
Medical Billing Statement
Patient Full Name * Account Number

Date of Service * Provider *

Charges

Service / CPT Description Amount ($)

Service / CPT Description Amount ($)

Service / CPT Description Amount ($)

Service / CPT Description Amount ($)

Service / CPT Description Amount ($)

Paid by Insurance ($) Patient Amount Due ($)

This is a general-reference template, not medical or legal advice, and does not by itself satisfy HIPAA or other health-privacy regulatory requirements.
Pair it with your practice's own privacy-practices notice, confirm required fields for your specialty and jurisdiction, and have a qualified professional
review it.
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