STATEMENT

HOW TO READ YOUR
STATEMENT

Physician Group Name — The name of the group of physicians who in-
terpreted and documented the medical imaging exams for the patient.

Radiology Imaging Physicians = = =
Billing Office
PO Box 1234
Anytown USA 12345-1234

To pay by credit card or contact us by email
please visit: www.xrayl:ill.com

STATEMENT DATE 4 A
12/3118 [ ABC-12345678 |  $334.00

Office Hours: M-Thurs 8:00am-5:00pm; Fri 8:00am-3:00pm
[ FPhone: B00-318-5578

To receive statements electronically go to www.eStatements.us

and enter
Code ID: XXXXXX Access#: 012345

6600 ® 8600 O OO ©0 ©00C

Physician Group Billing Address — The address of the billing and billing
office of the physicians

MAKE CHECK PAYABLE AND REMIT TOD:

BOST, POSTALBARCODESOSTALBARCODEPOSTALBARCODEPOSTALBARCODEPOSTALBARCODE
Onl_lne Payment Option - To pay by crt_edlt card please ylsn our secure n Mary A. Patient Radiology Imaging Physicians
online patient payment portal at xraybill.com. Most major credit cards w426 NW Park St PO Box 1234

accepted.

Provider Number and Account Number — Account to which payment
will be applied. The letters and numbers before the dash are the Provid-
er Number. The numbers after the dash are the Account Number.

Hometown USA 98765-4321

Anytown USA 12345-1234

DETACH TOP PORTIN AND FETURKN WITH FAYMENT I ENCLOSED ENVELOPE

o Rl v

PAYMENT AMOUNT

SERVICE DESCRIPTION

Payment Amount — The amount due from you for this statement. ARGl et frie CTARD AND FELY WHCONTRAST S350
Patient: Mary A. Patient
. , Primary BLUE CROSS BLUE SHIELD billed on 12/20/18
Billing Office Phone Number — To make a payment or to ask Claim 1 Total: $235.00
questions about this bill, use the number listed. 12/07/18 74018/26 ABDOMEN, 1 VIEW $33.00
Patient: Mary A. Patient
Electronic Statement Delivery — You may register at this site to receive Exsipey SLME Crelio SLUE SHIGLD b'“egl".“ 1;—’?”: 1;'3 633,00
. . alm olal: A
future statements via secure email. A oInars P iDiRE ABDOMEN. 1 VIEW $33.00
Patient: Mary A. Patient
Name and address of Guarantor — The name and address of the person Primary BLUE CROSS BLUE SHIELD billed on 12/20/18
responsible for paying this bill who may or may not be the patient. Claim 3 Total: $33.00
12/12/18 71045/26 CHEST XRAY, 1 VIEW $33.00
Payment Mailing Address — Please use this address to mail payment. Patient: Mary A. Patient _
Primary BLUE CROSS BLUE SHIELD billed on 12/20/18
Claim 4 Total: $33.00

Date — The date the radiology services were received.

CPT Code - The medical procedure code number for the services
provided.

Service Description — A description of the medical services provided to
the patient referenced by the CPT Code.

Payment - Lists any payments received on this account during the

curent billing period. sm:iiglglz?mma:!:; 12018 DUE Now To pay your balance of $334.00 please select one:
Amount - Balance due for each service received. P M A_patient || $334.00 ;-\Jsii XeepfllLooer to pay by crodicenst o oniexct us byeomall.
) ) . Mail top portion of this statement along with your payment
Statement Date - Date statement was printed. yofﬂ'ieiﬂﬁﬁg‘b'.fm St T pay by ghonso: A o0
Your insurance has denied payment on the above services. Hadiaiamiiaring i

Messages — Any messages about your account will appear here.

Please remit.

Contact them for the reason of denial. The balance due is your responsibility.

=y
PO Box 1234
Anytown USA 12346-1234
800-318-6678






