Client Invoice Cover Page

1. Date

The date the invoice was
generated. This date
indicates month-end.

2. Account #

The billing account number
assigned to each client
account. Please refer to this
number when discussing your
bill with a billing
representative.

3. Invoice #

The bill number for the month
of activity. This number can
also be used to access your
account when speaking with a
billing representative.

4. Account Address
The billing address for the
Account.

5. Message Center
Important messages about
your account will be posted
here. The billing department
phone number, fax number,
and address are also located
in this area.

6. Total Amount Due
This amount includes the
current amount due and any
other amounts not yet
received.

7. Payment Stub
Please complete and return
this stub with your payment.

< Correlagen

Correlagen Diagnostics, Inc

307 Waverley Oaks Rd. Suite 101
Waltham, MA 02452
791-647-0604 »260

Tave ID# 04-3544215

SAMPLE HOSPITAL LABORATORY
ATTN: JANE DOE

123 SOMEWHERE ST 4
SUITE 500

ANYWHERE, MA 02452
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Date 07/31/10
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2 | Account# 00000001

3 Invoice # 11111111

Billing Customer Service
(800) 343-4407

To assure proper credit to your
account, please include the invoice
number on your check. Please direct
all inquiries to our dlient billing
departmant within 30 days of invoice.

** FOR YOUR INFORMATION ***

The attached itemizedbill represents charges forthe current month. PAYMENT IN FULL is expected
upon receipt of this invoice. Please return your check and the remittance stub in the enclosed

envelope.

Should you have questions, you may call 800-343-4407 or fax us at 877-867-8266. Written
correspondence should be sent to LabCorp, Inc., PO Box 8010, Burlington, NC 27218-8010.

6
3 MONTHS OR MORE 2 MONTHS PAST 1 MONTH PAST CURRENT AMOUNT
PAST DUE DUE DUE DUE TOTAL
AMOUNT $10,950.00
$0.00 $0.00 $0.00 $10,950.00 DUE
DETACH HERE AND RETURN THIS STUB WITH YOUR PAYMENT
0 OO T O AR oTAL
Account # 00000001 AMOUNT $10,950.00
Invoice # 11111111 DUE
SAMPLE HOSPITAL LABORATORY 7
ATTN: JANE DOE
123 SOMEWHERE ST CHEGK#
SUITE 500 AMOUNT:

ANYWHERE, MA 02452

Mail to:

Remit payment to: Correlagen Diagnostics, Inc.

Correlagen Diagnostics, Inc.
PO Box 8010 Burlington, NC 27216-8010
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1. Date
The date of service for
each specimen.

2. Patient
The patient name and
Client’s patient ID are
shown here.

3. DOB

The patient’s date of
birth and physician
name is shown here.

4. Accession

The accession number
that appears on the lab
report.

5. Specimen #

A unique number
assigned to each
specimen that enters the
billing system.

6. Test Description
The description of the
tests performed and the
test codes are shown
here.

7. Amount
The price of the test or
panel.

Client Invoice Detall

SAMPLE HOSPITAL LABORATORY
ATTN: JANE DOE

123 SOMEWHERE ST

SUITE 500

ANYWHERE, MA 02452

J/
QCorrelagen’

307 Waverley Oaks Rd. Suite 101

Waltham, MA 02452
781-647-0604 x260

Tax ID# 04-3544215

Date 07/31/10
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Account # 00000001
Invoice # 11111111

Billing Customer Service
(800) 343-4407

DATE PATIENT DOB ACCESSION SPECIMEN# TEST DESCRIPTION AMOUNT
07/31/10  JOHN DOE 1/1/1985  AA00000001 433123456701 252293 HCM: 3-GENE MAJOR PANEL/HYPERTROHPIC  $3,600.00
PATIENT ID: 44444 PHYSICIAN: DR. MARCUS WELBY 252303 HCM: METABOLIC PANEL/HYPERTROHPIC $1,875.00
07/31/10 JAMES SMITH 2/2/1986  AA00000002 123412345670 252293 HCM: 3-GENE MAJOR PANEL/HYPERTROHPIC  $3,600.00
PATIENT ID: 12121 PHYSICIAN: DR. JAMES KILDAIRE 252303 HCM: METABOLIC PANEL/HYPERTROHPIC $1,875.00
CURRENT PERIOD TOTAL $10,950.00
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