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MITCHELL A KLINE, MD PC ‘
‘ 700 PARK AVENUE ; -

NEW YORK, NY 10021 e SR P et SE=L
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JEFFREY EPSTEIN

9 EAST 71ST STREET
NEW YORK, NY 10021

" 02/05/2015 "~ 1275.00
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Date Procedure Description Charges Insurance Patiant Adj. Balance
01/22/2015 599205 |New Pt High Compiexity 500.00 500.00
I
01/22/2015 | 11100 | Biopsy/Skin, 1st 250.00 : 260.00
01/22/2015 | 17000 | Dest Ben/Premalig 1st 175.00 175.00
01/22/2015: 17003 | Dest Ben/Premal 2-14 350.00 350.00
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Statement Date: 02/06/2015 !‘

Please remit payment of  $0.00  payable to: MITCHELL A KLINE, MD PC
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