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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:

DXC Technology
P.O. Box 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

. 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 billing. (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:

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

. Instructions for adjusting/voiding a claim 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 / '
Feca BIk Lung
Required — Enter the beneficiary’s 13 digit Medicaid ID
number exactly as it appears when checking beneficiary
eligibility through MEVS, eMEVS, or REVS.
la Insured’s .D. Number NOTE: The beneficiarys’ 13-digit Medicaid ID number must
be used to hill claims. The CCN number from the plastic ID
card is NOT acceptable. The ID number must match the
beneficiary’s name in Block 2.
9 Patient's Name R(_aquwgq - Enter the beneficiary’s last name, first name,
middle initial.
Patient’s Birth Date Situational — Enter the beneficiary’s date of birth using six
digits (MM DD YY). If there is only one digit in this field,
3 precede that digit with a zero (for example, 01 02 07).
Enter an “X” in the appropriate box to show the sex of the
Sex beneficiary.
: Situational — Complete correctly if the beneficiary has other
4 Insured’s Name ; ) .
insurance; otherwise, leave blank.
5 Patient's Address Optional — Print the beneficiary’s permanent address.
6 :Dnastllﬁgé Relationship to 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 — If beneficiary has no other coverage, leave ONLY the 6-digit
blank. code should be
If there is other commercial insurance coverage, the state entered for
Other Insured's Policy or assigned 6-digit TPL carrier code is required in this block. commercial and
%9a Group Number y The carrier code is indicated on the Medicaid Eligibility Medicare HMO’s
P Verification (MEVS) response as the Network Provider in this field.
Identification Number.
Make sure the EOB or EOBs from other insurance(s) are DO NOT enter
attached to the claim. dashes, hyphens,
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Locator # Description Instructions Alerts
or the word TPL
in the field.
NOTE: DO NOT
ENTER A 6 DIGIT
CODE FOR
TRADITIONAL
MEDICARE.
9%b RESERVED FOR NUCC
USE Leave Blank.
9 RESERVED FOR NUCC Leave Blank.
USE
Insurance Plan Name or N . .
ad Program Name Situational — Complete if appropriate or leave blank.
Is Patient's Condition R . .
10 Related To: Situational — Complete if appropriate or leave blank.
Insured’s Policy Group or | ., _.. , .
11 EECA Number Situational — Complete if appropriate or leave blank.
Insured’s Date of Birth
1la Situational — Complete if appropriate or leave blank.
Sex
OTHER CLAIM ID
11b (Designated by NUCC) Leave Blank.
11c Insurance Plan Name or Situational — Complete if appropriate or leave blank.
Program Name
Is There Another Health R . .
11d Benefit Plan? Situational — Complete if appropriate or leave blank.
Patient’s or Authorized
12 Person’s Signature Situational — Complete if appropriate or leave blank.
(Release of Records)
Insured’s or Authorized
13 Person’s Signature Situational — Obtain signature if appropriate or leave blank.
(Payment)
14 Dgte of Current lllness / Optional,
Injury / Pregnancy
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
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Locator # Description Instructions Alerts
Situational — Complete if applicable. For LA Medicaid
other source is
In the following circumstance, entering the name of the | defined as the
appropriate physician is required: ordering provider.
e If Services are performed at the request of an
ordering provider: The ordering
17 Name of Referring _ 3 . provider is
Provider or Other Source | Enter the applicable qualifier to the left of the vertical, required.
dotted line to identify which provider is being reported.
e DK Ordering Provider Referring
Enter the name (First Name, Middle Initial, Last Name) Eerox:(rjeeé IS not
followed by the credentials of the professional who g '
ordered the service(s) or supply(ies) on the claim.
Other Identification Situational — Complete if applicable. Ente_r th_e 7-digit
17a Number (ID#) Medicaid ID
If 17 is completed, 17A is required. Number here.
o . . The 10-digit NPI
Situational — Complete if applicable. Number is required
17 NPI when 17 or 17Ais
If 17 is completed, 17B is required.
complete.
Hospitalization Dates
18 Related to 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, dotted lines in the upper right-hand portion of the
field.
0 ICD-10-CM The most specific
diagnosis codes
21 Diagnosis or Nature of Required — Enter the most current ICD diagnosis code. must be used.
lliness or Injury General codes are
NOTE: ICD-10-CM “V", “W", “X", & “Y" series diagnosis not acceptable.
codes are not part of the current diagnosis file and should
not be used when completing claims to be submitted to
Medicaid.
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Locator #

Description

Instructions

Alerts

22

Resubmission Code
and/or Original
Reference Number

Situational. If filing an adjustment or void, enter an “A” for
an adjustment or a “V” for a void as appropriate AND one of
the appropriate reason codes for the adjustment or void in
the “Code” portion of this field.

Enter the internal control number from the paid claim line as
it appears on the remittance advice in the “Original Ref. No.”
portion of this field.

Appropriate reason codes follow:

Adjustments

01 = Third Party Liability Recovery

02 = Provider Correction

03 = Fiscal Agent Error

90 = State Office Use Only — Recovery
99 = Other

Voids

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

To adjust or void
more than one
claimlineona
claim, a separate
form is required
for each claim line
since each line
has a different
internal control
number.

23

Prior Authorization
Number

Situational — Complete if appropriate or leave blank.

If the services being billed must be Prior Authorized, the PA
number is required to be entered.

24

Supplemental
Information

Leave Blank.

24A

Date(s) of Service

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

Either six-digit (MM DD YY) or eight-digit (MM DD YYYY)
format is acceptable.

24B

Place of Service

Required -- Enter the appropriate place of service code for
the services rendered.

24C

EMG

Leave Blank.

24D

Procedures, Services, or

Supplies

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

When a modifier(s) is required, enter the appropriate
modifier in the correct field.
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Required - Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference letter
24E Diagnosis Pointer (A", "B", etc.) inthis block.
More than one diagnosis/reference number may be related
to a single procedure code.
2UF Amount Charged Req_uwed -- Enter usual and customary charges for the
service rendered.
. Required -- Enter the number of units billed for the
24G Days or Units procedure code entered on the same line in 24D
24H EPSDT Family Plan Leave Blank.
2] 1D, Qual, ah)iggnal. If possible, leave blank for Louisiana Medicaid
Situational - If appropriate, entering the Rendering Both the 7-digit
Provider's 7-digit Medicaid Provider Number in the shaded Medicaid
portion of the block is required. provider number
and the 10-digit
Entering the Rendering Provider's NPI in the non-shaded NPI numbers are
. . portion of the block is Required if the shaded portion is required when
4] Rendering Provider I.D. # complete, entering a
rendering
provider.
Rendering
=Attending
25 Federal Tax I.D. Number | Optional.
Situational — Enter the provider specific identifier assigned
o to the beneficiary. This number will appear on the
26 Patient's Account No. Remittance Advice (RA). It may consist of letters and/or
numbers and may be a maximum of 20 characters.
97 Accept Assignment? Optlpngl. Cla}|m filing acknowledges acceptance of
Medicaid assignment.
28 Total Charge Required — Enter the total of all charges listed on the claim.
Situational — If TPL applies and block 9A is completed, Do not report
. . e Medicare or
enter the amount paid by the primary payor. Enter ‘0’ if the .
29 Amount Paid third party did not pay Medicare
' Replacement plan
If TPL does not apply to the claim, leave blank. Eg{ dments in this
30 SEEERVED FORNUCC Leave Blank.
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Signature of Physician or | Optional. The practitioner or the practitioner’s authorized
Supplier Including representative’s original signature is no longer required.
31 Degrees or Credentials
Date Required -- Enter the date of the signature.
32 service I_:aC|I|ty Location Situational — Complete as appropriate or leave blank.
Information
32a NPI Optional.
32b Other ID# Situational — Complete as appropriate or leave blank.
Billing Provider Info and | Required -- Enter the provider name, address including zip
33
Phone # code and telephone number.
The 10-digit NPI
333 NP Required — Enter the billing provider’s 10-digit NPI Number must
number. appear on paper
claims.
. - o - . The 7-digit
Required — Enter the billing provider’s 7-digit Medicaid ID Medicaid Provider
number. Number must
33b Other ID# ADDEAT 0N Daber
ID Qualifier — Optional - If possible, leave blank for PP pap
< . claims.
Louisiana Medicaid billing.

Sample forms are on the following page
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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 FORM

AFPROVED B MATICHAL URIFOSM CLAIM COMMTTEE (NUCT) 02

Mail To:

Molina

P.O. Box 91020

Baton Rouge, LA 70821

[T JFcA PICA
|, WECICAFE WED Sl TR Z4FE CHALF 1. IMELRED'S | 0 MUMEER [FOr Frogram i e 1
) [¢] (Mecicaiae [ oo reamier 108 | 1234567890123

: PATIENT'S NAME (Last Mame, First Nama, M dda Inital] 8. {T 3 BFTH DATE 4 |HEURED S HAME (_ast Mame, First Mame, Mdcle Inifal)

LOU JANNIE " |>.<
5 ADDRESS (uo., Srest) & PAT ELATICRISHI THNSURED ; 7 INBURED'ES ADDRESS (Mo, Sraet)

.-:r:rl | .'_'n-n—| e |
Ty STATE | £ RESERVED FOR MUCT USE oY [sTaTE
AF CCOE TELEPHIONE (noute Aes Cocs) ZIF COOE TELEFHCRE [Indude Srea Cooks)
( ) k.

3. OTHER INBURED'S MANE iLact Wame, sl Mama, Middle bl

' [ 10,18 PATIENT'S CONDITICN RELATED TC!

8 OTHER INSURED'S POUCY OR GRAOUP HURBEF
TPL CODE IF APPLICABLE

. RESERYED FOR NUICC LISE

= RESERYEL FLR HUCC USE

SIGMED

-|-n|| gu i .nr mfh {Il B 10T '_.u of IO hE party

-SAMPLE

EXAM Pl:E OF 'C[
'WTTH"AN ORDERING PROVI

. F!EAD EJ‘\CK OF FORI 1 BEFOHE CUI‘IPI.EThG & SIG\I G THIS FOHI'I

TEICH MECESSE Y
ssspnment

11, INSURED'S FOLICY GRCUP OR FECA NUMBER

55K
.

NS ?EE SE _?C=3FT‘-|
I

WD Ir"- grated oy MU

1oLl e 3
)- loD LAM NAME OR PROGRAM NAME
FL I\
plate ilems 9, 93, and Bd

0 EEFEOMNE SIGNATURE | aithiriz
dersigned drys cian o eupgliar for

12, INSURED S

They

serices oesm bed blon

¥-| < PATIENT AND INSURED INFORMATION —————>|¢—CARRIER—)~

UPF.’LI.ER INFO R MATICN

OR S

eI © ) N N R ..

PHYSICIAN

JANE DOE, MD

DATE HEIGHET
q :IA'}_LJ LIRF || |||| MESS, INJURY, or PREGHANCY (LMF) | 15 OTHER DATE |EMT UNAELE TO IMORE IRl CL i|| HT CCCLIPATION
MM DO i MM | DD i o Wy il
Al | L) | FROM ! To !
75 IAIE OF FEFERFING FROWDER CF CTHER SOUREE Fal| 1236548 B EEEES BLEAT i DATES RELATED T 0 1[”|r||||'-- ==
o <= = - Ak jul T 1 Yy
DK | JON DOE, MD 17| P 12365498?5 FACKI TO :
ADDITICRIAL CLAIN FFCRATION (DR 2ted by HOCD) o0, LTS FHARCES
| ; ]
21 DIAGPMOE S CR HATURE OF ILLMESS OF IRJURY Felate AL seruce ine ke [24E] Dind i 0l 22, RESUBMISEION ; ;
: i Co0E ORI EIN AL REF. MO
o H5034 e . ol
4 2 ; iy 23 PRICR ALTHORIZATICN NUKEER
: i DA # IF APPLICAELE
24 D E B & =L E F = H
Frem To LA Dl AGHICES kSl
MM DD IM DD SERUGE | EMa PONTER § CHARGES units | P
o6 o1 |18 |os| o0 |18 11 ooz | | A 150000 | 1 |
| |
6| 0 | 18 J 05 | o | 8 | 1 02080 | | A 90}_00| 1 |
o5 | 15118 |os | 15| 1a | 1 vaozo | ! A 4500 1 |
I | ! |
051 15 118 | 051 5.1 18 | 4% | V2103 | RT | LT A 90100 | 2 |
] g N R e T
. : | || L | | [w]
| | 1 e e S
: : | | t ] 1 [
25 JEFRAL TAX | 0 MURME 3= EIN 28. PATIENT'S ACCOUNT MO 23 TOTAL CHARGE | 20, ARMCUNT PaID 0. Rswd for MLCE Use
1234 — 37500 | - !
|32 SERWICE FACILTY LOCATICN INFCRMATICH [ BLLNEFROVIDER NFOEFRE {800 | 2333333
ALWAYS OPEN
y
apaly 1o this bl and are mace a gerl hameal) TO00 MAIN ST

ANY TOWN, LA 70000

i Qe 120ng b - 1326547895 |- 1987654
MG metcion Manual aecianle ol g e org PLEASE PRINT OR TYPE APPROVED MB-US5 0779 TR T (U2 12
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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:

o 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.

) 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 Beneficiary/Patient ldentification
Number. Claims paid to an incorrect provider number or for the wrong Medicaid beneficiary
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/Void 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

—

3D = N

iz
5l

HEALTH INSURANCE CLAIM FORW

ON OR AFTER 10/01/15)

Mail To:

Molina

P.O. Box 91020

Baton Rouge, LA 70821

=4
w
-4
I
<
AFPRCVED B MATICH AL UNIFGRR CLAIM COMI TTEE (NUCE) 0242 S
[T PICA i
1 WEDIGARE WED! A D TRICARE CHALP -| U 'HER [ 1. INBURED'S |.D. NUMBER For Fragram in 1em 1)
P 3
s108) [ Mhecicaiat) 0D e 1234567890123
= PATIENT'G NAME (Last Mams, First Harme, Midds il al S FpTIENT ‘;E3F H OATE & NELIRED 5 HAME (et rame, Firat Hlame, Wads el
LOU JANNIE 06| 11 i g7 W [
AOORESS i, e & FATIENT RELATICRSHIP T0 THS0RED WELFEL'E A0DFESS (i, Staet
.-m| ; |m=!| |-.n r'_| o -|| |
arry STATE | 8. RESERVED FOR NUCE USE Y [&TaTE =z
=]
| E
TRCOORE TELEFHOME (ndude freq Cocoa) ZIP CODE TELEFHCME [Incude Area Cockay g
‘ T
3. CTHER INSURED' B MAKE iLast Mame, Frsl Mana, Middle Fiias 1015 PATIENT'S CONDITION RELATED To: 11 INSUREC'S FOLIGT GROUF OR FECA HUMESR H]
o
w
TPL CODE IF APPLICABLE e | Wl F %
b RESERVED FOR HUICT LSS 1N 10 (Des gnatse oy MUCS) a
=
R EXAMPLf OF 1CD.J 0 :
= FESERVED FOR NUCC USE FLAr HAME CF PROGR Al HAME 5
i
=
o INSURANCE FLAN g =
WTI H AN ORDERING F
| authoriza
13 =T 1 A = ".' rr\ n rr '|rr|| rOrnach NECESSE | or eupiar for
108 0 B sty Who LRl RSy men]
SIGHED DATE HIGHET
4 DATE OF DURRENT ILLMEBS IMIUFY, OF FPHEGHAMNCY (M) 15, O HER DATE 16 DATESFPAT JT UHABLE T A M I-}I HNT COCTLUPATIC || A
M 0o ; MM | DD | WM | DD i [ Ui oy
! Al ! G FROM ! 1o !
7. NAIME OF AEFER AING PROWVIDER CF CTHER SOURCE : 1236543 18 |:“:-'1|':-'I'_‘|.:» O DATES FIELATED TOIC l”IFII ||:I"-|.'-""‘. 2
B & RO — - A Do .
DK | JON DOE, MD 7 | rFl 12365498?5 FRCM T :
RDDITICRLAL CLAI | MFCRMATION (sl ated by OGS e JCHARCES
el
21, DI AGNCGIS CF HATURE OF ILLNESS OF IMJURT FEaE &L o s iee | ine beon (24E] — : 0 !
| 1
. H5034 & = A0D 81421?3901200
el & = ol 23 FRICA ALTHORIZATION HUWEER
| 7 Ll : PA # IF APPLICAELE
29 A DATED CF BERMICE = CF SUFFLIES E B & | R] | Z
Ficm To | cumstarnces) Dl AGRICEIS paiss [EON o o
W DD I - WIDIFIER FONTER § CHARGES s | Pa| auaL o E
1236548 i
o5 | ot |18 |05 | o | 18| 1 o202 | ! A 1?5!.00 | 1 | |wem | 1236549875 =
z
{1 | | | P 9 i =
] - g L | L s - )
a
1 1 1 N T i b
= | o T &
@
1 1 1 [ e T s R =
- : | || I S
| =z
, , ] <
G
e : | [ I I I =
=
| | [ e T T T et Rt
1 : | | |3 [ I =
25 FEDERAL TAX | O NUMBER 350 EIN 26. PATIENT'S ACCOUNT N 23 TOTAL CHARGE 22 AMCUMT PaID 30. Rewd. for HUCC Uss
1234 175.00 |
|32, SERVICE FACILITY LOCATICN INFORMATICH |33 BLUNGFROVIDER INFO2 FH# (800 ) 233-3333
: ALWAYS OPEN :
apply 10 his il anct are mace a per herni] 700 MAIN ST
JANE DOE, MD ANY TOWN, LA 70000
06/05/2018 - i
ki DaT= b = 1326547895 - 1987654
MUCC Ingtruction Manual avsilable ab www nuce org PLEASE PRINT OR TYPE AFPROVEL UMB-UZ38- 1157 FORM ToUU (Le2-12)
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=

G O s W N

4

b

HEALTH INSURANCE CLAIM FORM

APPRONED BY NATIONAL UNIFORM CLAIM COMMITTEE (MUCC) D22

NN

#es [T

1. WECICARE MECCAD HCARE

[ ostcaret D.-.wmc.m- [] ioeseos |:| e

CHAMPYA,

S
A08)

FECA
Df‘#::-lﬂhh D

HERL P L
ey ) I:l [

fla, INSLIRED'S LD MUMBER

[Fisr

regram i liem 1)

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

3. FATIENTS BT SATT BEX
MW | DO |
| -

L]

4. NSURED'S NAME (Lagt Nama, ©irsi Mama, Mddl Invhials

B PATIENT'S ADDRESS (e Sree)

1
B PATEENT RELATIONSHIP TO INSURED

Sl ] spoaa] ot | mu.D

T IKSUREE'S ADDRESS (Mo Stroet)

oy

BTATE

%, RESERVED FOR KLUGT LUEE

Flr SOk TELEFa0E Jochoe drea Codi)

g -}

oy

wTaTE

Ar CODE

( .

TZLE=HONE [Inclte Are: Toao)

S, OTHER INSURED'S NAME (Last Nama, Firsl Heme, Middle Inisel)

1615 PATIENT S SONCITION BELATED TS

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

A. EMPLOYMENTT [Cument or Provious|

I:lTES DNIJ

b RESERVED FOR NUCE LUSE

b AUTO ACCEOENT? ALACE (31)

[Jres Dm -

& RESEAVED FOR NUGS USE

& OTHER ACCIENTT
[

[]ves

1, INBUREDS PLLC T BACLP N FECA V. NRER

- hsd"}%ﬁ_& Dolgg aF I!I":"Yﬂ

N

5

B, OTHE = L7 M D [Deaignaiad By NUGG)

B NEURANEE PLANNAMELOR PTOGAAM NAME

a. [NEURANCE PLAN MAME 0R PROGRAM NAME

1712, (LA DOOSE (D a5 MUGE

&, [E THERE ANCOTHER HEALTH SENEFIT PLANT

Ores [(Jo

i pew. compleie ipTe 3 Sa, aed Sd

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

AFAD BACK OF FORK AFFCAF COMPLETING & SKGSING THIS FOIRM,
12 PATEENT'S OR AUTHORIZED FEASON'S SRGHATURE | isutheno foa rlowso of any masc ol or oimar it ation ~acessssy
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