
ADDRESSEE: REMIT TO:

* Please return BOTTOM portion in supplied envelope *

Please enter address or insurance changes on back and check box

ANYWHERE OH 12345-6789

NATIONWIDE CHILDREN’S HOSPITAL
PO BOX 182888 DEPT L-5110
COLUMBUS, OH 43218-2888
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                MR #                            DUE DATE:

ACCOUNT NUMBER

   EXP DATE

   CARD NUMBER

   SIGNATURE

STATEMENT DATE PAY THIS AMOUNT

  SHOW AMOUNT
  PAID HERE $

$20.0003/18/08 000000000

04/07/08

   QUESTIONS ABOUT YOUR BILL?  PLEASE CALL: OFFICE HOURS:
Para la ayuda financiera, llame por favor

1-614-722-2055
Monday - Friday

7:00 A.M. - 5:00 P.M.

1
PATIENT’S NAME

JOHN SAMPLE 0000000000
ACCOUNT NUMBER PG #

02/14/08 03/18/08
MR # SERVICE START DATE SERVICE END DATE STATEMENT DATE
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Patient Accounts
700 Children’s Drive
Columbus, Ohio 43205-2696

Patient Accounts
700 Children’s Drive
Columbus, Ohio 43205-2696

03/11/08
03/11/08

PAYMENT ANTHEM
ADJUSTMENT ANTHEM

-140.20
-17.80

We accept checks, VISA, MasterCard, Discover, and debit cards.
Please call 1-614-722-2055 to make payment arrangements.

Email us at children’spatientaccounts@NationwideChildrens.org
For financial assistance information, visit www.NationwideChildrens.org

DESCRIPTIONDATE AMOUNT
CHARGES FOR CLINIC SERVICES

00.871YTIVITCA SUOIVERP

$20.00ACCOUNT BALANCE
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00000000000000

SECONDARY INSURANCEPRIMARY INSURANCE

YOUR INSURANCE HAS PROCESSED
YOUR CLAIM.   PLEASE PAY IN FULL BY
THE DUE DATE.
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1. Patient’s Name
The name of your child should appear here; if there are any spelling errors or 
mistakes, please contact us at (614) 722-2055 so we can make the appropriate 
changes.

2. Account Number
This is the number we use to identify your child. It is also the number we need 
if you have any questions involving your bill.

4. Service Start Date
This is the date the services were provided.

5. Service End Date
This the date the services were finished.

6. Statement Date
This is the date your bill was issued by our system.

7. Office Hours
We are here to answer your calls during these business hours.  Call the number 
to the left for personal assitance with your bill. 

8. Primary Insurance
This is the insurance company you provided to us and, therefore it was billed 
for the services.  Please check and make sure this information is correct.  If 
anything is incorrect, please notify us at (614) 722-2055 so we can make the 
apporate changes. 

9. Date Column
This column shows the date the service(s) or payment was rendered.

10. Description Column
This column shows details for the service(s) received in the hospital or any 
adjustments that have been made to your account. 

11. Amount Column
This column shows the cost of the service(s) received or shows the amount 
made by the insurance company as based on your plan with the company.

12. Important Messages
     This is the place for any specific messages we have for you involving your
     account. Please read.
13. Credit Card Information

If you would like to pay your bill by credit card; fill in the information here or you 
may pay online at NationwideChildrens.org.

14. Pay This Amount
This box shows the amount you owe for this bill, which is the total amount 
owed to the hospital after any payments have been made from your insurance 
company. 

15. Due Date
This the date the payment is due for this bill.

16. Show Amount Paid Here
This box is where you show the amount you are enclosing with the bill. 

17. Addressee
This is the name and address of the person who is financial responsible for this 
bill. 

18. Remit To
This is where the payment needs to be mailed along with the bottom portion of 
the bill.  Please enclose it in the envelope that has been provided. 

3. MR #
Medical record or patient.


