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“DETACH HERE AND RETURN ABOVE STUB"

FOR HOSPITAL OR OTHER FACILITY PATIENTS

YOU COULD RECEIVE TWO OR MORE BILLS FOR SERVICGES FROVIDED

TOTAL DIAGHOSTIC ORF TREATMENT COSTS

FHY SIC1IAM OHR HOSPITAL CHARGES OR
FROVIDER'S FEE COTHER FACILITY

This statement IS not a duplicate charge. but a separation of
the facility and physician or providers fees.
These services ware provided while you wera under our care, or at the
request of your other physiclans or providers.

Your bill from the facility may Include a separate charge
for use of s eqguipment, supplies, and technical parsonnel.

You may alzo recalve bdls from other physiclans or providerns who
werg Imvolved with your cana It wou weare a patlent In a nospital or
athar faciliny.

It you have any questions concerning your bill, please call
our office and wa will ba happy 10 assist you.

IF YO REQUIRE ASSIETAMCE, WO MAY CONTACT OUR OFFICE AT THE
PHONE MUMBER ON THE REVERSE SIDE




