PRIMARY CARE ASSOCIATES

PO BOX 66759

INDIANAPOLIS,

IN 46266-6759

8286-0989
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1234 MAIN ST

ANYTOWN, USA 99999-9999
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PRIMARY CARE ASSOCIATES

PO BOX 66759
INDIANAPOLIS,

300003A

IN 46266-6759
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Please check box if address is incorrect or insurance STATEMENT PLEASE DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT
information has changed, and indicate change(s) on reverse side.
DUE FROM INSURANCE DUE FROM GUARANTOR AGED BALANCE MESSAGE
CURRENT: 100.11 CURRENT: 0.00
+ 30 : 0.00 + 30 : 0.00
+ 60 : 0.00 + 60 : 0.00
+ 90 : 0.00 + 90 : 0.00
+ 120 0.00 + 120: 0.00
TOTAL: 100.11 TOTAL: 0.00
TICKET NO. TRANS. DATE DOCTOR EXPLANATION AMOUNT TOTAL
Previous Balance 343.58
C123456 05712706 DEDUCTIBLE AMOUNT:-K  SMITH
C123457 05/12/06 AETNA US HEALTHCARE-K  SMITH
C123456 05/15/06 MEDICARE PART B-K  SMITH -107.44
DISALLOWANCE - MEDICARE -178.45
C123567 05/15/06 W/0 INCLUSIVE PROCEDURE-K  SMITH -16.00
LoC.: PRIMARY CARE-MERRILLVILLE
Co8765 05/19/06 |0100 K SMITH
INS. MEDICARE PART B :AETNA US HEALTHCARE
05/19/06 OFFICE-EXT PATIENT MODERATE 74.00
Total of Invoice 74.00
C654321 05/22/06 PERSONAL CHECK PAYMENT-K  SMITH =15.58
C13265 05/23/06 ELC A:1234567890000:0002-PRM-K  SMITH
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Note
The Physician or Group Billing You For the Services Performed.

Note
The Patient's Current Address

Note
Our Billing Office Hours and Customer Services Phone Number.

Note
The Date The Statement Was Mailed.

Note
The Amount To Be Paid.

Note
The Patient's Account Number

Note
The Current Balance, and Number of Days the Payment is Overdue

Note
An Invoice Number Assigned to Your Account to Apply the Amount Paid to the Correct Account.

Note
The Current Balance and Number of Days the Payment is Overdue.

Note
The Dates of Service on Which the Services Were Performed.

Note
The Doctors Number.

Note
An Explanation of The Services That Were Performed on the Patient on the Corresponding Service Date.

Note
Any Message Detailing a Reminder to Pay a Bill, or a Notice of Past Due.

Note
The Charge of The Service.

Note
Any Outstanding Balances, or New Charges.

Note
The Date the Statement was Mailed.

Note
The Total Amount Due.

Note
Detail of What the Insurance Owes, and What the Patient Owes and The Expected Amount of Payment.

Note
A List of the Doctors That the Patient Saw During the Period of Time on the Statement.


