| <€————— PATIENT AND INSURED INFORMATION —————>{<{—CARRER—)~

)i 11 et are gk & et | hinat] | 700 MAIN ST

JANE DOE, MD | ANY TOWN, LA 70000

i i it [ |+ 1326547895 |- 1987654

MUCC Ingtruction Manual available ab www nuce org PLEASE PRINT OR TYPE APPRUVED UMB-UE35- 7797 FURM ToUU L 12)

|33 BLLNGFROVIDER INFORFHE  ({ BOO )

fTox o he gt L g ment
el
SIGHED DATE HIGHEL
14 DATE OF CURRENT ILLMESS, INJURY, 0f PREGHNANGY (LMP) | 15, OT HER DATE ) 16 DATESPATIENT UMABLE 10 MORK (DI
TN ) £ 4 MM | oD | N D ¥
| AL ! FRIOM |
17, NANIE CF FEFER AING PRCMDER CF CTHER SOURACE 1236543 LATED TOCL 1';" I |[.::I;| WICES
DK | JON DOE, MD 1236549875 T |
ADDITICRLAL CLAIN | MFORMATICN (Desiy ated by HIGS) T CHARGES
21, DI AGNCGIS CF HATURE OF ILLNESS OF IMJURT FEaE &L o s iee | ine beon (24E] — : 0 !
el
w B ol A 8142178901200
il il 23 FRICR ALITHCORIZATICH HUWEER
| PA # IF APPLICAELE
24 & DA 3 = M T z
F rrm r\c‘v= Tﬁ [ o o
M DD § CHARGES UNITE | P | cusL ] (=
1 | 1236548 i
s ol A 1?5!.00 | 1 | |[wn| 1236548875 z
5 : , : - __l ______________ 2
- | || L | | [w &
3 1 1 | 1 1 Dl st 1 EJ
= | o T &
@
4 1 1 1 1 F— —J —————————————— =
- : || || I S
| =z
5 1 ! | | i i s =
i I | i | | I L | | - @
) 4
| | | [ e T T T et Rt
y = | || - I -
25 FEDERAL TAX | DL NUMBER == IS 26. PATIENT'S ACCOUNT N IT7 |23 TOTAL CHARGE 29, AMCUMNT PAID =)

L Fiswl.for HUCC L)
|
3333331

ALWAYS OFEN
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=

G O s W N

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUSC) 0212
[T = FCA T T]
1. WECICARE MECCAD HECARE CHAMPYA, CTHER | 1a, [NSURED'S LD, MUMBER Fer Pregram m llam 1)

[ ostcaret l:l:.'.'m‘.caw' [] ioeseos

[ ] et [ ] :

T
e |:|.-n:lt_-

2. PATIENT S NAME (Last Nams. Firsl Mama, Wodla [ntal

3. BATIENT
[1LY] |

& AT
| W
1

8EX

4. INSUREL'S NAME (Lagt Nams, Sinsl Mame, Mddl Intials

Sa PATIENT'S ADDRESS gy Sreet)

1
B PATEENT RELATIONSHIP TO INSURED

Sl ] spoaa] ot | ma.D

T IKSUREE'S ADDRESS (Mo Stroet)

[+ & BTATE

TELEFa0E Jochoe drea Codi)

g -}

Il SO

%, RESERVED FOR KLUGT LUEE

B ETATE

Ar CODE TZLEHONE [Inchusie A Czao]

( .

5, OTHER INSURED'S MAME (Laz Name, Frsl Hese, Middle Inial)

a, OTHER |[NBURED'S POLUICY OR GROUF NUMEBER

b RESERVED FOR NUCE LUSE

& RESEAVED FOR NUGS USE

1615 PATIEMT S SONCETION BE

ATED TG

A. EMPLOYMENTT [Cument or Provious|

I:l YES

b AUTO ACCEOENT?

D\rss

& OTHER ACCIENTT

[y

. -

(=

[

PLADT 310

1, INBUREDS PLLC T BACLP N FECA V. NRER

a.hwls:!}ﬁalngggnlﬁ-ul%-1 ul:l EEX .D

b, OTHE = CLAIW D [Dasignaiad iy NUCD)

B NEURANEE PLANNAMELOR PTOGAAM NAME

a. [NEURANCE PLAN MAME 0R PROGRAM NAME

RN T ————r

&, |8 THERE ANOTHER HEALTH BEMEFIT PLAND
I:l‘r'-'f? ':l N0 IF pw. complote inre 3 Be, wed Bd.

PATIENT AND INSURED INFORMATION ——— | <—CARRIER—

R

HFAD BACK OF FORM AFFORE COMPLETING & SIGSING THIS FORM,
- PATIENT'S OR AUTHORIZED PEASON'S SRGHATURE Jisutheno foa rolowso of any masc ol aroimar it tion racesassy
do proces: s clam, 1 dlso reguest paymant of gove 'mﬂ_hl-ll;uh-'hmhql n-hlup_m.- oG ibtent P

13 INSLIREDS Oft AUTHOREAED PERSON'S SIGHATURE | sutrorize
gayrani of medcd bonvedits o e undecsigoed pipsician or supsler
sorvoes destrbed below.

sar

OATE

S|AKED

|u.

s,
SIGHED, . DATE -+
44, DATE OF SURRENT |LINES! T (HMANCY (LM =i ] T LUANARLT TO WORK N CLUARENT QCCLPATION
o Ry ! Sl D e M ocoog vy e T CURGENT G uPATION 0
B | A sk [ M o S| - | |
17. HAME OF REFERSING =F“.'.f|:ﬂDﬂ'l OROTHER EOURC = :ﬂl’t ILI-DEHTG.II..FATI% EATESYI_:"_EJTED TGCLI”,\EEI\ITESEEHIVI:EEY
| B T | FlAGH | o | l
3, AR AR TN COma STION [Ber-greced iy NUIGE) 0 CUTSIDE LAl 3 OHARGES
) . D YES (1% | |
31, DIWCNOEES OF RATURE OF |LLNESE DRUINSURY Rolaio el o servoco Boe bollow (24E) T | 22, |ﬂ__f||4|_w|$$|)1
i & Ol | &ob CAKHINAL REF. M
Al adl ol oL =
5 73, PREDA & JALZATION HUMAER
. F al - WL [PTORATORZATION AL
1 | 4. K| La
A DATELS) OF SERVIEE [ Ca [ v PROCEDURES SERVICES. OF SUPPLIES F. F. ."3 H, I, 4 =
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