N Y,

c M D Statement Date: 11/27/2023

Responsible Party: JOHNNY TEST
SAMPLE LOGO Account Number: 53851815
Due Date: Upon Receipt

Thank you for choosing us for all your health care
needs.

REQUEST FOR PAYMENT

FINAL DEMAND

Y our account is seriously PAST DUE and it disappoints us to see that your enclosed bill is still unpaid. We have previously
provided you with other billing statments and are waiting for your response. This matter must be resolved as soon as possible
to continue your care. Y our account is now being considered for collections. To avoid this action, please pay the balance in full
within ten (10) business days.

If payment has been made since the date on this notice please disregard this notice. If not, please send the payment in full.
Thank you for your immediate attention to this matter.

If you believe this statement isin error, or if you can provide us with additional insurance coverage and it is not too lateto file
aclaim for you, please call our Billing Department immediately.

_ Payment and Other Infor mation
| nsurance | nformation

If your insurance has changed, please call our Billing

Department immediately or complete and mail the Change oy Please pay by mail, online, or over the
Of Health Insurance Information Form on the back of this p— phone.
statement. ¥

Pay your balance online! Scan the QR code or
goto paystatementonline.com

Securely pay online at

i = paystatementonline.com using your
- smartphone or computer. Additionally, view

+ Payment Portal visit and payment history, aswell as print
receipts and statements.
. Account# 53851815
Pay By Mall Invoicett 1150750632
\" CMD FAMILY PRACTICE - EAST A D Due D A Paid
CM D 111 N MAGNOLIA AVE mount Due ue Date mount
STE 1100 $120.00 Upon Receipt  $
SAMPLE LOGO ORLANDO, FL 32801-0011
Credit Card Number Exp. Date  |Circle Card
_ visa %
Address Service Requested Credit Card Holder's Signature CVV Code E 3
BRG] DISCOVER
JOHNNY TEST CMD FAMILY PRACTICE - EAST
1010 FAKE WAY 111 N MAGNOLIA AVE
APOPKA, FL 32703 STE 1100

ORLANDO, FL 32801-0011



Patient: TEST, JOHNNY (#53851815) Next Appointment: 11/09/2023

Provider: BAKER, JAMES Insurance

Total Payments/ Patient Other Amount You
Service Date Description of Service Charges Adjustments  Payments  Adjustments Owe
06/02/2023 HRT FAILURE ASSESSED $370.00 -$200.00 -$50.00 $0.00 $120.00

Please call usif you have any questions regarding these charges.

Due Date AMOUNT YOU OWE

Upon Receipt $120.00

CHANGE OF ADDRESS OR HEALTH INSURANCE INFORMATION
If you have new health insurance or anew address, please enter the information below.

NEW ADDRESS CITY STATE ZIP CODE PHONE
POLICY HOLDER'SNAME/RELATIONSHIP TO PATIENT POLICY ID # GROUP #
EFFECTIVE DATE BIRTH DATE OF INSURED HMO/PPO/OTHER INSURANCE PHONE #

IF GROUP INSURANCE, NAME OF GROUP (EMPLOY ER, UNION/ASSOCIATION)

INSURANCE COMPANY NAME INSURANCE ADDRESS

EMPLOYER EMPLOYER ADDRESS




