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Martha TEST

Apr 1, 2026

Chart # N/A

Balance prior to: March 19, 2026 1,062.6617.000.001,079.66
Patient Name: SCOTT TEST Chart Number: 50035998

3/19/2026 Monthly Ortho Fee $127.33 $0.00 $127.33 $127.33
3/25/2026 D9986 Missed Appointment $0.00 $0.00 $0.00 $0.00

APPOINTMENTS
April 15, 2026 at 8:00am at the Faculty Group Practice.

PLEASE DETACH AND RETURN THE TOP PORTION OF THIS RECEIPT WITH YOUR PAYMENT. RETAIN BOTTOM PORTION FOR YOUR RECORDS

DATE PROC
CODE

TOOTH#
SURF

PROCEDURE DESCRIPTION TOTAL AMOUNT EST. INS.
PORTION

EST. PAT.
AMOUNT

PAYMENT PLAN
AMT.

TOTAL DUE INS DUE PATIENT DUE PLAN DUE

1,206.99 0.00 1,206.99 0.00

1,206.99

Comments:
Billing@hsdm.harvard.edu or call 617-432-0345
Pay online: https://www.hsdm.harvard.edu/patients

Due Date: 5/1/2026
Page 1 of 1Any comments or questions, please do not hesitate to contact us at  617-432-0345
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 PLEASE READ THE FRONT OF THIS FORM CAREFULLY BEFORE YOU COMPLETE ANY OF THIS INFORMATION!
 

 

 

 
1. If you wish our assistance in filing a claim for your health insurance benefits, please complete the form below 

and return it to our office. Failure to return the form automatically makes you responsible for payment in full. 
2. If you need another claim filed for a second insurance company, please make a photocopy of the front and back 

of this statement, then complete one form for each insurance carrier. Return all forms to our office. 
3. Be sure to sign the appropriate authorization(s) for each form submitted. 
Complete all items below and return to our office. 

 
 

Insurance Company  Insurance Co Telephone No.  

Claim Office Address    

Policy Number  Group Number  

Name of Insured  Home Telephone Number  

Social Security No.  Medicare No  Medicaid No  

Employer Of Insured  Employer’s Telephone No  

Employer’s Address  

Relation of Patient to Insured  Patient’s Date of Birth  

Was condition related to     Employment     Auto Accident Date of accident/injury 

Referring Physician  

X 
AUTHORIZED SIGNATURE DATE 

SAMPLE




