MEDICARE PART –B ONLY FLU VACCINE ROSTER

Provider Name:        Vaccination Services of America, Inc._____ 

Clinic Number:                      .
Provider Billing Number: ___

098785VA____________
Check here if Railroad Medicare 













(Railroad claims must be on a separate form)
Patient Information

	Date of Service 
	Medicare Health Insurance #
	Name - as it appears on Medicare card

	Address

(Complete city, state, zip code)
	Birth Date
	Sex
	Patient Signature/

Signature on File

	10-15-08
	123-45-6789 B
	John W. Doe
	(Include City state and Zip)

123 Main St, Omaha, NE 68127
	12/19/1967
	M
	Signature on File

	
	
	
	
	
	
	Signature on File

	
	
	
	
	
	
	Signature on File

	
	
	
	
	
	
	Signature on File

	
	
	
	
	
	
	Signature on File

	
	
	
	
	
	
	Signature on File

	
	
	
	
	
	
	Signature on File

	
	
	
	
	
	
	Signature on File

	
	
	
	
	
	
	Signature on File

	
	
	
	
	
	
	Signature on File


Must be legible or will be returned

Do not copy double sided




MAY BE COPIED

Modified 9/18/2008

