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This form is used for claiming the health insurance benefit
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PRNA k4 PRNA k4
l1Outpatient 4k 7 Inpatient N
From to
Date of Services =2 H

L2 A

Initial Visit(in this case)

®

Subsequent Visit B

[fé?.»zaﬁam,r%a }

Home Visit {Ei2

Total &Ft
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