	STATEMENT

	Statement Date: 

Account Number: 8155

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Monica Armstrong


5518 W. Monroe Street


Chicago, IL 60644-5519


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	8155
	486-29-3789
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 5105

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Thomas Baab


5015 N. Ridgeway Avenue


Chicago, IL 60625-1220


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	5105
	581-57-0376
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 1310

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Sara Babcock


131 N. Mason Avenue


Chicago, IL 60644-4455


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	1310
	987-87-3759
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 5434

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Paul Burton


4345 W. Grace Street


Chicago, IL 60641-6730


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	5434
	137-52-4987
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 2313

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


George Casagranda


3132 W. 42d Street


Chicago, IL 60632-1406


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	2313
	890-29-5649
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 7734

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Joseph Castro


4377 N. Oak Park Avenue


Chicago, IL 60634-3727


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	7734
	876-91-3629
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 5010

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Theresa Dayton


105 W. Chestnut Street


Chicago, IL 60610-2816


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	09-24
	Theresa
	99395
	V72.3
	Annual exam 
	136.00
	-0-
	-0-
	50.00
	86.00

	
	
	88150
	
	Pap smear
	33.00
	-0-
	-0-
	-0-
	119.00

	
	
	85025
	
	CBC
	25.00
	-0-
	-0-
	-0-
	144.00

	
	
	81001
	
	UA
	24.00
	-0-
	-0-
	-0-
	168.00

	10-03
	
	
	
	
	
	134.40
	-0-
	-0-
	33.60

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	5010
	767-90-1128
	33.60
	-0-
	-0-
	-0-
	-0-
	-0-
	33.60


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 0441

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Todd Grant


1440 W. Olive Street


Chicago, IL 60660-3299


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	0441
	399-11-2939
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 8075

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Charles Jonathan III


5708 W. 63d Place


Chicago, IL 60638-3391


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	8075
	444-02-4422
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 3015

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Andrew Kramer


5103 N. Marine Drive


Chicago, IL 60640-5607


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	3015
	747-22-3401
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 9143

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Lawrence Lund


13419 S. Buffalo Avenue


Chicago, IL 60633-2010


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	9143
	899-90-0072
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 3444

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Earl Matthews


4443 W. Monroe Street


Chicago, IL 60624-8966


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	04-22
	Ardis
	99385
	V72.3
	Annual exam
	165.00
	-0-
	-0-
	100.00
	65.00

	
	
	88150
	
	Pap smear
	33.00
	-0-
	-0-
	-0-
	98.00

	06-05
	Ardis
	99213
	627.9
	Office visit
	60.00
	-0-
	-0-
	100.00
	58.00

	07-18
	
	
	
	
	
	
	
	58.00
	-0-

	07-22
	Ardis
	99395
	V72.3
	Annual exam
	136.00
	-0-
	-0-
	33.80
	102.20

	
	
	88150
	
	Pap smear
	33.00
	-0-
	-0-
	-0-
	135.20

	08-12
	
	
	
	
	
	135.20
	
	
	-0-

	09-24
	Ardis
	99212
	626.9
	Office visit
	44.00
	-0-
	-0-
	25.60
	18.40

	
	
	85025
	
	CBC
	25.00
	-0-
	-0-
	-0-
	43.40

	
	
	81001
	
	UA
	24.00
	-0-
	-0-
	-0-
	67.40

	
	
	87088
	
	UC
	35.00
	-0-
	-0-
	-0-
	102.40

	10-03
	
	
	
	
	
	102.40
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	3444
	340-99-6546
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 7543

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Ana Mendez


3457 W. 63d Place


Chicago, IL 60629-4270


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	09-24
	Ana
	99395
	V72.3
	Annual exam
	136.00
	-0-
	-0-
	-0-
	136.00

	
	
	88150
	
	Pap smear
	33.00
	-0-
	-0-
	33.80
	135.20

	10-06
	
	
	
	
	
	126.75
	-0-
	-0-
	8.45

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	7543
	295-99-33-25
	8.45
	-0-
	-0-
	-0-
	-0-
	-0-
	8.45


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 1325

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Alan Mitchell


5231 W. School Street


Chicago, IL 60651-2248


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	1325
	248-12-6506
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 3270

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Esther Morton


723 W. Sixth Place


Chicago, IL 60621-2314


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	3270
	899-34-2834
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 8093

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Raymond Murrary


3908 N. Central Avenue


Chicago, IL 60634-3276


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	80935
	555-88-3822
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 0439

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Tam Phan


9340 S. Green Street


Chicago, IL 60620-8129


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	0439
	888-99-9228
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 2597

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Warren Richards


7952 S. Springfield Avenue


Chicago, IL 60623-2579


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	09-01
	Warren
	99221
	413.9
	Initial hospital care
	121.00
	-0-
	-0-
	-0-
	121.00

	09-02
	Warren
	99231
	413.9
	Subsequent HV
	65.00
	-0-
	-0-
	-0-
	186.00

	09-30
	
	
	
	
	
	148.80
	
	
	37.20

	10-02
	
	
	
	
	
	
	
	37.20
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	2597
	902-55-3391
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 3310

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Suzanne Roberts


133 N. Mason Avenue


Chicago, IL 60625-4433


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	07-25
	Suzanne
	99395
	V72.3
	Annual exam
	136.00
	-0-
	-0-
	-0-
	136.00

	
	
	88150
	
	Pap smear
	33.00
	-0-
	-0-
	-0-
	169.00

	
	
	85018
	
	HGB
	13.00
	-0-
	-0-
	-0-
	182.00

	
	
	81001
	
	UA
	24.00
	-0-
	-0-
	50.00
	156.00

	09-30
	
	
	
	Reminder sent
	
	
	
	
	156.00

	10-10
	
	
	
	Follow-up call
	
	
	
	
	156.00

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	3310
	340-20-1827
	156.00
	156.00
	156.00
	-0-
	-0-
	-0-
	156.00


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 9443

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Gary Robertson


3449 W. Foster Avenue


Chicago, IL 60625-2377


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	9443
	255-74-1021
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 3174

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Clarence Rogers


4713 W. 82d Place


Chicago, IL 60652-2111


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	250.00

	09-24
	Clarence
	99213
	V17.4
	Office visit
	60.00
	-0-
	-0-
	100.00
	210.00

	
	
	93000
	
	ECG
	70.00
	-0-
	-0-
	-0-
	280.00

	
	
	80048
	
	SMA-8
	51.00
	-0-
	-0-
	-0-
	331.00

	10-02
	
	
	
	
	
	144.80
	
	
	186.20

	10-03
	
	
	
	
	
	
	
	100.00
	86.20

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	3174
	463-71-3030
	86.20
	-0-
	-0-
	-0-
	-0-
	-0-
	86.20


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 1116

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Florence Sherman


6111 N. Lincoln Avenue


Chicago, IL 60608-3173


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	325.00

	09-15
	
	
	
	
	
	260.00
	
	
	65.00

	09-30
	
	
	
	
	
	
	
	65.00
	-0-

	10-08
	Florence
	99212
	346.90
	Office visit
	44.00
	-0-
	-0-
	8.80
	35.20

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	1116
	669-35-2244
	35.20
	-0-
	-0-
	-0-
	-0-
	-0-
	35.20


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 1272

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Gene Sinclair


2721 W. 18th Street


Chicago, IL 60608-6260


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	1272
	322-91-7722
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 5322

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Cheng Sun


2235 W. School Street


Chicago, IL 60618-5785


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	5322
	285-90-2125
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




	STATEMENT

	Statement Date: 

Account Number: 8153

Any charge or payments made after the statement date will appear on the next statement.

Amount Enclosed

__________


	Please remit all payments to:

Karen Larsen, MD

2235 South Ridgeway Avenue

Chicago, IL 60623-2240

(312)555-6022
                             Fax: (312)555-0025
Responsible Person’s Name


Juan Villano


3518 South 23d Street


Chicago, IL 60623-7355


	Service

Date
	Patient’s Name
	ProcedureCode
	Diagnosis Code
	Service Description
	Charge
	Insurance

Paid.
	Adj.
	Patient Paid
	Amount Due

	
	
	
	
	Previous balance
	
	
	
	
	-0-

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


ANY AMOUNT NOT PAID BY INSURANCE IS NOW THE PATIENT’S RESPONSIBLITY.

	ACCOUNT NUMBER
	SSN
	CURRENT
	OVER

30

DAYS
	OVER

60

DAYS
	OVER 90 DAYS
	OVER

120

DAYS
	INSURANCE PENDING
	AMOUNT DUE

	8153
	880-29-0399
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-
	-0-


Abbreviations:

CBC (complete blood count)


HV (hospital visit)


UA (urinalysis)

ECG (electrocardiogram)


LAB (laboratory work)

UC (urine culture)

EP (established patient)


NP (new patient)




