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From:






Remit to:

             Local Public Health Authority Name
           


                                                                                  Local Public Health Authority Address
Email or FAX the invoice and copy of hospital or radiologist invoice to:
             
heidi.behm@dhsoha.state.or.us or

FAX: 971-673-0178

TUBERCULOSIS CHEST X-RAY INVOICE
Date:






Invoice#: 
	# CXRs Billed
	Description
	Reimbursement
	Total $ amount

	
	One view PA chest x-ray(s)
	$55.00 each
	

	
	Two view chest x-ray(s)
	$110.00 each
	

	
	Special view chest x-ray(s)
	$55.00 each
	

	
	
	Invoice Total:
	



Authorization for the Chest X-Rays Given By:  _____________________________________
Local Public Health Authority Representative Signature






         _____________________________________
Type or print name of authorizing individual
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