
 
                    Business Office, 9330 East 41st Street, Tulsa, OK 74145   
        Phone: 918-744-3131 x18183 
        Fax:       918.744.3989 
        Email: labbilling@sjmc.org 
 

PHYSICIAN REQUEST TO BILL PATIENT/PATIENT’S INSURANCE 
Attn: Billing Client Team 

 

Date of Request:    _________________   Invoice Number: _________________ 
 

Requester Name:    _________________________________________________  
 

Client Code & Name: __________________________ (at lower left corner of your invoice)  

 
********All information is required in order to file patient’s insurance and identify the client. ******** 
Please understand there may be times when the original order was designated to Bill Client  
and timely filing to the patient’s insurance has been exceeded at the time of this request. In  
these instances we may be unable to move the charges from the client account to the patient’s 
account. You will be notified if we are unable to comply with your request. Thank you. 
 
09-27-2016 

 

Patient Name:   ______________________________   SSN: _________________   DOB: _____/____/____ 
 
  Billing Address: ______________________________   City: _________________   State: ___   Zip:______ 
 
  Telephone No: __________________________________________________________________________ 
 
Insurance Co: __________________________________________________________________________ 
 
  Claim Address: ______________________________   City: _________________   State: ___   Zip:______ 
 
  ID/Policy No: _____________________________________   Group No: ___________________________ 
 
  Insured:  Self      

 Other than Self (please fill out following info)              

       Relationship to Patient: _________________________________________   
                

       Name: ____________________________   SSN: _______________   DOB: ___/___/___ 
 
Date of Service: _____/_____/_____ **PLEASE SUBMIT ADVANCE BENEFICIARY NOTICE (ABN) IF APPLICABLE 
 
  Tests/CPTs:     ___________     __________     ___________     __________     ___________  _________    
 

   Diagnoses:      ___________     __________     ___________     __________     ___________  _________ 
_______________________________________________________________________________ 
 
Patient Name:   ______________________________   SSN: _________________   DOB: _____/____/____ 
 
  Billing Address: ______________________________   City: _________________   State: ___   Zip:______ 
 
  Telephone No: __________________________________________________________________________ 
 
Insurance Co: __________________________________________________________________________ 
 
  Claim Address: ______________________________   City: _________________   State: ___   Zip:______ 
 
  ID/Policy No: _____________________________________   Group No: ___________________________ 
 
  Insured:  Self      

 Other than Self (please fill out following info)              

       Relationship to Patient: _________________________________________   
                

       Name: ____________________________   SSN: _______________   DOB: ___/___/___ 
 
Date of Service: _____/_____/_____ **PLEASE SUBMIT ADVANCE BENEFICIARY NOTICE (ABN) IF APPLICABLE  
 
  Tests/CPTs:     ___________     __________     ___________     __________     ___________  _________    
 

   Diagnoses:      ___________     __________     ___________     __________     ___________  _________    

   
        
  
    


