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STATEMENT OF PROFESSIONAL SERVICES AS OF FEBRUARY 20, 2015
Account Number: 100508667 Tax Identification: 13-1623978

Guarantor: Julia Cuomo
Medical Record #: 74751028

Patient: Julia Cuomo

SUMMARY
TOTAL AMOUNT DUE $70.00

An Important Message Regarding Your Account

Your account is past due and requires your immediate attention. To avoid further collection activities, please remit

payment in full.

\ Visit Number: 1 SR T
;E:;Iginiﬂn:aﬁ:;?gngDda’ o 01/14115 Total Charges $70.00 ot
Patient Balance Due $70.00

Location: Office
Referred By: Lauren P Feit, MD

01/14/15 88175 Pap Test 70.00
Total $70.00
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Diagnosis Code(s): V76.2
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