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Anderson Endoscopy Center @ o o VisAD, LT Tor1
PO BOX 639 1 63 CARD HOLDER NAME (FLEASE PRINT NAME) ZIP CODE SECURITY CODE

Cincinnati, OH 45263-9163
ADDRESS SERVICE REQUESTED

CARD NUMBER AMOUNT

SIGNATURE EXF DATE

For Billing Questions Please Call:
(51 3) 451-9698 STATEMENT DATE PAY THIS AMOUNT ACCOUNT NO

XX/XX/XXXX SXXX.XX 654321

SHOW AMOUNT $

PAID HERE
s ADDRESSEE : I mmmmmm MAKE CHECKS PAYABLE / REMIT TO:
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—_— JOHN DOE Anderson Endoscopy Center

e

i 1234 MAIN STREET PO Box 639163

CINCINNATI OH 45200-0000 Cincinnati OH 45263-9163
i isi i PLEASE DETACH AND RETURN TOP PORTION WITH

O ﬂ%?ﬁfaﬁgﬁcﬁaif’ih'éﬁgéﬁ 2?3?#‘3.558'&'Qﬁirnrgeéﬁs‘iréﬂsrirfenéi side STATEMENT YOUR PAYMENT IN ENCLOSED ENVELOPE
XXIXX/IXX | Doctor's Name John Doe 12345 Procedure XXXXX. XX
XXIXXIXX John Doe Insurance XXXX. XX
XXIXXIXX John Doe

XXXX. XX

XXIXXIXXXX | 654321 XXXX. XX 0.00 0.00 0.00 | (513)451-9698
Total Balance FXXXX. XX
*Insurance Pending $0.00
AMOUNT NOW DUE | $XXXX.XX
Anderson Endoscopy Center STATEMENT
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