YOUR PRACTICE NAME

    

STREET ADDRESS

CITY STATE  ZIP





PT NAME:

Jane Doe









PT NUMBER:

ROOOO1234-056









DATE OF SERVICE:
6/13/98










AMOUNT REMITTED:




PATIENT MAILING ADDRESS




YOUR PRACTICE NAME

STREET ADDRESS





STREET ADDRESS

CITY STATE ZIP





CITY STATE  ZIP

PLEASE DETACH THE TOP PORTION AND RETURN WITH REMITTANCE

--------------------------------------------------------------------------------------------------------------------------------------------------------------------------

FINAL NOTICE

PAST DUE AMOUNT                                                   $45.00

PATIENT NAME:                                                  JANE DOE

PATIENT NUMBER:                                       R0001234-056

DATE OF SERVICE:                                                 06/13/98

PLEASE NOTE THAT THE AMOUNT SHOWN ABOVE IS     PAST DUE.  IT IS IMPORTANT FOR YOU TO SUBMIT   PAYMENT IN FULL TODAY.  FAILURE TO RESPOND TO THIS NOTICE MAY RESULT IN THE ACCOUNT BEING FORWARDED TO A COLLECTION AGENCY.                           

YOUR PRACTICE

STREET ADDRESS






CITY STATE ZIP

SEPT 14 1998

PATIENT NAME









STREET ADDRESS







CITY STATE ZIP

DEBT          

RE:
RO0000234-12  JOHN DOE    DATE OF SERVICE: 10/23/96  AMT: $1234.00

CREDITOR:
YOUR PRACTICE

AT THIS TIME, YOUR PRACTICE COLLECTION DEPARTMENT IS CONSIDERING FORMAL LEGAL ACTION IN ORDER TO COLLECT ON THIS ACCOUNT.  FORMAL LEGAL ACTION CONSIST OF FILING A LAWSUIT, OBTAINING JUDGEMENT, GARNISHING YOUR WAGES AND/OR ATTACHING OTHER ASSETS.  FURTHERMORE, THIS MATTER WILL REMAIN ON YOUR CREDIT REPORT FOR SEVEN YEARS.  IN ORDER TO PREVENT FURTHER ACTION, PLEASE SEND THE AMOUNT DUE IMMEDIATELY.

MR. JONES

440-232-0084

RO0000234-012

AMOUNT YOU OWE NOW $1234.00

JANE DOE 

          

MAKE CHECKS PAYABLE TO:




    

YOUR PRACTICE

STREET ADDRESS





CITY STATE ZIP

Amount Due Now
Statement Date
Patient Number
Amount Enclosed


09/14/98


MS0001228001









IVR CODE: 00012B

PATIENT

MS

PATIENT MAILING ADDRESS



YOUR PRACTICE 



STREET ADDRESS





STREET ADDRESS

CITY STATE ZIP





CITY STATE ZIP

(   PLEASE ( IF ADDRESS OR INSURANCE INFORMATION HAS CHANGED.  MAKE CHANGES ON REVERSE SIDE.

-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

( PLEASE DETACH THIS TOP PORTION AND RETURN WITH YOUR REMITTANCE. (
PAGE  1 OF  1


DATE
CODE
CPT
UNITS


DESCRIPTION



CHARGES/CREDITS

SEL 
PATIENT/CLAIM#  MS0001228-001


PATIENT NAME

LOCATION   YOUR PRACTICE 





BILLING INQUIRES 440-232-0084


ATTENDING  PHYSICIAN 



DR’S NAME



7/20/98
 99212
99212     1


Focused                                     



42.00                                                                                                                                                                                                             

7/20/98
86588
86588     1


Streptococcus, screen, direct


              36.00                                                                                                                                                                                                             










CLAIM TOTAL 

78.00

SEL 
PATIENT/CLAIM#  MS0001228-002


PATIENT NAME


LOCATION   YOUR PRACTICE





BILLING INQUIRES 440-232-0084


ATTENDING  PHYSICIAN 



DR’S NAME


7/29/98
99212
99212     1


Focused 



                            
42.00










CLAIM TOTAL 

42.00

The claim listed above for which you are responsible is now seriously PAST DUE. It is important for you to make payment in full immediately or contact us at once to discuss alternative payment arrangements 

.                                                                                                                                                                           

As we have stated before, we will be happy to work out a payment plan with you...we cannot help you solve this matter, however, if you do not contact us. We will have no alternative but to consider further collection action on your claim if we do not hear from you...so please call us today. 

Thank you.








AMOUNT YOU OWE NOW


120.00

The claims which appear on this statement are those for which you are



RESP. PARTY SSAN  

responsible for payment.  Please forward your check today. 




PROVIDER TAX ID 341768928











MAKE CHECKS PAYABLE TO:











YOUR PRACTICE






VISA __    MASTERCARD__    DISCOVER__    AM. EXPRESS___ 





CARD NUMBER _________________________ EXP DATE ______


CARDHOLDERS SIGNATURE


			


______________________________________________________							





YOUR PRACTICE


STREET ADDRESS			


CITY STATE ZIP





FEDERAL LAW REQUIRES THE FOLLOWING STATEMENTS IN CONNECTION WITH THIS LETTER: UNLESS YOU DISPUTE THE VALIDITY OF THE DEBT, OR ANY PORTION THEREOF, WITHIN THIRTY DAYS AFTER RECEIPT OF THIS LETTER, THE DEBT WILL BE ASSUMED TO BE VALID BY ME;  (2) IF YOU NOTIFY ME IN WRITING WITHIN THE THIRTY DAY PERIOD THAT THE DEBT, OR ANY PORTION THEREOF, IS DISPUTED, I WILL OBTAIN VERIFICATION OF THE DEBT OR A COPY OF THE JUDGEMENT AGAINST YOU AND A COPY OF SUCH VERIFICATION OR JUDGEMENT WILL BE MAILED TO YOU BY ME;  (3) UPON YOUR WRITTEN REQUEST WITHIN THE THIRYT DAY PERIOD, I WILL PROVIDE YOU WITH THE NAME AND ADDRESS OF THE ORIGINAL CREDITOR,  IF DIFFERENT FROM THE CURRENT CREDITOR;  (4) ANY INFORMATION WHICH I OBTAIN IN THIS MATTER WILL BE USED FOR THE PURPOSES OF COLLECTING THE DEBT.





VISA __    MASTERCARD__    DISCOVER__    AM. EXPRESS___ 





CARD NUMBER _________________________ EXP DATE ______


CARDHOLDERS SIGNATURE


			


______________________________________________________							





VISA __    MASTERCARD__    DISCOVER__    AM. EXPRESS___ 





CARD NUMBER _________________________ EXP DATE ______


CARDHOLDERS SIGNATURE


			


______________________________________________________							








