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Comprehensive Interventional Care Centers

PAYMENT APPROVED
Approval Code 00951C
Reference Number DVORSQDR27

Payment Information

Patient Name Amount Payment Method Card Number Payment Date
$37.00 Credit/Deblt Card VISA - 2924  11/04/2019 05:30:30 PM (EST)
Patient ID Plan ID Txn. Type Notes
. Other Payment Large Butler
Claim Number Encounter 1D Date of Service
11/04/2019
Signature
Payment Receipt Generaled On: 11/04/2019 Page 1 of 1

® Copyright 2009 - 2019 ClearGage, LLC All rights reserved.
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Comprehensive Interventional Care Centers

PAYMENT APPROVED
Approval Code 06630C
Reference Number H2VMJRU

'y, e ] e el i R b —im G = L e el e T e
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Payment Information

Patient Name Amount Payment Method Card Numbher Payment Date
$50.00 Credit/Debit Card VISA - 2924 14/04/2019 01:45:53 PM (EST)

Patient ID Plan 1D Txn. Type Notes

Other Payment two legs hose $50 20/30
Claim Number Encounter ID Date of Service

11/04/2019
Signhature
Payment Receipt Generated On: 11/04/2019 Page 1 of 1

© Copyright 2009 - 2019 ClearGage, LLC All rights reserved.
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A. Nofifier: CiC VEIN CENTERS
B. Patient Name: €. ldentification Number:

-

e S i

_ Advance Beneficiary Notice of Noncoverage (ABN)
NOTE: If Medicare doesn’t pay for o. _hpil_ﬁ_f“f_ befow, you may have to pay. '
Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the D. hoge below.
D, LT - |'E-Reason Medicare May Not Pay:. '[F. Estimated ",

gl e Feln ; & Cost_
2050 Thip Heh | Ko+ coered =
Compression I@ﬂ (Aedl core
| e kungs |

WHAT YOU NEED TO DO NOW: :
= Read this notice, so you can make an informed decision about your care.

» . Ask us any questions that you may have after you finish reading. - ' _

» Chodse an option befow about whether to recéive the D, h2se  listed above.

~ Note: If you ¢hoose Option 1 or 2, we may help you to use any other insurance

that you might have, but Medicare cannot require us to do this.

G. ORTIONS: . . Check only one box:. We gannpt-chopse a box for you. .
0 OPTION 1. i wantthe D, . listed above. You may ask to be paid now, but |
also want Medicare billed for an official decision on paymerit, which is sent to me on a Medicare
Summary Notice' (MSN). | understaid that if Medicare doegn’t pay, | am responsible for
payment, but i can appeal to Medicare by following the ditections on the MSN. If Medicare
does-pay, you will refund any payments | madé to you, less co-pays or deductibles.

OPTION 2. Iwantthe D._lkoser ___ listed above, but do not bill Medicare. You may
] ask to be paid now as { am responsible for payment. | cannot appeal If Medicare is not billed.
[J OPTION 3. 1don't wantthe D. —______listed above. | undétstand with this choice |
am not responsible for payment, and | cannot appeal to see if Medicare would pay. ;
H. Additional Information: - ;

This notice gives our opinion, not an official Medicare decision. If yoﬁ have other questions 6n
this netice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048),
i b_ ow means that you have received and understand-thjs notice. You also receive a copy.

7] J. Date:
1/3/3 7 9

— ! —
Actording to the Paperwoyk Reduction Act of 1995, no persons sre required to respond to a callection of informatioh unless it displays & valid OMB contol mumber.
The'valid OME control number for this information collection is 0938-D566. The time required to complete this information collection is estimated to average 7
minutes per response, including the ime to review instructions, search existing data resources, pather the data needed, and complete and review the information
collection. IF you have comments concerning the sccuracy of the time estimate or suggestions for improving this form, please write 10: CMS, 7500 Security

Bouleverd, Attn: PRA Reports Clearance Officer, Baltimore. Maryland 21244-1850,

Form CMS-R-131 (03/11) qum Approved OMB No. 0938-0566
6301 S. McClintock Drive, Suite 115 ' ' )
Tempe, AZ 85283 ° o
480-775-7460
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