Be advise that before a bill can be considered
‘“acceptable” for payment by the Victim
Compensation and Government Claims Board,
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the following sections must be completed . e |
correctly or the bill will be returned and T L L L I
payment may be delayed g | i
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Section Number on Information listed below is 38 X .
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3 Claimant’s/Patient’s Account Number 5 -
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ATTENTION ALL PROVIDERS ALREADY IN OUR SYSTEM: Number 1 and e L o — T
Number 5 on your bill must match exactly to what is in the system. If b =
YOU/PROVIDER has a new Tax Id please notify the Program immediately e M T
d
LIB-B2 HCRA-1450 OCRIDRKGNAL | CERTIFY THE CEATIFICATINS O THE REVERSE APFTY T THIS ELL AMD ARENADE & FART HEREDF.

CEEGEE]




	CMS 1450 Form
	Section Information
	Section Table
	Form




