Billing Records

	Name:

 
	Date of Service: 

 
	Healthcare Provider:
 


	Insurance Co/Policy #:

 
	Date submitted:
 


	Co-payment (date/amt):            [image: image1.wmf] Chk #:           [image: image2.wmf]cash   [image: image3.wmf]credit card


	Follow-up (name/date/phone):

 

	                                                                                                                      Date                     Amount

Total Charge:                                                                                
Charge remaining after ins co payment                                            
Amount paid by insurance provider                                                  
Secondary insurance payment                                                         
My payment  [image: image4.wmf]check #         [image: image5.wmf]cash   [image: image6.wmf]cc                          
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