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Payment Options/Information. This section of your
statement lets you know the amount due for this account and
gives options for making your payment. We accept personal
checks, Master Card, Visa, Discover and American Express. For

your convenience your credit card information can be entered — 0 RESSEE: I I AL PAYMENT TO:  E—
here, along with your signature, and mailed to us for payment T ———

on your account balance. If making payment in person please SAMPLE BATIENT ROBERT PACKER HOSPITAL
bring this portion of your statement with you. If mailing your ANY STREET PO BOX 900

payment please use the envelope enclosed. ANY TOWN, K DDO00 SAYRE, PA 18840-0800
Account Number. A unique identification number that
identifies the individual or individuals who have received the
services detailed below. To help us better serve you, please use
this number when writing or calling us.

Address and Insurance Changes. On the reverse side of this
portion of your bill is an area for you to write updated address
information and to review the insurance information we have
on file for you. If you complete the address piece and return
this portion to us, we will update our files. After reviewing the
insurance information, if any update is needed, you can make

a note in the insurance information box or call our Patient
Representatives to assist you.

Visit Information. This section details visit information for the
patient who received services within Robert Packer Hospital.
The visit information includes the visit number, the date the visit
occurred, and the name of the patient who received the service.
Visit Information Charges, Payments, and Adjustments.
The information contained in these boxes may include charge,
payment, and adjustment activity associated with the services
directly to the left. The payments and/or denials received from
your insurance company will be itemized for you here. Payments
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DATE VISIT # DESCRIPTION CHARGES

Oudd 2001 SAMPLE PATIENT
TOTAL CHARGES
MEDICARE PAYMENT/ADUUST.

*NISIT BALANCE ***

123456

150.00

-100.00
50.00

SPECIAL MESSAGE:

received from you will also be itemized in this box until the
balance is zero.

Important Account Information. Each time you receive a
statement from us this box will contain messages that let you
know the status of the account balance.

Outstanding Account Amount Due. The amount shown in
this box is an accumulative figure for the account balance due
on all items detailed on this statement.

The balance due is your responsibility. Payment for services

is dus within 20 days. Thank you.

ROBERT PACKER HOSPITAL 570-887-4365 (LOCAL) OR TOLL FREE (87T) 750-2042
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About You. This section of your statement lets you make
corrections to your demographic information.

About Your Insurance. This section of your statement lets you [ IF ANY OF THE FOLLOWING HAS CHANGED SINCE YOUR LAST STATEMENT, PLEASE INDICATE ... |
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PAY YOUR BILL OR CHANGE PATIENT INFORMATION ON OUR WEBSITE AT:
www.quthrie.org/patientcentral

The Guthrie Clinic is proud of its mission to provide quality care to all who need it. If you do
not have insurance or worry that you may not be able to pay part or all of your care, we may
be able to help. The Guthrie Clinic provides financial aid to patients based on their income,
assets, and financial needs. In addition, we may be able to help you get free or low-cost
health insurance or wotk with you to arrange a manageable payment plan.

Federal and state laws require all hospital/clinics to seek payment for care provided. This

means we could ultimately turn unpaid bills over to a collection agency, which could affect
your credit status. Therefore, it is important that you let us know if there may be a problem
paying your bill.
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