B

T-ACCOUNT BILLING REQUEST

Grant/Fund Title:


__________________________________________

Grant/Fund Description:

__________________________________________

Grant/Fund Entitlement Amount:
__________________________________________

Amount of Discount (if applicable): _________________________________________
Estimated Patient Volume:

____________________

Authorized Period:


From  ________________ through ____________

Billing Instructions:


__________________________________________

HIC Number

Account
P:

T:

A:

E:

O:________
Business Manager/Coordinator: 
__________________________________________

Physician:



__________________________________________

Researcher:



__________________________________________

Billing Address:


__________________________________________

Contact Person:


__________________________________________

Phone:



__________________________________________
Special Instructions, if any:

__________________________________________

Thank you for completing this form and providing necessary information.  Please

fax to Christy Bishop at 688- 8938, or email the signed document to Christy.Bishop@ynhh.org.  If you have any questions, contact the T-Account

Coordinator Christy Bishop at 688-8033.

Applicant’s Signature and Title:  ___________________________________________

Date:  _______________________________

HOSPITAL USE ONLY
APPROVED (   )

DENIED  (   )


Reason:
________________________________

REVIEWED BY:

_______________________T-Account Coordinator  

DATE:


_______________________

AUTHORIZED BY:

______________________________Title

DATE:


________________________
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