_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

PATIENT NAME
DATE

PATIENT ADDRESS
D.O.B.

MEDICARE NUMBER
NUMBERS
PHONE

DOCTORS NAME & ADDRESS

BILLING INSTRUCTIONS AND ADDRESS



DESCRIPTION
AMOUNT





































SPECIAL INSTRUCTIONS
If payment is not received from your Insurance Company you are responsible for this bill.



TOTAL RENTAL

TOTAL MERCH.

TOTAL 1 & 2

TAX

GRAND TOTAL 3 & 4


______________________________

______________________________

______________________________

______________________________

______________________________

Cash      Sale       Charge

Circle One



___________________________________________________________________

CUSTOMER'S SIGNATURE

________________________

DATE

