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e

YOURCITY, ST 12345-0000
TEL (800) 987-6543

IF PAYING BY VISA/MASTER CARD SEE INSTRUCTIONS ON BACK

GUARANTOR NAME BILLING DATE PATIENT NUMBER BALANCE DUE
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STATEMENT ;01N B SMITH, IR M.D. PLEASE REMIT TO:

ROBERT W. RIZZI. M.D

PATIENT
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HEALTHCARE CENTER smameuent

123 SAMPLE ROAD —
e

YOURCITY, ST 12345-0000
TEL (800) 987-6543

IF PAYING BY VISA/MASTER CARD SEE INSTRUCTIONS ON BACK
GUARANTOR NAME BILLING DATE PATIENT NUMBER BALANGE DUE

MARRY H DOE 05/ 05/ 04 17803 40. 00

56 BRI CKETT HILL CIRCLE
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DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT AMOUNT ENCLOSED $
PATIENT NAME PATIENT NUMBER YOUR PROVIDER
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STATEMENT  joun B sMmiTH, JR. M.D. PLEASE REMIT TO: PATIENT
KATIY 1 SPExCiR Sk vip. 123 SAMPLE ROAD PLEASE S
SPRINTHFALL R MD.  YOURCITY, ST 12345-0000 40. 00
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