
Medical Bill Statement
Provider Information

Provider Name: ________________________
Address: _______________________________
Phone: _________________________________
Patient Information

Patient Name: __________________________
Date of Birth: _________________________
Statement Date: ________________________

Date of
Service Description Procedure

Code Charges Insurance
Payments Adjustments Patient

Responsibility

___________ __________________________ ______ ______ ______ ______ ______

___________ __________________________ ______ ______ ______ ______ ______

Total:
______ ______ ______ ______

Total Charges:
_____________
Insurance Payments:
_____________
Adjustments:
_____________
Amount Due:
_____________

Notes:
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________
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