1. Invoice Number
This number should be
used when inquiring on
a Patient bill.

2. Amount Due
This is the amount the
Patient owes for this bill.

3. Ordering Client

This area identifies the
Client that requested the
tests being billed.

4. |Insurance
Information

This area shows the last
insurance or managed
care that was billed for
these services.

5. Message Center
This area provides
information about the
origin and status of the
bill and methods of
payment.

6. Activity

This area lists the date
of service, tests that
were performed and any
charges, adjustments or
payments that have
been recorded.

7. Payment Stub
This stub should be
returned with the
Patient’'s payment.

Patient Invoice- Front

Laboratory Bill
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DUE UPON RECEIPT

Payments made via an online banking
service must include this invoice #

1 Your Invoice #:

— < Corr Clagenﬂnt

TAX ID# : 04-3544215
712121212120
www.labcorp.com/billing

(Factura): 31212124 )
JANE DOE 2 ( AmountDue:  $5,475.00 )
C/O JOHN DOE
123 OAK ST Patient Name: JANE DOE
ANYWHERE, NC 27215 Invoice Date: 11/10/07

Important Notice ‘

Test requested by: THIS BILL IS FOR LABORATORY SERVICES
MARCUS WELBY MD 3 REQUESTED BY YOUR PHYSICIAN. PAYMENT IN FULL
;‘gM'\é':)\F/"_'iERSET [o— 5 | 1S EXPECTED UPON RECEIPT OF THIS INVOICE. THANK
y YOU FOR ALLOWING US TO SERVE YOU. * SEE THE ‘

Insurance that has been filed is listed below:
BLUE SHIELD BACK FOR CREDIT CARD AND INSURANCE OPTIONS *

ID#:  xxx-xx-3456789 4 )
POLICY GROUP#:  XY987654321 =

Summary of Activity

Date of Service Description Charges | Adjustments Mglld?gai(i:ggéid Insu;eimce Pgtai%nt You Pay
08/30/10 252293 - HCM: 3-gene Major Panel/Hypertrophic 3,600.00 3,600.00
08/30/10 252303 - HCM: Metabolic Panel/Hypertrophic 1,875.00 1,875.00

6
Web payment and insurance filing options are available at:
www.labcorp.combilling or 1-800-845-6167 5,475.00 $5,475.00

If you received an Explanation of Benefits from your insurance company, and the patient responsibility is fess than the amount of this bill, please pay the lesser
amount. Call our Customer Service Department at 1-800-845-6167 with any questions. Only your doctor can answer questions concerning diagnosis and resufts.

TEST PERFORMED BY: LABCORP RARITAN 69 FIRST AVENUE RARITAN, NJ 08869

We accept the

Insurance and credit card payment information is located on the back of
following credit cards:

this invoice. For proper credit, return the below portion with payment.

Dlifel VY (e———
|

00O OO OO0 20 1 (Yourlnvoice#'

(Facturay: 31212124 )

<‘ Correlagen®

JANE DOE
123 OAK ST
ANYWHERE, NC 27215-0000

DO NOT SEND CASH

Make check or money order payable to:

Q\mount Due: $5,475.00 )

Correlagen Diagnostics, Inc.
P.O. Box 8010
Burlington, North Carolina 27216-2240

Payments made via an online 7
banking service must include

Invoice # 31212124

EODXENAJx*xxxxxxx 911028b5 1750%*xx 1 5475004




Patient Invoice- Back

The back of the Patient
bill includes two areas for
gathering information
that the Patient may
need to convey to our
billing department.

The top section can be
used to submit new
information or correct
information previously
given .

The bottom section,
which is the back of the
payment stub, can be
used to pay by credit
card. We accept
MasterCard, Discover,
Visa or American
Express.

The Patient can also
FAX any necessary
information to 800-227-
2939,

or call 800-845-6167,

or visit our web site at
www.labcorp.com/billing.



