Statement

Explanation of Statements

1. Guarantor Information i L .S e A o A A A a2 TN Y ] ™ 1 AN E
The name and address of the guarantor (responsible party) Reqional Edicai Cenler a = - e
PO BOX 359 .
2. Statement Date MANCHESTER, I0WA 52057-0350
The date the statement was generated (563) 927-7405
3. Pay This Amount RETURN SERVICE REQUESTED ATENENTOA S| P TS ANC ' {
The amount now due for this specific account PAGE: 1 of 0 9/15/07 g) 50.00 §/l 99995999 4,)
4. Account # AD R 3
The account number
5. Admit - Discharge Dates ",l”',l“l.l"i.l"].l"|‘|"|l|“||]"|.|"|”|."|I|"|'" AT AR AN aAmin ul
The admit and discharge date for this specific account 1 . JOHN DOE REGIONAL MEDICAL CENTER
1234 MAIN ST PO BOX 359
ANYTOWN, USA 99999-9999 MANCHESTER, IOWA 52057-0359
6. Charge Department !
A summarized total of charges for each department, with dollar \ :
amounts in the Charges column. 5) 19)
7. Total Charges wﬁ v
A total of all charges on this specific account for all departments. PLEASE DETACH AND
DATE PA

8. Total Payments
A listing of all payments and adjustments made to the account,

& x = i
with the dollar amount in the Payments column. 6 s"“;_:;mm;f”“ o e
RADIOLOGY 76 .00
9. Balance Due 7 ' AL CHARGES 76.00
The total charges amount minus the total payments and
adjustments amount. The dollar amount will appear in the Insurance \ AL PAYMENTS/ADJ 0.00
Pending column if payment is expected from your insurance company, 8 LALANICE DOE gl

and in the Patient Pay column if payment is expected from you.
10. Patient Name —/I
The name of the patient who received these services.

11. Charges Column
All charges dollar amounts will print in this column.

12. Payments Column
All payments dollar amounts will print in this column.

13. Insurance Pending Column
All dollar amounts pending payment from your insurance.

14. Patient Pay (You Owe) Column
All dollar amounts reflecting amount due from you.

15. Professional Fee Billing Notice o _ 45) | THANK YQU FOR ALLOWING US TO SERVICE YOUR HEALTHCARE NEEDS.
Hospital charges do not include fees by the radiologist, pathologist _) CHARGES|FOR RADIOLOGISTS, PATHOLOGISTS, AND NOM-E/R PHYSICIANS WILL BE BILLED SEPARATELY.

or non-ER physician. These will be billed separately.
PAYMENTS ARE DUE UPON RECEIPT
16 |UNLESS OTHER ARRANGEMENTS s
HAVE BEEN MADE. »

16. Payments Due Upon Receipt
Please pay the amount due now, or call the phone number
located on the bottom of the statement to make other arrangements.

ACCOUNT NUMBER STATEMENT DATE

HeqionalMedical Center SLAEEED R

TOA W MAIN STREFT e e——
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Statement

17. Account Detail POBOX 350 _-'D INSURANCE PENDING| RETAIN THIS COPY
Information from the top portion of the statement is repeated here. w&%ﬁ 1A 52057 < —¢.95 | FORYOURRECORDS
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