
PATIENT NUMBER 6 5 S *?' '

3 1 o ~* a
— 1 0— f ?

MUNCIE, INDIANA 47303 Q] .DMITDATE 7 -4 -78

'"frotCI AHK*HU«itU WotiMfil" DISCHARGE D A T E ' 3"13-7P

THE AMOUNT OF INSURANCE COVERAGE
r 5 A n T f [ ~ • ~ \ SEX DATE OF BIRTH

RESPON- FEMALE 7— 1 -Qv H SHOWN ON THIS STATEMENT IS ANJri V^f ? 1 't vy 1 'I 1 n U J 1 M 1 t-IVl^i ̂  1 u î v

ESTIMATE ONLY. THIS STATEMENT DOES

PARTY 1 7TM CT ^BORATORY, X-RAY OR ANESTHESIA.

IN > " 3 * ' ? •̂•••••̂ ••̂ ••••H
T O T A L S PHSV/^ I5-04PT908 .or

DATE

?_ *.

2- 5-
2- 5-
2- 5-
2- :;-
2- 'c-
2- 5-1
2- 5-7 S
p_ '-:-7f'

2- 5-
2- 5-
2-6-1
2- 6-
2- ^-^^
2~ 6-7g
2- 6-
7- A-?S

C, •-..-' *** -

2- 6-
2- 6-
2- 6-
2- f-

CODE

<._r -> n

• | [Cl
E_C • 'J]

5 12 5] ^-"^ '
--. j^2— 05

--
-

- 513-06106
-

• -
• •• - -

n-M

-'. 514-C
-
-

-
-
-

• j-
- IOC '

i. •?:> 526-l<
! 6-3

• - . 532-0]

•
TOTAL MISCELLANEOUS SUPPLIES

CHARGES

SUPP. B E N E F I T S

DESCRIPTION

r f>. •- n n M p :i r v f, f'. . C-

fCCU i.(
rn -s^nw

IRMACY
1Cy

- f - y
• r y

.
- - ,.,:r

! C A v r ^ c
y ^TM^Tf!?

r r- ^ T f' * T T w r \ ^ .

- -r v ry
BtYTJF ; "; 1

-K(5
irr'"TC

• " r
|- T .;

C A T ' - ' :

sun • ' fH tv/^i.ov
^ ! A } y c T c 5 r ^ v n ^

" T C ': c » n T F F
D» ,*T -! - 7 '\

!,: n i ! •»•

• - T ) - '

Mn» "i

QUANTITY

n 1? " •

0 5 r*.
- HA

'
C

3
1
1

1
1
i
i
1
I
1
1
T
.L

2
]
1
1
1
1
1

T O T A L S

REF.

F H R W A P P

PAYMENTS

. C t

CHARGES

1 » 1 1 5! .

T * ? 5 5 • H 0
1#634. !

2. i
2,
1.95
3.0^-
6.r

6.
1.45

11.40
? . r 5

16...
13.
2 2 . r n
6.60
6. 5fi
3. on
3.34
8.1
7.
9.
6.
&.'

13.50

4,166.9°

X-RAY LAB-PATH DRUGS NURSERY ROOM.DIEI.NURSING BLOOD TOTAL BILL

i
:

AB-34 NOTICE: SEE REVERSE SIDE FOR IMPORTANT INFORMATION. CODES: SEE EXPLANATION ON REVERSE SIDE PATIENT COPY



CODES: 501 - ICU/CCU

502 - NURSERY
503 - OPERATING

ROOM
504 - RECOVERY

ROOM
505 - DELIVERY

ROOM
506 - ANESTHESIOLOGY

507 - X - R A Y TECHNOLOGY

508 - CARDIAC DIAGNOSTIC
509 - PHYSICAL THERAPY

510 - OCCUPATIONAL
THERAPY

511 - INHALATION
THERAPY

512 - PHARMACY

513 - MEDICAL 8.
SURGICAL SUPPLIES

514 - EMERGENCY ROOM
515 - OUTPATIENT CLINIC
516 - FAMILY PRACTICE

517 - BLOOD BANK
518 COMPANION CHARGE

522 THRU 533 - LABORATORY CHARGES



BALL MEMORIAL HOSPITAL
MU NCI E, INDIANA 47-303 g]

"'faowi fattuHtttutu 'ZfatMtot"

RESPON-

SIBLE

PARTY

STATEMENT FOR THE ACCOUNT OF:

': ' ! 8 !

T i | • > ^ " ! M

•- | 'T

-k' 47? • ^

r .*

SEX

i

DATE OF BIRTH

TOTA

B A S I C

IQIA1

DATE

?- ~?

?- 7

-7
_ ~

2- 7-78
?- 7-V c

?- 8-
2- S--7
~? — . >-.

o

-
?- *>.-?£•
p_ g.
-, _ -:• _

2- -
?- R

"

2- " -
?- -
? _ c _

?_ o_7P

2— 9-
2- O-T -
?- °_7

2- £-7 '

2-1^-?c

2-10-
2-
2—1
2-10-
>-] -7
2*10-78

TOTAL

CHARGES

SUPP. BENEFITS

CODE

7 i a
7 -

7 :

:• - = _ • - • ': •

' •
13-

7 •< 3 513-

12-0 -
512- * "? 6 5

-> _ " -:,- 1 -s P

\ ) >ft

13-^
•

9 3 _
-

)— 00106
13-

3 "• ^ 13-

, -_ ,- 3

2 - j 2-.Q7532

L3
13 513-
L 3 513-

MISCELLANEOUS

-

SUPPLIES

DESCRIPTION

, .-. - r *

- - :^f

SUCTION
CFNTRAl

CATH «/ '

•> i y

PHARMACY
PHARMACY
PHARMACY

1

- ,. r
•-T-C-

r- t T!-: P T B
-

•5 r * r
^ P A i

/

-j <— -^-

1 '- i-\

"Y

} r r
i^nrc

LINEN S
/ - :rrj5 r »n" T ^ ^ Y
CA1 ' F- &Y
P MAR MAC V

' ! ? ,'- v

- „

3 r r
looocc
LINE*

•* r "
X-RAY

7

LAB- PATH

1
. D A Y S |

SUPPL. |

1

PATIENT NUMBER

BILLING DATE

ADMIT DATE 2" 4^7?
-5 — 1 1S_-;r

DISCHARGE DATE'

THE AMOUNT OF INSURANCE COVERAGE
SHOWN ON THIS STATEMENT IS AN
ESTIMATE ONLY. THIS STATEMENT DOES
NOT INCLUDE PROFESSIONAL SERVICES
FOR LABORATORY, X-RAY OR ANESTHESIA.

5 r O R W A P D i R S N O . 35-o^?s>$B 4166.99

QUANTITY

1

1

]

1

4

4
2
T

1
1

2
1
]
l
1
]
1
1
3
2
1
2
1
j
1

1

THT4L'

REF.

FORWARD
DRUGS NURSERY

PAYMENTS

.00
ROOM.DIET, NURSING

CHARGES

6.5C
6.50
8.1

22. ?5
6.20
3.00
l.f
6. .
6.
6. cr"
3.3*
1.67
2.
2.10
6.5^
6.
&.50
1«*5
1.67
3 .34
2.10
.> .5?
6.!
6.50
6.50
6.
i;*s

^* 307.7.1
BLOOD TOTAL BILL

AB-34 NOTICE: SEE REVERSE SIDE FOR IMPORTANT INFORMATION. CODES: SEE EXPLANATION ON REVERSE SIDE PATIENT COPY



PATIENT NUMBER 6589928 i
3

M—M m • — — 1 • • •• • m— • • • ^^» • • m -̂* •&. • 1 ^ . • —
_ j_ -j — / r

MU NCI E, INDIANA 47303 Q] iDM1T DATE

'"%<Wt &»t»MMt<t ^OtMtot" DISCHARGE DATE 3-13-7
T f t

STATEMENT FOR THE ACCOUNT OF:

RESPON-

SIBLE

PARTY

•* n \H c T SEX DATE OF BIRTH

FEMALE -;- i-<--
M

THE AMOUNT OF INSURANCE COVERAGE
SHOWN ON THIS STATEMENT IS AN
ESTIMATE ONLY. THIS STATEMENT DOES

B NOT

FOR L
NCLUDE PROFESSIONAL SERVICES
ABORATORY, X-RAY OR ANESTHESIA.

TnT?i "\f < • > • ' ft f 'HlRS NO. 35-Oa/Sf958 4 3 A 7 . 71

DATE

2-10-??
2-10-78
2-10-78
2-11-
2-11-
2-11-78
2-11-
2-1 7 -7 v

2-11-1
2-12-
2-3 2-
2-1 7-
2-12-
2-12-
2-13-78
2-13-
2-14-
?- •'
2-14-'
2-14-1
?.-": • -
2-14-
7-1 <;._

?~ *

2-" ' -
2-15-1
2-1 5-

CODE

! 1 1.3 513-OC ••
..

]

1
: .

' -

-

:
] ? - 3 513- • „

L 3-
1? T -; 513-00501

_.
^ - •.

-
13 ]

-
.

| ':• f 1 g.

•> . -

- • 13-

55^

-

TOTAL MISCELLANEOUS SUPPLIES

CHARGES

B A S I C BEN EF1TS

°

DESCRIPTION

f A T M ^ T - D CARF TPAY
rRAl SUPPLY

' ' ' CTROLYTE ' P I
- ry

PHARMACY
PHA.RHACY,

3CC
lococg

^ *«^>

M * T T ' " S ^

= N <r.»VPp
cr, ey r»T HcT = ^>

' THPT^S " * " Tr ^Y
[>CC

;-Y
• "

? v! * r v
?MAev

M"rTM. " ^ *TH,
r^TH»-Tcn

i rn«~!Y

, ^ y

PHARHACY
• - « A ^ Y

5 r - .. - . •»

QUANTITY

?

]
j
i
^
4
i
1
i

1
1
1
1
i
1
1
i
i
1
4
J

I

]
j

2

TOTALS

REF.

PORV

PAYMENTS

> j-.
•

CHARGES

3.34

l.*5
? ?. ; "

2.1G
6«2(
3.
6.
6.
6.50
6.50
5*<
1,45

11.40
1.67
6*50
6.r^
2*10
2V
2.1"
2. 1
6, -
1.
5.01
4.95
2.10
2.10
3.85

4#43 .
X-RAY LAB- PATH DRUGS NURSERY ROOM.DIET.NUR5ING BLOOD TOTAL BILL

:

t=

:

AB-34 NOTICE: SEE REVERSE SIDE FOR IMPORTANT INFORMATION. CODES: SEE EXPLANATION ON REVERSE SIDE PATIENT COPY



BALL MEMORIAL HOSPITAL
MUNCIE, INDIANA 47303
"^wr i*WHMU««%' '%&&&£(&(,"

r *•" ' r f '

STATEMENT FOR THE ACCOUNT OF:

RESPON-

SIBLE

PARTY

'•' A "I '"• ',

•• -.

SEX

! 'Hc

DATE OF BIRTH

7- 1-Q9

81x^ •

PATIENT NUMBER

BILLING DATE 3—1

ADMIT DATE 2— 4—7?
3—1 "— 7P

DISCHARGE DATE '

THE AMOUNT OF INSURANCE COVERAGE

1 SHOWN ON THIS STATEMENT IS AN
ESTIMATE ONLY. THIS STATEMENT DOES

„_,. TOTAL D A Y S |

FH 5 T BASIC

' '

SUPPL. 1 FOR LABORATORY, X-RAY OR ANESTHESIA.

JHTAL5 FflRViApniRS NO. 35-o%&cy58 4430.23

DATE

3-15-7P
?-i 5.
2-15 -•

- ?_• ,- - - .

2-
2-16-7 fl
2- '
2-16-
2- 4-
2-17-78
2-17-
2-1 7 •
2-17-7
2—17 --? •
2-17-7
2-17-
2- L7-'
2-17-
2-18-78
7-1 C-

2-7 B"
2-18-7H
2-18-78
2- 3 -

r 2- .
2-18-
2-18-

'

i
TOTAL

CHARGES

P A T I E N T ' S PORTION

. AB-34

CODE

., ; 1 7 C [2-06365
j ?-Q7532

13-513-
._

- - - _ • • - • rt f)3

-
-
-

A • ? • 21-C
12-1 ' 3
1 -•_

12-04142
• 3 • . / A - -A

17 12 5 12-05536
-

•5 L3- - ••
17 13 513-Oi
17 13 i i3-j

-
., -, c 12- !

7 ? ' _ ' -4^

- j g
! i 2-04740

T ^ o

, -j .
2-

12-
• ' ' >- §652

MISCELLANEOUS

1
;

NOTICE: SEE REVERSE

p

SUPPLIES

DESCRIPTION

P H A R M A C Y
PHARMACY

>rr

PHARMACY
f

PHARMACY
3CC

T - ?
) C v
• ;"Y

PHA -•"*¥
PHARSlAff*y

j r y

1 CAR-t ^r :
- . T : , r ,-

TU

1

n , . . , , . f

* c T '

P H A R M A C Y
PHARMACY
PHARMACY

1C f
J <- y

PHARMACY
' ' '~Y

" " .

X-RAY

SIDE FOR IMPORTANT INFORMATION.

4
LAB-PATH

j

QUANTITY

4

1

1
2
3
1

12
i
2
1

20
•3

1

3
1
2
•i

4

c

1
3
5

2C
i

THT

REF.

DRUGS NURSERY

PAYMENTS

.00
ROOM,OIET.NURSING

CHARGES

3 . C C
1.90
6.50
2.
2. 1C
3.85
1.95
6.50
9.
2.
2.C5
2.
1,90
5.1

10. K
3. 1
2.05
3.S4

22»(
24.30
34,
i.
4.10
4.
L.
Ii90
2.65

4,596.82
BLOOD TOTAL Bill

i

CODES: SEE EXPLANATION ON R E V E R S E SIDE DATIPMT rOOV



BALL MEMORIAL HOSPITAL
MUNCIE, INDIANA 47303 g ]

RESPON-

SIBLE

PARTY

STATEMEN

I

i !.
• -

DATE

g-] " .7
2- -
2-18-

- 2- -7 3

2-3 3-
?-lo_7P

?_ - . . . _

2-1
2- -7
2- -
j>-i | .

2-18-7
?_ -.
2-18-78
2-
2-18-7
2-18-
,7-1 g-78

2~
2- •
2-18-78
2-18«
?— 1 ».

2-1 -7?
- ?-.-!0_7?

?- •

2-19-

TOTAL

CHARGES

BASIC BEN EFITS

SUPP. BENEFITS

P A T I E N T ' S PORTION

T FOR THE ACCOUNT OF:

!

. - ,

ST

CODE

-> .- vp c

*

, ,_r , ,r-,o

-:_ . 30^

L 2-2 5 801
- _ - Jlfl /.

•

13-00109
-

-'

i 3-0051 c

-

-_?i 7nc?

j-23507
' -2

- '- -• r. - 7 _ ̂  .-.

'-""•

:- 523-2
, 5

, g g

-

'

->'. K n_/ i •. 5|
.. 4 ' i ~ r

1
'

-

MISCELLANEOUS
i

a

SUPPLIES

r ^ f

SEX DATE OF BIRTH

•- " v ̂  j c 7_ *j _QQ

Tn-

DESCRIPTION

0^4 ji M ,#" '•

; v » c Y

^.^r
500CC
ADD-A— A--LTM r SOL

)-A-A-LIN£ sn»
w-r»n n

- _ : ; ? '

U ° "* "
ISM <:TJ< '•

" ; 1

rpi nw "HU^T Ln*^p

COLONY
W

~nii^ Y j nrjp
'IjpTMf -nr p

URTME-f
- T T T V T T Y M I C

r -f j T /TJY ^f' r '"'

'- ' ' ~9ftf
' T '

Mr-T> LY
•

5IS»C "Tp:
, y -,.

'

"TiT ?~V\<

f T * T '

ROUTINF
.- -

M/I?KS CAT RS in
r-y c - T y p

,

X-RAY

c

PATIENT NUMBER

BILLING DATE 3— 1 f- "•? t

ADMIT DATE ,?— 4—78

DISCHARGE DATE' 3—13— 7 -

THE AMOUNT OF INSURANCE COVERAGE
SHOWN ON THIS STATEMENT IS AN
ESTIMATE ONLY. THIS STATEMENT DOES

T O T A L DAY S |

BASIC

r s f <

SUPPL 1

I

NOT INCLUDE PROFESSIONAL SERVICES
FOR LABORATORY, X-RAY OR ANESTHESIA.

QUANTITY

'[
4
3
1
i

j

|

'*

\

L
L
i
i

1

3
•

1
T

"i
1

:
i
!

TOTALS
LAB-PATH DRUGS

REF.

NURSERY

PAYMENTS

.00
ROOM.DIET.NURSING

CHARGES

2.30
7.
B.
6..
5.50
4.00

16.00
1.50
6.5
9.8
7.50
7»!

1 1 .
11.50

.00

.
12.50
19.50

S. rn
7.

13.50
6.
6.00
6.00

22.
2 1.
6.

^845.92
BLOOD TOTAL BILL

AB-34 NOTICE: SEE REVERSE SIDE FOR IMPORTANT INFORMATION. CODES: SEE EXPLANATION ON REVERSE SIDE PATIENT COPY



PATIENT NUMBER 8«
u r*t-i~ iv1 fc_ IVI V* 1rair M- 1 1 V/xJIr • •

MUNCIE, INDIANA 47303

"̂ OWl&MMt ctacd,

STATEMENT FOR THE ACCOUNT OF:

RESPON-

SIBLE

PARTY

•

-

i

•
1?T"

^7302

SEX

Fgf
"

s tVaytetat"

DATE OF BIRTH

T_ 3.90

r«k

81
BILLING DATE - — ' — -

4DMIT DATE 2— 4 — 7*

DISCHARGE DATE' 3—13 — 7?

THE AMOUNT OF INSURANCE COVERAGE
CLJ/-MAJKI /->»J TUIC CTATCUCKIT 1C AMn jn w«i iii vi ̂  i nu ^ i r^i t.ivik.1 ^ i i*» *-ti -«

ESTIMATE ONLY. THIS STATEMENT DOES

TOTAL D A Y S |

BASIC

T O T A L '

DATE

2-l<?-7
?- : ' -
2-19-
p_i o_
7-1 c_

2- •
2-
?- -
?- •
?,-'•' -7
2-21 -
2-' -
2-20-
2—20—78
2- 20-
2—20—7
2-20-78
?- -
?-'7 -
2-20- -

?_ ; ....

2-20-78
2-20-
2-20-78
2—20-
2-
2-20-

TOTAL

-7{

CHARGES

SUPP. BENEF.TS

AB-34

CODE

; ' f '
12-

5 i j>— 5
.
•

j 507—71
, „ . |

• ' •-
? -• - L 2— 0 1 ! * "

-
-

- - ••••> f\(

-
n 3 - •' '

,. • ,
T ^ _

}-0 • • ! AQ

-

-

13-e
20 13 513-02227

13 *• 13-02227
•

-
>2 523-22608

MISCELLANEOUS

NOTICE: SEE REVERSE

F
SUPPLIES

i

DESCRIPTION

' ' • ! "' '•' ? <* V

f Y

• - -y
<*v

UDO-A-A-LIN! SOI
' ' 'T, Tl
o .« r .

' -. <: i
,v,y

, ry

"• >r ,* r Y
{}££

5-A-A-nl TW? :"r ":

-a-A-1 I .
inn-A-.A-j - -i

>. r ^ _ ^ _

" r '

rprr-M. -
1 -L !

P C* ' - '^K r i

1 K P*

! ? V

' Y
•! V

} r

! T R A Y
o A f p M AK F '•' G
c e > ; « : T T T V T T Y ''

X-RAY

SIDE FOR IMPORTANT INFORMATION.

6

LAB- PATH

SUPPL 1

1

QUANTITY

1

5
c

1
i
i
i
4

5
1
••
]
1
'-
]
1

.

1
-
1
1
1
I

TOTALS

FOR LABORATORY. X-RAY OR ANESTHESIA.

R OIRS NO.

REF.

DRUGS NURSERY

•M,!«-r.

35 - 0%5??S8 4 R 4 5 . 9 ?

PAYMENTS

. BO
ROOM.DIET.NURSING

CHARGES

1.90
34.85
34.85
n. 40
4.

17.50
P -5 .

13.
U90

27.85
2.7(
1.95
6.50
4.
4.
4.00

' .
4.
4.
7.00
1,45

77.6^
7.50
7.;

75.

12.50

5,296.87
BLOOD TOTAL BILL

1 1
1 i

j 1
1

CODES: SEE EXPLANATION ON R E V E R S E SIDE PATIFMT TOPY



BALL MEMORIAL HOSPITAL
AAUNCIE, INDIANA 47303

"ZfetyiMl"

g ]

PATIENT NUMBER
BILLING DATE
ADMIT DATE

DISCHARGE DATE'

658Q?;
3-18-78

STATEMENT FOR THE ACCOUNT OF: THE AMOUNT OF INSURANCE COVERAGE

RESPON-

SIBLE

PARTY

'

0 ^ \ 7Tq i J

SEX DATE OF BIRTH

P "• M A L !f- ?— 1 — Q Q 1 SHOWN ON THIS STATEMENT IS AN
ESTIMATE ONLY. THIS STATEMENT DOES

B NOT 1
FOR L

NCLUDE PROFESSIONAL SERVICES
MORATORY, X-RAY OR ANESTHESIA.

T O T A L S pr-PU'/u-piRSNo. 35-o4&fs*8 5r"36.8?

DATE

r-- • ~ " '

.2-
2-21-
?- ; -
?- -
2-21-
2-21-
2-5-1--"«

2-21-
2-21-78
2-21-
2-22-78
2-22-
2-22*-
2-22-
2-22-78
j!> <•* *"> *"• »

2— 22-7S
2-22- '
2-22-
?~ ' •
2-23-78
2-23-
2-23—76
2~
2-23-
2-23-

CODE

3—00110

Ll-C
?

•
-
-
-

• -
.--
L3-S

- -
-;>? 13 !

•
22 13 513-
22 13 513.

, ., _

n sun:
-

'
23 ' -v •" : 3- '

r

TOTAL MISCELLANEOUS SUPPLIES

CHARGES

PATIENT S PORTION

DESCRIPTION

5/:nT T" INS AH IM ASF

;KG
i

M;*CY<- r^T ' J" T r a c -

ICY
:Y

RACY
_ A _ A _ ) T V C SQL

-A-i-I.IKP' K1^,
r ^ ^ L ^U!5'

• . -urTprsc- j_

, «Y

' HY
-A-A-LTKF SO!
-A-A-? |

... _ _ » t^'- SHI
_ A _ * _ !

. j ... - .- •.•r-j

' '

!
; ' C f ^TU i - 'V '«/!

•' -" -:" f- fHp-fP! •; 7 / 3
- - T I ' ̂

- M A r v
-A-A-I ! ̂

ADO-A-A*LIHE SOI

n • 7

QUANTITY

1

1

1

1

1

'

K

"J

1

^

1

1

1

1

1

1

'

1

1

1

1

1

5

1

TOTALS

REF.

F r : R W A P H

PAYMENTS CHARGES

fl . r 0
13.
22,
2?..
13. •'
1.
4,70

34.85
4» O'4
4.

14,95
13.
1.
3,80
4»f)<"'
4.nc
4.
4.00
4.0^:

4.00
3.60
9.

11.
6.

34.
4.
4.

5,5?5.4?
X-RAY LAB-PATH DRUGS NURSERY ROOM.DIET.NURSING BLOOD TOTAL BILL

AB-34 NOTICE: SEE REVERSE SIDE FOR IMPORTANT INFORMATION. CODES: SEE EXPLANATION ON REVERSE SIDE PATIENT COPY



BALL MEMORIAL HOSPITAL
MUNCIE, INDIANA 47303
"

%<Wl (?6*K*tUMtt(t "ytoAjlifat"
r •""• r r

STATEMENT FOR THE ACCOUNT OF:

RESPON-

SIBLE

PARTY I0?"7

•

DATE

2— ?3-
?- 1 - i

2-23-
- ?-'7'

2-23-
2—24--7
2 — ^ 4 — "
2-24-7
?-
2-24-
2- 2 i - 7 E
2-24-7?
2—24-
2-24-
?-"' -
2-24-
2-24-
Z-?*-
5 ~ -;> -:, .- p 3

2-24-
2-24-7
2-24- !
2-? 4-7"
2-24-1

- £—24—78, fc 6,1

2 -'*••"

2—24

TOTAL

-

CHARGES

B A S I C BENEFITS

P A T I E N T ' S PORTION

'

- ,- ,

17TU rr
• . • «

SEX DATE OF BIRTH

rev^jr 7- 1 - .

81v^ •

PATIENT NUMBER

BILLING DATE J ~ ' " ~

ADMIT DATE •*— 4—78
3_1 -3_7«

DISCHARGE DATE'

THE AMOUNT OF INSURANCE COVERAGE

H SHOWN ON THIS STATEMENT IS AN
ESTIMATE ONLY. THIS STATEMENT DOES |

T O T A L D A Y S |

BASIC SUPPL-. 1 FOR LABORATORY, X-RAY OR ANESTHESIA. |

T O T A L S FORW^PDiRS NO.

CODE

'> ^> ';

23 22 '
' :

13-01 =17
13-
3-

1 -

• 12-01816
-
-

' • ' ':: "
T?-' 1108
- -5-
13-{

513-Q '
-

• _ -

"A '

P

. - . - . ? . r

- 3 - 3 i £.

13—0
- •

2^ 13 - - ~>
-•'-, 1 ?-

...
3 13-

13-
•

MISCELLANEOUS

-*- *\ -".- f * ***

f

SUPPLIES

DESCRIPTION

MT.P— ̂ f p
KIT

'

f P r ».i / T
C A T - ' ! / r ' nV

^p-rrcc f n-

F| ' • ^TPPLYT ' " -^" f -
. iCy

PHARMACY
PHARMAC1r
PHARMACY

&CY
'•Y

5CC
inoo&t
i

cc
-r

-A-A-I

) T V " ,.- C

?• T r

MtrPO DRIP
- . • ; Af H ,

: | r r 1 1

r I
It

rt^: LHV
SUPPLY

•>! v
~, T, Y

I
I . .

.
X-RAY

-1

QUANTITY

1

1

1

1

4

1

K

1

1

3

i
1
1
1.
i
3

1
1

•
1
1
1

1

TOTALS

REF.

'

LAB- PATH DRUGS NURSERY
]

i5-o$£?9$& *^'>5.42

PAYMENTS

. 0 0
ROOM.OIET.NURSING

CHARGES

.85
1 . 0 C
8.(
9.

13. '
27. R5

3.80
1.
3.15
3.1.5
3.75
6.50
6 . r 0
6.
fc. rr
5.50
4.

36.
i * 4 5
1.50
1.50
P. 00
9.90

22.25
4.95
7.50

17,

5,776.62
BLOOD TOTAL BILL

AB-34 NOTICE: SEE REVERSE SIDE FOR IMPORTANT INFORMATION. CODES: SEE EXPLANATION ON REVERSE SIDE PATIENT COPY



PATIENT NUMBER
f «=

3 *1 P "T t!
*• 1 C — f C

MUNCIE, INDIANA 47303 Q] 4DMIT DATE 2 -4 -7F

"̂ (Wt &*K*H*Mit<t *%<HfiAtat" DISCHARGE DATE1 3-13-7*

STATEMENT FOR THE ACCOUNT OF:

RESPON-

SIBLE

PARTY

T ! ! ; r \ -~ ,

- 7TH ST
4 ? 3 r< ?

SEX DATE OF BIRTH

rev * 1 '• 7- 1 -,<c

THE AMOUNT OF INSURANCE COVERAGE
SHOWN ON THIS STATEMENT IS AN
ESTIMATE ONLY. THIS STATEMENT DOES

HHHĤ Ĥ I NOT
FOR L

•̂ ••B

NCLUDE PROFESSIONAL SERVICES
ftBORATORY.. X-RAY OR ANESTHESIA.

T O T ^ L S PHRW £5 vIRS NO. 35-0^968 5776.62

DATE

;?-.?*-.

2- 1 •
2-25-
?.-? >-
?- •
2—25-
?-^ t r-
?- - - '
2-25-
2-" -
2-25-
2-25-
2-25-
2-25-
?- -
2-25-
2-2 f/ -
2-25-
2-2 •
2-26-78
2—26-76
2-26-
2-26-
<-
2-26-
2-" >-

CODE

"A ^v c;>-,_2qf,.^

-

>

-
-

...

•

_ •, •; 1 i_

-

13 -10- '

- -54A

?g , - 513.Q JJ3

-:•! -;

- - -„

J-C
• - . - - •

• „ • 1022
'
•

2-

1 1 r;

' -

r

TOTAL MISCELLANEOUS SUPPLIES

CHARGES

BASIC BENEFITS

P A T I E N T ' S PORTION

DESCRIPTION

C!!LTfJf - '''! ODD-OE F
CULTURf U f -
SPNSIT] VITY

••< ; CATHET ':' 1
r y

^ M # r y

n^. i^M^rv
' • r y

PHARMACY
•rr

•T
r^ r

;"C
TF[ - f ^ T C
T P P T r - . T T ;-•!?? M<: - -

r ^ A J X ^ C r'
• -~ •" ' T 1-- .

" T ~ ' '"F TR /AV
v ~ T Y « • r r
: " : " S •

PHA«?^aCY
- ... * ,- v

CY
CY

1 ry

•' Y
1000CC

A f C

QUANTITY

I

*

1

1

1

1

20
2
1
1
3
->~

1
i
i
1
1
1
1

1
20

4
I

TOTALS

REF. PAYMENTS

. 0

CHARGES

17.50
11.50
15.
13.00

3.5 r
3.75
3.7?
2.70
2»i
6.50
6.5C
6.
5«5C

36.
2.05
2. or
1.50
1.67

15.00-
13.

3 . 5 r
5.10
6.4?
3 . 7 5
1.'
~.lr'
6.1:. '

5*945.64
X-RAY LAB-PATH DRUGS NURSERY ROOM.DIET.NURSING BLOOD TOTAL BILL

AB-34 NOTICE: SEE REVERSE SIDE FOR IMPORTANT INFORMATION. CODES: SEE EXPLANATION ON REVERSE SIDE PATIENT COPY



PATIENT NUMBER

3 ^ -*• "7 r
— 1 — ' >'-

MUNCIE, INDIANA 47303 ADMIT DATE ? - 4 - ? f
^^ ^— 1 5 — 7f

'"ZfOUl &*K*KUHCfy ?S04{UMI" DISCHARGE DATE' - ~- • -

STATEMENT FOR THE ACCOUNT OF:

RESPON-

SIBLE

PARTY

HASP!

•'"!

1927 ": "^TU ST
'.? 1 1 «,> r T r TV ^ T

*' SEX DATE OF BIRTH

rc iv iM_E 7- T-c?

THE AMOUNT OF INSURANCE COVERAGE
SHOWN ON THIS STATEMENT IS AN
ESTIMATE ONLY. THIS STATEMENT DOES
NOT 1

Î̂ ^Q^^^^^^^BHin̂ Sl̂ ^SS FOR 1

!•••••

NCLUDE PROFESSIONAL SERVICES
MORATORY. X-RAY OR ANESTHESIA.

TnTHc F T R V * ROIRSNO. 35-o^f9§B c 94 5. 6 4

DATE

2-26-7*
2- : ' -
2-26-
2-26-'
2-26-
2-26-
2-2 •
' - . • - .

2- * 7 -
2-27-
2^27-78
2-27-
2.27.76
2-27-
2-27-
9 — 7 7 —. i / •

g~27-
?-"• 7—1
2-27-
2-27-78
2-
2-28-76
2- -
2—28-
2-28-78
2-' -
7--? - -" '

CODE

'

-
'

-
"

-

-

ij2-
-

^> , . - > - > _

j-00346
!

27 - •

27 22 c"^-7 ' '
27 2? 525-5]

-
; - r - f- _ i .

27 ?? 532-0]
-00012

9—0 -• ft^r
-

28 n 511_ -
- 512-9] '

ij 2- Hi 5
-

i

TOTAL MISCELLANEOUS SUPPLIES

CHARGES

BASIC BENEFITS

P A T I E N T ' S PORTION

DESCRIPTION

-• r- f

cr

;c
5 0 OC C
TELEMETRIC
MIC " T P
' • ^ T H F T ^ P r,f UY

• : r^ riTHFTc??S 1
• ry

,rr
•cc

TPt ' : ' v t r T"7f
- , j|, . g r. , ,

v F r n j _ r r«Tr.

JN
l ipr^j i Y^T^^rnr-M. FTE
rnr '..</ TM^Tr -5 , r*i

' ' ST C I """ '"".^!T
. . -, . y-y rRpnp i

• M i ->
• •-

5 r p ̂  T r - . , , r. ± p ^ y ^

fS ^ / T

"Q r A T ' n " " S 1

RMACY
- ~v

A g ; V Q^ l£

QUANTITY

1

1

1

1.

1

1
7

1

20
i
1
1
1
1
i

1

1.
l
1

1

1
i
1

7
4

1

TOTALS

REF.

| / r - n

PAYMENTS

.00

CHARGES

6.50
6.50
5. 5H
f-.

36. :
1.50
3.34

13. CO
5.H
6.5r
6.50

36. or
3.6T

1*50
26.50
7.'

9.50
6. '

13.
13.
' ,
3.00

13.01
13.00
47.2^-

2. 1
6.50

6,160.53

X-RAY LAB-PATH DRUGS NURSERY BOOM.DIET.NURSING BLOOD TOTAL BILL

AB-34 NOTICE: SEE REVERSE SIDE FOR IMPORTANT INFORMATION. CODES: SEE EXPLANATION ON REVERSE SIDE . PATIENT COPY



PATIENT NUMBER 6389928
U f\ fc- IVI L. IVI ̂ ^ 11 1 *% V. II N^ X* 1 1 1 *^ k •} _ 1 C _7 C

BILLING DATE

MUNCIE, INDIANA 47303 ADMIT DATE
^ — 1 * — 7 P

STATEMENT FOR THE ACCOUNT OF:

RESPON-

SIBLE

PARTY

LI " r!

I ' !
,--ru <jj

>, - 302

!. SEX DATE OF BIRTH

F! ^ S *LE "?- l-^1?ITHE AMOUNT OF INSURANCE COVERAGE
1 SHOWN ON THIS STATEMENT IS AN

ESTIMATE ONLY. THIS STATEMENT DOESnNOT 1

FOR L
NCLUDE PROFESSIONAL SERVICES
^BORATORY, X-RAY OR ANESTHESIA.

T ft Ji L c E E3 * '.'•" <£. s-; H i R s N o . 35 . o^f9^ 6 160. 5 3

DATE

- _. -, - _ -7 ,

2-5 1-
?_? ;-'.-

2_->R_7p

2~?fl-

2- 2 B -
. • -

2-2
2- -
3. i.
3~ 1-
3- -
3- 1—78
3- 1-78
3- 2-7
3-
3- 2-
- - "• -
5_ •>-
a- 2- •
3- 2-
•5 _ 2 —

3- ?-•
•

".- 2-'
5,_ 2—78
•3_ 7_

CODE

?.B 13 ' " 3-001C f-
'- '

2-4f

— _ • 505
[ 3—
3-0

>2 523-17

3 513-OC
1 13 * J-00] 06

346
. •_ •

..

_ 1522
. -„ -

) . 12-041 i ">

-
- : 106

,

_ " - i --; f.

346

r

TOTAL MISCELLANEOUS SUPPLIES

CHARGES

B A S I C BEN EFITS

SUPP. BENEFITS

PATIENT'S PORTION
!

DESCRIPTION

, ,, - j.

1 ?{) C C
T j • -« :: Tf> T^

/ER
TK !Tr;* t -£TM

INTRA CATH
TT.-r_f l tJN

, , c -

-
p - r c r n c rn.Aftc °. T.

cc
cr

T r » c *•• r j 0 T f

^T

'TO) : C M A ^ r r P. T.

Mi^K^ CAT'-J = '- - / 3
£51J A' ' . ' " V

.y

s>HAPf*ACY
CY

' CY
,. „ r

T,f
iCC

C f f*
TELPMPTRIC

* gE MO. ' \Y

1

1

1

1

1

1

]

J

2
1
1
1

2
1
1
6

20
3
1
1
1
i
1
1

TOTALS

REF.

rpR!-

PAYMENTS CHARGES

6.50
6,50

36.
1.45
1.45
2.09
2.C5
8.5?

.50
10.50
3.0n

6.
6.50

36.0
10.50

3.00
11.00
35.45

3.50
2.70
2.10
4.50
6.50
6.
6.
6. 50

36.

6*431.73
X-RAY LAB-PATH DRUGS NURSERY ROOM.DIET.NURSING BLOOD TOTAL BILL

AB-34 NOTICE: SEE REVERSE SIDE FOR IMPORTANT INFORMATION. CODES: SEE EXPLANATION ON REVERSE SIDE PATIENT COPY



PATIENT NUMBER 5r -
3 __ t. c- — . "7 £

.

MUNCIE, INDIANA 47303 g] ADMIT DATE ?~ 4-7*

"1t<HVl fatKHMHCte 7/eMMal" DISCHARGE DATE. 3-J3-7b

THE AMOUNT OF INSURANCE COVERAGE
? M SEX DATE OF BIRTH

RESPON- '"- ~ ''' ? I "- 1 -• 1 SHOWN ON THIS STATEMENT IS ANjn v/»¥ i 'i \»/ IN i nu j i « i LI Tiki ̂ i i i«* î '

ESTIMATE ONLY. THIS STATEMENT DOES

PARTY - • 17TH CJ
lEEEGCfl FOR L\BORATORY, X-RAY OR ANESTHESIA.

, . -, •••••••••••••̂ •̂lT^TH^ '" J"'0;,/ A f HlRS NO. 35-0%5f9S6 6 4 3 3 • ? ?

DATE

3- 2-7 f
3- 3-'
3- 3-
3- 3-
?- 3-
•3 — •', _

3- *•-
3- 4-
3- 4-
3- 4— 7f
-

3- 4-
3- 4-
3- 4-
3- t; -
3- 4«
3- ^- -
3- -
3- <;•-
3- 5-
3- r-
3- 5-
3- 5-
3- :—
a_

3- ' - '
3- "7'-"7""

CODE

7 " ' F "* "-" ' r ] •«

•
-

-

-

-
'

-

3 >—Q5572
. > c i 5

[3 r i 5 _

j 3»0
...
.. •

>2 p-5--c. T '

r ' .A
-
.

- • • - ' _ -

•

•
- ! « ? A _ ^ ^ 5f<q

53 ?_-i 573
-
_. • ioi2

f
TOTAL MISCELLANEOUS SUPPLIES

CHARGES

SUPP. BEN EFITS

PATIENT 'S PORTION

DESCRIPTION

L * * . f • ^ i i r ?"». t— v

-
p- r^c r r r CHARGE ?• T.

T O / Y
;ISP

BPDS10E CHARC >. T.
"Y

pt jA i?M/», ry
-"Y

1000 "
« • "V r A '?pO

t T ^ - » < C A ';

;t «- '*T~ -

-

M o T tsj A [_ y c T *J f '" f "! P I

•' CV
" '"r
--•?r

-
. . . . . . .,,.

1* S=« I ! V

SODIUM, 'S
DIGOXIW

fV

PHARMACY
RCISF

NO. 12

QUANTITY

1

2
1
1

2
?
1

i
7

1

J

1

1

1

4
3
'
1
3
1
1
1

20
20

TOTALS

REF.

5=nR W ARO

PAYMENTS

.

CHARGES

1.45
J ' . 50
3.
6.!
3.34

10i§0
3. GO
f5.

2.25
1.95
6.
1.45
1.45
8i50
8. ̂ 0
7.50
6.70
6.5
6.50
3.fcn

?.
7.50
7.50

26.^0
3.5 0
2.70

10.5C

6,602.27
X-RAY LAB-PATH DRUGS NURSERY ROOM.DIET.NURSING BLOOD TOTAL BILL

AB-34 NOTICE: SEE REVERSE SIDE FOR IMPORTANT INFORMATION. CODES: SEE EXPLANATION ON R E V E R S E SIDE PATIENT COPY



PATIENT NUMBER
** r^ »-»- iVI h_ IVI >X I * I «~l •— IIXX%^Ir • • i

MUNCIE, INDIANA 47303

r^k>

81
STATEMENT FOR THE ACCOUNT OF:

RESPON-

SIBLE

PARTY
r I I

•

'

tivtii lyHiHtnwwM rrvaautu.r *~ f ~

SEX DATE OF BIRTH

F P M A L F 7- l-cc

BILLING DATE 3- ~ "" ^ — 7 P

ADMIT DATE 2— 4 — 7^

DISCHARGE DATE' 3*"]. 3 — ?T

THE AMOUNT OF INSURANCE COVERAGE

H SHOWN ON THIS STATEMENT IS ANjn V>" IN Vx 1 N 1 nu <9 1 r^ 1 tlTlbl̂ l 1 U rM ̂

ESTIMATE ONLY. THIS STATEMENT DOES

. -,,

DATE

3- 7-7
S»i» "7«*"7

3- 7-
3- 8 -
3- 3-
3- c~
3-
3-
3- q_7 a
3- 9-
3- 9-1
3_ c-

3-i B-
3-3
3-
3-' -
3 _ i _ A _ ^

3-V<-7
3-11-78
3-11-
3- 11 - '
3-1? -7
3-1 2-7
?.-•! 2-
3-1 ?-7
3-" -
3-13-

TOTAL

CHARGES

B A S I C BEN EFITS

PATIEMT S PORTION

^7302

TOTAL D A Y S |

BASIC SUPPL, 1 FOR LABORATORY, X-RAY OR ANESTHESIA.

T n TAf . ^ FT?"?,; * | ^IRS NO. 35-0^67958 660?«2?

CODE

7 A Q ?,,•c_ ){ "• ' --
' -

13 513-0
- -
—000 4 -

- , -04 613
-

. - i?
:-

... -

5 i ?-^7 f t3A

- |

-

13-
1-00554

1 • „ -• • -.

-OC ) 12
g

•
13 1? 512
12 ' ? 5 1 •?_;"•-! 573

?-o
-
• •*•?><*
-

1312

MISCELLANEOUS
j

p

SUPPLIES

DESCRIPTION

r c •- n - C! ; ». T.

SAVER
•

CH/ °. T.
ry

PHARMACY
CATHP1
syrs?r r^

-. r.

i r» = j .

r *-' ? . ; r- " P . T .
o p ,* o M A r Y

PHAR! ''"V
•s

BFDSTDE
1

.^TC

r n ,* L
;cis

.? T p c

r—

% T.
\VEP

T" A V
<f!)p& J y

C

CHARGE ». T .
' ' ' - '• ' '• V

CY
O >J A p M A T

p H A *? H A C '
I MAC

O P A P ¥ » r '

r
/
v
y

- ? r • -- | v

ICY

A f •-•

X-RAY

13

QUANTITY

2

]

]

2
I

'
5.
?
O

i
1
i
i
1
i
2
1

2
'

20

?r

2C
3
i

2
B

T O T A L S

REF.

••'APD
LAB-PATH DRUGS NURSERY

PAYMENTS

.

8OOM.DIET. NURSING

CHARGES

6.00
1 ( .00
1.45

10.
3.
1.90
1.95
3.34

10.
3.00
2.35
2.35
7.75
3 . D 3
1.45
Si3A

.50
10.50
3.1
5.10
2*70
3.
5. 1̂
1.95
2.35
3. 3 A
1.60

6,713.79
BLOOD TOTAL BILL

A B - 3 4 NOTICE: SEE REVERSE SIDE FOR IMPORTANT INFORMATION. CODES: SEE EXPLANATION ON R E V E R S E SIDE PATIENT COPY



BALL MEMORIAL HOSPITAL P^TNUM,*
BILLING DATE ~ - — f 1

MUNCIE, INDIANA 47S03 Q] ADMIT DATE 2 - 4 - 7 6

RESPON-

SIBLE

PARTY

STATEMENT FOR THE ACCOUNT OF:
' i •

LL
j 7JH ^T

52

SEX

• M/ |. -
DATE

?— 1 •

OF BIRTH

TOTA

BASIC

THE AMOUNT OF INSURANCE COVERAGE
SHOWN ON THIS STATEMENT IS AN
ESTIMATE ONLY. THIS STATEMENT DOES

DAYS |

SUPPL 1

NOT INCLUDE PROFESSIONAL SERVICES
FOR LABORATORY, X-RAY OR ANESTHESIA.

~nTHS " O - W A P D i R S N o . 35-o^r$>5B 6713.7"

DATE

3-13-7F
^ — ": J •—
B-

3-14-
3-14-
3-14-
3_j 4-7-1

3-14-
3-14-

CODE

- •.: - -:: r •; «_ /^ :• rr - • f.

•7^ -4

• • ' • - . " " —

- -
34 r

1413
-
-

r

TOTAL MISCELLANEOUS SUPPLIES

CHARGES

SUPP BEN EFITS

P A T I E N T ' S PORTION

DESCRIPTION

. . , . , _ , . - . .̂ .. p ..,-,- j p _ A Y

r?r n/
rsi ~^ COUNT

• ?'. T.
:' L

C A T M C T ; : D r^pr JL
-,' - •, T

• ' • • - -:m^\ • " • 1 *

X-RAY LAB- PATH

> B Y

.-Tc

QUANTITY

•>

\

2
-

1
^

'

1

TOTALS

DRUGS

RiF.

1

NURSERY

PAYMENTS

.oc

CHARGES

3.34
9.50
-, :

1C.
3*0(
4.
1.67-
8.
7.50

ROOM.DIET.NURSING BLOOD TOTAL BILL

*

AB-34 NOTICE: SEE REVERSE SIDE FOR IMPORTANT INFORMATION. CODES: SEE EXPLANATION ON REVERSE SIDE PATIENT COPY



FORM AB-20

TELEPHONE
INSURANCE - 747-3203
CREDIT -747-3223

STATEMENT

BALL MEMORIAL HOSPITAL 2401 UNIVERSITY AVE.
MUNCIE, INDIANA 47303

BILL

TO

192? E 17TH ST
M U N C I E I N 473C•?.

PATIENT CRAB ILL
ACCOUNT NO. 6i>-
DATE 3-23-78

YOUR ACf^'MT IS *HW DUE £ND PAYA3LE
* PLEAS'" *EMT TODAY *

PLEASE DETACH HERE AND RETURN WITH YOUR REMITTANCE FOR PROPER CREDIT:

PATIENT ACCOUNT NO.
C P A ^ T L I . M A B E L M 65a9^

DATE DISCHARGED

PREVIOUS
BALANCE

3-^n^B 1 2 1

3-13-78
DESCRIPTION

<t« <t fc

ESTIMATED INSURANCE COVERAGE TOTAL CHARGES TOTAL CREDITS NEW BALANCE

HEDICARE A

. Of)
MINIMUM PAYMENT DUE

3 A . CO
FINANCE CHARGE is computed by a periodic rate of % % per month (or a minimum charge of 50 cents) which is an ANNUAL PERCENTAGE RATE of 9%
applied to the Previous Balance after deducting current payments and/or credits appearing on this statement. To avoid additional FINANCE CHARGES, pay. the
New Balance before the close of business on the last day of this month. See reverse side for important information.
TERMS: Payment is due in full when service is rendered. Please call the credit office if any question concerning this account.



FORM SSA-1533 (1-77)

U.S. DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE / SOCIAL SECURITY ADMINISTRATION

MEDICARE HOSPITAL, EXTENDED CARE AND HOME HEALTH
BENEFITS RECORD

J59981026117A690 150089 DATE: 04/28/78

PMABEL M CRABILL
1927 E 17 ST
MUNC1E IW 47302

L J

HEALTH INSURANCE CLAIM NUMBER

308-32-6646A

Always use this number
when writing about your claim.

THIS IS NOT A BILL. This notice is to give you a record of the Medicare benefits you used during the period shown
in Item 1. For important additional information please see the other side of this form.

OUR RECORDS SHOW THAT YOU RECEIVED THESE SERVICES

Type of Services

INPAT1ENTT HOSPITAL

Services Were Provided By

BALL MEM HOSP
2401 UNIVERSITY AVE
MUNCIt INDIANA 47303

Date

02/04/78
THRU

03/03/78

MEDICARE HAS PAID FOR ALL COVERED SERVICES EXCEPT

$144.00 FOR THE INPATIENT DEDUCTIBLE.

BBB| • •

1 rllo lo IMU I A BILL
IF YOU HAVE ANY QUESTIONS
ABOUT THIS RECORD
PLEASE GET IN TOUCH WITH: , MUTUAL HOSPITAL INSURANCE INC

12« W MARKET STREET
INDIANAPOLIS INDIANA 46204

Kfl OUR RECORDS SHOW THE FOLLOWING BENEFITS WERE USED THIS TIME

I Inpatient Hospital Days

28

Lifetime Reserve Days Extended Care
Days

Home Health Visits
Hospital Insurance

Home Health Visits
Medical Insurance



FORM AB - 20

TELEPHONE
INSURANCE - 747-3203
CREDIT -747-3223

STATEMENT

BALL MEMORIAL HOSPITAL 2401 UNIVERSITY AVE.
MUNCIE, INDIANA 47303

BILL

TO RR 2
YORK TOWN

CRA3T! I
498 R
IN 47396

LAST STWT. DATE -21-78
LAST ^T^T. NUMBER 02

C & A B 1 L L
PATIENT 6589928
ACCOUNT 81022-7^

DATE

M A B E L M

PLEASE DETACH HERE AND RETURN WITH YOUR REMITTANCE FOR PROPER CREDIT:

PATIENT

DATE DISCHARGED

:' ** ACCOUNT NO. t5P9926
PREVIOUS
BALANCE

DATE OF SERVICE

3-13-78
3-27-78
4-1P-78
6-28-78
6-29-7«
3- 1-78
P-21-78
8-22-73

DESCRIPTION

SPIT ;.-!_ r ^ :S
PATIENT °*v- \
M F D T C A w c * 112971
MFmCA1^ « 2163*
O R O F E S S T O N A L

764.46

ITI !.P

• -
9.«.

5,504.5?CK
l*081*i

20.00CR

6>764.46

CHG.

1.12

1.12CR

169.00
14^.

.12
1.12
. •

ESTIMATED INSURANCE COVERAGE TOTAL CHARGES TOTAL CREDITS NEW BALANCE

MINIMUM PAYMENT DUE .

FINANCE CHARGE is computed by a periodic rate of % % per month (or a minimum charge of 50 cents) which is an ANNUAL PERCENTAGE RATE of 9%
applied to the Previous Balance after deducting current payments and/or credits appearing on this statement. To avoid additional FINANCE CHARGES, pay. the
New Balance before the close of business on the last day of this month. See reverse side for important information.
TERMS: Payment is due in full when service is rendered. Please call the credit office if any question concerning this account.


