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FAITH REGIONAL HEALTH SERVICES
PO BOX B69

NORFOLK, NE BB702-0869
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Payment options or payment-in-full must be made after receiving this statement,
ACCOUNT NUMBER

If you need assistance, please call the number on the back of this statement.
Thank you,
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The charges listed on the front side of this statement represent services received at Faith Regional Health Services. These charges may
include Emergency Room physician charges if you wene a patient in our Emergency Room. Faith Regional Health Services also bills for
psychiatrc services, surgical assist services and infectious disease services. Any other physician charges will be billed by your physician’s

office.
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Please select one of the payment options below if you have an amount not covered by insurance.

Payment-in-full Option With Discount: If you pay your self-pay balance within 30 days of your first self-pay statement, you
may take 5% oﬂ’afyour balance. Send in 95%: of your self-pay balance due to take advantage of this discount. If you pay your
self-pay balance in full within 60 days of your first self-pay statement, you may take a 2.5% discount. Just send us 97.5% of your
self-pay balance. If you need help in determining the amount to send, please call the number below and our staff will be happy to
assist you. Balances under $§50.00 are required to be paid-in-full less your discount.

30-60-90 Day Option: Pay your account balance over a 90 day perod and avoid finance charges. You may pay 1/3 of your
outstanding balance each month. Your first payment is due within 30 days of your first self-pay statement. If you have any
questions, please contact you Patient Financial Services Representative listed below,

Monthly Payment Option: If you need more than 90 days to pay your account balance, select this payment option. There will
be an interest or finance charge, of one percent (1%4) per month added to all charges that remain unpaid after ninety (20) days.
This is an open-end credit agreement. You will be able to add future self-pay balances once you have established your account
Monthly payments are determined based upon your current balance.

If Your Balance Is Between: Your Monthly Payment [s:

5 000- $750.00 $50.00

§ 751.00- $1,500.00 $100.00

$1,501.00-52,500.00 $150.00

$2.501.00-§3,500.00 $200.00

For amounts greater than §3,500.00 Monthly payment ine by $50.00 for each additional §1,000.00
Patient Financial Assistance: Faith Regional Health Services offers a financial assistance program to those patients with no or
limited financial resources. If you think that you might qualify, please call the number listed below,

It is important that you select one of the payment options or the financial assistance program listed above. If your account is
not paid within 90 days or if you have not followed the payment policy guidelines, your account may be referred for further
collection action.

For more information regarding billing and general information regarding Faith Regional Health Services, please visit our
website at http:/ /www.frhs.org.

For assistance with payment of your account or if you have questions regarding your insurance, please call (402) 644-7145. Please
listen for the options that will guide your call to the person who can assist you.

Thank Youl






