
 
 
 
 
 
 
 
 
 
 

 

Itemized Statement/Bill Description  
 
 

                                                        

 
                                                                                           Patient Name: 
                                                                                           Jane Doe 
                                                                                            Account number: 
                                                                                            123 

 

               Total Charges adjusted/paid by insurance $2951.00 
                Patient Responsibility $151.00 
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3. Date(s) of 
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(actual dates 

services 

were 

provided) 

 

4. Description 

of the 

service 

provided  

 

5. Usual and 
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each service provided 
 
 
 
 
 
 
 
6. Total Charges 
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7. Charges Due after 
insurance if 
applicable  


