(Date of Letter)

(Hospital/ Care Provider)

(Street Address)

(Cty, State and Zip Code)
RE: I nsurance Cover age
Attn: Accounting Departnent
Dear Accounting Department:

Apparently some mi sunderstandi ng has arisen relative to the insurance

coverage regarding the follow ng individual: (nane
of individual). This individual received care fromyour facility fromthe
day of (nonth/year), until the—  day of

(nmonth/year). Please be advised that this individual was
covered under an insurance policy identified as:

(name of insured and i nsurance policy nunber). Please be further advised that
this insurance coverage was in full force and effect at the tine the treatnent
was received by the aforenentioned individual

It woul d appear as though your office did not have the appropriate
information relative to this insurance coverage at the tinme billing was
subm tted; therefore, the foregoing information is provided to you for
clarification. Kindly submt your statement for services to the aforenentioned
carrier with reference to the policy nunber and the name of the insured in order
to assure proper paynent for your services. Please be assured that the
undersigned will cooperate in every way possible to be certain that this
statement is satisfied in conjunction with the policy noted above. 1In the event
there are any suns due and owi ng in excess of the coverage, sane will be
provi ded by (nane of
i ndi vi dual responsible for paynment of anounts in excess of insurance coverage).
Shoul d you have any questions relative to the foregoing, please do not hesitate
to contact the undersigned. Thank you.

Very truly yours,

(Signature)

(Address)

(CGty, State and Zip Code)

(Phone Nunber)
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