	
	
	SAMPLE
	SUMMARY
	
	
	
	

	REQUEST FOR REIMBURSEMENT OF UNPAID MEDICAL BILLS

	Bill owed to

(Name of Provider)

and date of service


	Amount of bill
	Amount paid by insurance
	Amount owed and amount, if any, (paid) by other party 
	Amount I paid
	Amount owed to me
	Amount owed to provider
	

	
	
	
	(indicate to whom paid)


	
	
	
	

	Dr. Example 3-22-03
	$550.00 
	$440.00 
	$55.00 
	$55.00 
	
	$55.00 
	

	ABC Medical Center 3-24-03
	$1,068.00 
	$961.20 
	$53.40 
	$106.80 
	$53.40 
	
	

	
	
	
	
	
	
	
	

	Attach copy
	of bill
	Attach copy of
	
	Attach copy of
	
	
	

	
	
	insurance co.
	
	your cancelled
	
	
	

	
	
	explanation of
	
	check OR a
	
	
	

	
	
	benefits (EOB)
	
	receipt from the
	
	
	

	
	
	
	
	provider OR a
	
	
	

	
	
	
	
	statement 
	
	
	

	
	
	
	
	showing the
	
	
	

	
	
	
	
	payment 
	
	
	

	
	
	
	
	
	
	
	

	          Failure to complete form fully, or to provide documentation, may result in denial of your claim
	
	

	
	
	
	
	
	
	
	

	          Before you file a request for the court to enforce this claim, you should:
	

	
	
	
	
	
	
	
	

	
	Fill out this form and attach the required documentation
	
	
	

	
	
	
	
	
	
	
	

	
	Send a copy of this form, and the documentation, to the other person with a letter asking for payment. Your letter should be dated, and have both your address and the other person’s address on it.
	
	

	
	(Keep a copy of the letter, this form, and the documentation for yourself)
	
	

	
	
	
	
	
	
	
	

	          If you do not receive payment or payment arrangements that are satisfactory to you, file an Order
	
	

	
	to Show Cause for Enforcement (forms and instructions available from Clerk of Court office)
	
	

	
	
	
	
	
	
	
	

	          When you come to court, have three (3) copies of each of the following with you:
	
	

	
	Letter requesting payment
	
	

	
	Summary form
	
	
	

	
	All supporting documentation
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	(indicate to whom paid)


	
	
	


