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ADMINISTRATIVE EXPENSE CLAIM FORM

Debtor: Fayette Memorial Hospital Association, Inc., Case No. 18-07762-JJG-ll

NOTE: This form should only be used to make a claim for an Administrative Expense arising or accruing
from May 1, 2019 through August 31, 2019 ONLY.

Name of Creditor (The person or other entity to whom the debtor owes money or
property): i

S A Mo[^A~e S.
□

Check box if you are aware that anyone else has filed a proof of
claim relating to your claim. Attach copy of statement giving
particulars.

y
Name and address where notices should be sent;

Cp£MiA'e(tSO( 1 l-e, <V?S3/ C>K
Name and address where payment should be sent (ifaifferent): , .

<^co'S'£'3-^o^y'C^of ou^boS>/ ^7^'y ^ ^ ̂

b/ Check box if you have never received any notices from the
bankruptcy court in this case.

□ Check box if the address differs from the address on the envelope
sent to you by the court.

RECEIVEDTelephone number:

Last foui^igits of account or other number bv which creditor identifies *

f^-o'yyGQ-^sG' II - tx><.S-3>C' SEP 2 3 2019
1. Basis for Administrative Claim

1  Icoods sold
HUservices performed
1  iMonev loaned

Personal injury/wrongful death

1  iTaxes > o
■Mother l^A^JCCal pi US

^Retiree benefits as defined in 11 U S C. § 11' GROUP
1  1 Wages, salaries, and compensation (fill out below)
Last four digits of your SS ft:
Unpaid compensation for services pei'formed

from - lo

(date) (date)

2. Date(s) debt was incurred: j

/V/€>'=r/
3. If court judgment, date obtained:

4. TOTAL AMOUNT OF ADMINISTRATIVE CLAIM: S ^3 .5~<P S _ ^ OOD'OO — l0O,S~O^'0^
If all or part of your claim is secured, also complete Item 5 below. ^7^ U1 f^( 5 fT ftci )

1  1 Check this box if claim includes interest or other charges in addition to the principal amount of the claim. Attach itemized statement of all interest or
additional charges.

5. Please identify the property of the Debtor that secures the claim.

Description of Property:

Basis for Perfection:

Value of Property:

6. Offsets, Credits and Setoffs:

1  IaII Payments made on this claim by the Debtor have been credited and
deducted from the amount claimed herein

^^This claim is not subject to any setoff or counterclaim.

^^This claim is subject to setoff or counterclaim as follows:

7. This Administrative Proof of Claim:

[^is the first filed proof of claim evidencing the claim asserted
herein.

l/lamends/sunnlements a nroof of claim filed on

*"■ ^'019
r~lreDlaces/susDends a nroof of claim fi led on

8. Assignment

1  llf the claimant has obtained this claim by Assignment, a copy is attached hereto.

9. Supporting Documentation:

Filers must leave out or redact information that is entitled to privacy on this form or on any attached documents. Attach redacted copies of any
documents that support the claim, such as promissory notes, purchase orders, invoices, itemized statements of running accounts, contracts,

judgments, mortgages, and security agreements. Do not send original documents; they may be destroyed after scanning. If the documents are not
available, explain in an attachment.

Dale: /3j ^ (
Sign and print the name and title, if any, of the creditor or other person authorized to file this claim (attach copy of
power of attorney, if any4:Q. y O^llcfS A-

A person who files a fraudulent claim could be fined up to $500,000, imprisoned for up to 5 years, or both. 18 U.S.C. §§ 152, 157, and 3571.
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UNITED STATES BANKRUPTCY COURT

SOUTHERN DISTRICT OF INDIANA

INDIANAPOLIS DIVISION

IN RE:

FAYETre MEMORIAL HOSPITAL

ASSOCLVnON, INC. d/b/a FAYRTrE
REGIONAL HE/VLTH SYSTEMS,

Debtor.

Case No. 18-07762-JJG-ll

NOTICE OF DEADLINE FOR FILING ADMINISTRATIVE CLAIMS ARISING

DURING THE PERIOD BETWEEN MAY 1,2019 AND AUGUST 31,2019

PLEASE TAKJ.{ NOTICE-'. The United States Bankruptc)- Court for the Southern District
of Indiana, Indianapolis Division, has entered an Order Establishing Claims Bar Date (the "Bar Date
Order") sctdng October 18,2019 (the "Claims Bar Date") as the deadline for all persons and entities,
including individuals, partnerships, corporations, estates, trusts and governmental units (except those
persons and entities described below), who have or may have any claim against Fayette Memorial
Hospital Association, Inc., d/b/a Fayette Regional Health Systems (the "Debtor") that arose durirtg
the period between May 1,2019 and August 31,2019 to file a request for allowance and/or payment
of such claim pursuant to 11 U.S.C. § 503 (an "Administrative Expense Claim").

Pursuant to 11 U.S.C. § 503, "after notice and a hearing, there shall be allowed, administrative
e.\pen.ses, other than claims allowed under section 502(f) of [title llj, including - the actual, necessary-
costs and expenses of pre.serving the estate..."

Any person or entity asserting an Administrative Expense Claim against the Debtor's
bankruptcy estate shall file such claim on or before the Claims Bar Date. Each proof of claim must
substantially conform to the Administrative Proof of Claim Form attached to this Notice. Proofs
of Claim may be filed by sending them to Debtor's Claims Agent, BMC Group, Inc., either: (I) by-
regular mail to BMC Gniup, Inc., Attn: I-'MH.A Claims Processing, PO Box 90100, Ixis Angeles, CA
90009 or (2) by messenger or overnight delivery to BMC Group, Inc., Attn: FMHA Claims Processing,
3732 West 120th Street, Hawthorne, CA 90250, so as to be RECEIVED on or before October 18,
2019. Facsimile, email or other electronic submission will not be accepted. Proofs of claim shall be
deemed filed when actually received by BMC Group, Inc. Timely filed proofs of claim that are entitled
to prima facie validity will be deemed allowed unless and until objected to by the Debtor or other
party in interest. Should an objection be filed, you will receive notice and an opportunity to respond.

If you have previously filed an Administrative Expense Claim with the Bankruptcy Court
seeking allowance and/or payment of a claim against the Debtor, or if the Bankruptcy Court has
entered an order allowing or otherwise resolving your claim against the Debtor, you do NOT need to
file anything further unless you have an additional or different claim.
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ANY PERSON OR ENTITY THAT IS REQUIRED TO FILE A CLAIM ON OR
BEFORE THE CLAIMS BAR DATE, BUT FAILS TO DO SO, MAY BE FOREVER
BARRED, ESTOPPED AND ENJOINED FROM (A) ASSERTING ANY SUCH CLAIM
AGAINST THE DEBTOR AND/OR ITS BANKRUPTCY ESTATE AND (B)
RECEIVING PAYMENT FROM THE DEBTOR'S ESTATE OR A DISTRIBUTION ON

ACCOUNT OF SUCH CLAIM UNDER ANY PLAN CONFIRMED IN THIS CASE.

YOUR RIGHTS MAY BE AFFECTED BY THIS NOTICE and you should read these
papers carefully and consult with your attorney. If you do not have an attorney, you may wish to
consult one.

Dated: September 6, 2019
Isl Wendx D. Bmuer

Wendy D. Brewer (#22669-49)
FiJi;rz M.vddox Dickkks PLC

333 N. Alabama Street, Ste. 350
Indianapolis, IN 46204
Tel: (317)215-6220
li-Mail: wbrewerfi/jfnidlegnl.com

-and-

Laura M. Brymer (#30989-10)
Flltz M.\ddo.n: Dicki-ns PI.C

101 S. Fifth Street, Ste. 2700

Louisville, KY 40202
Tel: (502) 588-2000
li-mail: Ibrymerfit/fmdlegal.com
Attom^s for ihe Deb/or



Fill in this information to identify the case:

Debio' 2

S^cjse i)M-ci

Untied Slates Bankruptcy CouT 'c the.^5u/jk/ft[|3isUict of
Case numbe'

Official Form 410

Proof of Claim 04/19

Read the instructions before filling out this form. This form is for making a claim for payment in a bankruptcy case. Do not use this form to
make a request for payment of an administrative expense. Make such a request according to 11 U.S.C, § 503.

Filers must leave out or redact nformation that is entitled tc privacy on this form oi on any attached documents. Attach redacted copies of any
documents that support the claim, such as promissory notes, purchase orders, invoices, itemized statements of running accounts, contracts, judgments,
mortgages and security agreements Do not send original documents; they may be destroyed after scanning. If the documents are not available,
explain m an attachment.

A person who files a fraudulent claim could be fined up to 5500,000. imprisoned for up to 5 years, or both 18 U.S.C. §§ 152, 157. and 3571.

Fill in all the information about the claim as of the date the case was filed. That date is on the notice of bankruptcy (Form 309) that you received.

Identify the Claim

1 Who is the current

creditor?
Name o' the curren; creditor iihe person o' ent'y to 09 oaid tor this clS'fn)

Otner names the creditor used with the debtor

2. Has this claim been

acquired from
someone else?

'"No

Ves. From whom''

3. Where should notices Where should notices to the creditor be sent?
and payments to the .

40I{A^
Federal Rule of ' '

Contact phone

Contac; email

Where should payments to the creditor be sent? (if
different)

ZIP Code ' C.I,

Contact phone

Contact emaii

Uni'oriT claim loen'if.cr for electronic paymsnts in chapter 13 (i' you use one)

4. Does this claim amend
one already filed? ^ Claim number on count claims registry (if Known)

t.tr.i 00 ■n'.^Y

5. Do you know if anyone
else has filed a proof Vgg Who made the earlier filir^g'
of claim for this claim?

Official Form 4l( Proof of Claim



Give Information About the Claim as of the Date the Case Was Filed

6. Do you have any number Q nq

drttor? 4^es. Last 4 digits of the debtor s account or any number you use to identify the debtor:

7. How much is the claim? S_ £?.•?, J~o.t nO . Does this amount include interest or other charges?
^  " ^No

dl Yes. Attach statement itemizing interest, fees, expenses, or other
charges required by Bankruptcy Rule 3001(c)(2)(A).

8. What is the basis of the Examples; Goods sold, money loaned, lease, services performed, personal injury or wrongful death, or credit card,
claim?

Attach redacted copies of any documents supporting the claim required by Bankruptcy Rule 3001(c).

Limit disclosing information that ts entitled to privacy, such as health care information.

V\r*iJCcjouL

9. Is ail or part of the claim IsKno
secured? Q Yea jhe claim is secured by a lien on property.

Nature of property:

G Real estate. If the claim is secured by the debtors principal residence, file a Mortgage Proof of Claim
Attachment (Official Form 410-A) v/ith this Proof of Claim.

a Motor vehicle
Q Other. Describe:

Basis for perfection:

Attach redacted copies of documents, if any. that show evidence of perfection of a security interest (for
example, a mortgage, lien, certificate of title, financing statement, or other document that shows the lien has
t>een filed or recorded.)

Value of property: S,

Amount of the claim that is secured; S_

Amount of the claim that Is unsecured: S (The sum of the secured and unsecured
amounts should match the amount in line 7,)

Amount necessary to cure any default as of the date of the petition: $_

Annual Interest Rate (when case was filed) %

□ Fixed
Q Variable

10. Is this claim based on a

G Yes. Amount necessary to cure any default as of the date of the petition. S.lease? '

11. Is this claim subject to a
right of setoff?

G Yes. Identify the property:

paoe 2
Proof of Claim

Official Form 410



12. Is all or part of the claim
entitled to priority under
11 U.S.C. § 507(a)?

A claim may be partly
priority and partly
nonpriority. For example,
in some categories, the
law limits the amount

entitled to priority.

Q No

Q Yes. Check one:

a Domestic support obligations (including alimony and child support) under
11 U.S.C. § 507(aK1 )(A) or (a)(1 )(B).

G Up to S3,025* of deposits toward purchase, lease, or rental of property or services for
personal, family, or household use. 11 U.S.C. § 507{8)(7).

□ Wages, salaries, or commissions (up to $13,650*) earned within 180 days before the
bankruptcy petition is filed or the debtor's business ends, whichever is earlier.
11 U.S.C. § 507(a)(4).

G Taxes or penalties owed to governmental units. 11 U.S.C. § 507(a)(8).

^^^^Contnbutions to an employee benefit plan. 11 U.S.C. § 507(a)(5).
ther. Specify subsection of 11 U.S.C. § 507(a)( ) that applies.

Amount entitled to priority

* Amounts are subject to adjustment on 4/01/22 and every 3 years after that (or cases begun on or after the date of adjustment.

Sign Below

The person completing
this proof of claim must
sign and date it.
FRBP 9011(b).

If you ftle this claim
electronically. FRBP
5005(a)(2} authorizes courts
to establish local rules
specifying what a signature
is.

A person who files a
fraudulent claim could be
fined up to SSQO.OOO,
Imprisoned for up to 5
years, or both.
18U.S.C. §§152,157, and
3571.

Official Form 410

Check the appropriate box:

I am the creditor.

U I am the aeditor's attorney or authorized agent.
□ I am the trustee, or the debtor, or their authorized agent. Bankruptcy Rule 3004.
Q I am a guarantor, surety, endorser, or other codebtor. Bankruptcy Rule 3005.

I understand that an authorized signature on this Proof of Claim serves as an acknowledgment that when calculating the
amount of the claim, the creditor gave the debtor credit for any payments received toward the debt.

I have examined the information in this Proof of Claim and have a reasonable belief that the information is true
and comect.

I declare under penalty of perjury that the foregoing is true and correct.

Executed on date
MM ' DO YYYY »

Signature

Print the name of the person who is completing and signing this claim:

A. ^/lAA-e.sName
Middl Last name

Title

Company

e nameFirst name

•Cr.iM Hex, fr'-A-... /
itif^the corlcrate servicer as the conriany if the autnonzed agent is a servicer.

ySby PiPctiMila Acr-e
Kfitmhm' * Street rrxumgcT ^

Contact ptione

.

Email

Proof of Claim



REQUEST FOR PAYMENT

Your physician chose Amenpath lo diagnose and interpret tie laP/pathology specimen collected at (he t^me of your pnysician and 'or
hospital visit professional and Technjcai 3ery;ces are 'n addition to those Oi'led by your physician and /or hospital Any amount not
covered by your insurance :S your resoonsipiiny if the nsu^ance information below is naccurate or incomplete please contact us at
800-890-6220 ^he CPT codes provided are based on AMA guidelines and without regard to specific payor requirements

Paiien! Narnp

Account Number

DAuLAS HOLMES

UM39 ;r6947>l52

Purnary Insurance.

Name o? insured

PoliCY Number

insured Date of Birlh

SIHO

DAI.I^S HOLMftS

XXXXX/'201

GIL'^rv'XX

For automated payment options 24 hours a day please call 800-890-6220

Rilling iiuesiions or inquiries please can 800-890-6220
Mon - Thu's 8:30am - 5:00pm CS"' Fri 9;CK)am • 4:00pm rjS'

Secondary Insurance

Name of Insured

Policy Number

Insured Date cf Birth

None on fde

08/06'18

04/30/19

08/06/18

08/06/18

04/30/19

INVOICE n

62047936323

62047936324

DESCRIPTION CPT-MOD

REFERRING PHYSICIAN: GOODRICH MD,SARAH KAY
r^ATH CONS OURNG 5U 3833*-2e )
5'iHC ftAvmeN^
CONTRACTUAL AD^LST

INVOICE BALANCE
EXPENSES INCURRED AFTER

COVERAGE'ERMINA^ED

REFERRING PHYSICIAN: GOODRICH MD.SARAH KAY
:MH)STOCHEM/CYTCHV 88341-26 :
TvlHiSTOCHEM/CVTCHM 88342-26 :
SIHO PAYMENT
contractual ADJUS'

INVOICE BALANCE

ACTIVITY

306 00

0.00

0.00

363 GO

121.00

0 00

0 00

PATIENT

BALANCE

306,00

484.00
C.onV'H/ea un Not' Pikjo

ON'.'Nf- CARD PAYMt-N ; (Lab Code = AMP)
Tg pav online by credit card. vsi» --eiui.,

= .£Ai£ ! -r'AC- Asd ss'.H'. ■- 5 ": - " ■ • ■"

Amer
f- y c;r-'r:i • f. -

A9 01 000&C2 61843 B 3 A

f}AI ; AS HOLM'f.S
ia09 VIRGINIA AVf
CDNNFRSVI l lfc !N -l .'s;*' • >631

check box il above aUdruss is incorrect oi insurance
.mnrnvntion hns cnanQHG and indicate chanqnisi on reverse

ihon click'm

Please write your account # on your check.
Make your check payable to the address below.
Mairaffwa— statement date account B

--n- -G 'JM3U 2r>947n'>e

amount being paid

52.021 00

To cay t;> creek D'ease moicaie tne a-nou-: M^a a-d
oiace cneck 'c tne endcsea en /eioDe

y//SA CMSC VER

p^oro - '! '. i

ilHlijiji'lliU
AMERIRATH INOiANAPOLIS
AMFRIPATH INOIANAPOl IS
HU Unx /4Ui;/G
CiSriNNATI nil .1;:774 - ou/f)

01Un3=1G00DEt==m7=lSfinD5D21D00tDm=IDALLASDH0LnESDDDaa00QDDDaa



ST VINCENT HEALTH

Your Account Status
Soutlicasioin |f\ Healti'i Orj: uolUttT-d us 'hat you v/t-ir not
covgi ■"•u L-fider thcir plan. Tht -j hoilanff" is ycur '■Gs[^(■)n^l^of^tv. If
'.ntS : . irii oneci, I'L'filaci you" inMn-^r

Charges
r Previous Payments & Credits
- Payment Due Upon Receipt

S17,157.00
$0.00

$17,157.00

PalienI Name

Dallas Holmes

;  - PROFESSIONAL FE^
' Charges-forservkes rendered by a provider, such as an waminalion or eitplanation of resulfs.

Ptovidor Name Service Location
Janet Rippy, MD ST VINCENT HOSPITAL

Date Description Charge Status
D8/C3/20ia r'LCCTRCCARDIOGRAM, ROUTINE ECG WITH A" LEAS'

12 LEADS. INTERPRETATION AND R

02/02/2019 Insurance Cornpany: Southeastern IN Health Dig Not Ellg
Patient Balance - Misc.

Charges
546.00

Payments/
Credits

'IIS%

Patient Balarrce

$48.00

Patient Name
Dallas Holmes

Provider Name
Sarah Goodrich, MD

Date Description
08/06/2018 tlh without 2500 OR LESS
02/0/''2019 Hsurancc Company: Southeastern IN Health Org

Potrenf Balance - Mtsc.

Charge Status

NolEi.g

Service Location
ST VINCENT HOSPITAL

Charges
S4.6C8.C0

Payments/
Credits Patient Balance

$4,608.00

08/06/2018 LAPAROSCOPY BILATERAL 10TAL PELVIC
IYMPHADENECTOMY

02/02/2019 Insurance Company. Southeastern IN Health Ofg
^  Patient Balance-Misc.

C8/06./20t8 CYSTOURETHROSCOPY
„  C2/02/2C19 Insurance Company: Southeastern IN Health Org
^  Patient Balance ■ Misc.

$3,651.00

Net Etig

$591.00

NotElig $0 00

$3,651.00

$591.00

Patient Name
Dallas Holmes

Provider Name
Wendy M Fodstad PA-C

Date Description
C5/C6/201S TLH WITHOUT 250G OR LESS
02'02/2019 insurance Company Southeastern IN Health Org

Patient Balance • Misc.

0S/C6/2018 LAPAROSCOPY BILATERAL TOTAL PELVIC
I.YMPMADFNFCTOiVY

02/02/2019 Insurance Company: Southeastern !N hieaith Org
Potient Science ■ Misc.

Charge Status

Net Elig

Not Elig

Service Location
ST VINCENT HOSPITAL

$3,651.00

• aip.o"/
Payments/

Charges Credits Patient Balance |
;.4.60S.OO "

50.00

-Kir '

$4,608.00

$3,651.00

A-.V 3 ur d-v. j--" ■ S--
r-U Bis r.'r. r45"i5-c0&5 _ __

.r .. ....< 1 *'■ eet'. .'a'-', s SPlJle •»gatC '.•^S i;'.1 'V .1.CU' t. J' .• -t.



IMPORTANT INFORMATION

THANK YOU FOR YOUR BUSINESS. PLEASE SEND YOUR PAYMENT
WITHIN 10 DAYS.

IF YOU'VE SENT PAYMENT IN FULL. PLEASE ACCEPT OUR THANKS

FOR PROFESSIONAL PATHOLOGY SERVICES RENDERED AT CYTOMETRY SPECIALISTS INC.

> PATIENT INFORMATION

Patient N^ HOLMES.DALLAS A
Your Physician TOLNAY.GABOR L
Account Number 063258749

Original account# 378279/CSIG

ACCOUNT SUMMARY

> INSURANCE INFORMATION

06/23/18 INMUNOHISTO ANTB ADDL SLIDE 88341-59x10

06/23/18 IMNUNOHISTO ANTB 1ST STAIN 88342-59x2
06/23/18 TUMOR imUKOHISTOCHEM/MANUAL 88360-59x2

06/27/18 MICROSLIDE CONSULTATION 88323

Balance Due

2300.00

540.00

700.00

320.00

3860.00

PRIMARY

Insurance Name

Name of Insured

Policy Number
SECONDARY

Insurance Name

Policy NuG^r

> QUESTIONS?

SIHO

HOLMES,DALLAS

00069482201

None on file

Billing questions or changes to insurance
coverage? Please contact Patient Accounts
at 1-800-274-2158

Monday - Friday 9;Q0AN-7:00PM

> CREDIT CARD

TO PAY YOUR BILL ONLINE, PLEASE VISIT
HTTPS:I/PAYYOURBILL.APSMEDBILL.CON

MAKE CHECKS PAYABLE TO

CYTOMETRY SPECIALISTS INC.
5700 SOUTHWYCK BLVD
TOLEDO.OH 43614-1509

THIS IS YOUR BALANCE: $3860.00 -1%^ ■ I t bar ■ V 0

THANK YOU FOR VOUR PROMPT PAVMENT!

- l-jQ

,  B'V

f  '

STATEMENT DATE

03/26/19

PAY THIS AMOUNT

3860.00

ACCOUNT NUMBER

063258749

SHOW AMOUNT m
PAID HERE ®

PA88CODE

KSa FORWARDING SERVICE -S

DALLAS A HOLMES
1809 VIRGINIA AVE
CONNERSVILLE IN 47331-2831

REMIT TO

||'l|>i'|<illl|l''''lM'Hlil'lMni'l''>'li'Ml''llilllilli'l''
CYTOMETRY SPECIALISTS INC.
5700 SOUTHWYCK BLVD
TOLEDO.OH 43614-1509

n Please check box If address is incorreci or insurance information
has changed and indicate chango(s) on reverse side.

Please detach and return this portion with payment.



m

(3100 VV96T H ST

.  P STE 12J>
INDIANAPOLIS. IN 46278

1 /2

Dallas A Holmes

1809 VIRGINIA AVE

CONNERSVILLE. IN 47331-2831

Statement Date 02/12/19

Account Number 46978

Payment Due Date 02/26/19

Pay This Amount $5667.00

•illiiii'''

Billing Questions? Call (866) 771-5257 or
(317)715-1800

W'c comply w itli apj^licablc Vcdaal ctvil right?, law. and do not
cliscnniiiwtc on the ha<i% of race, color, oatiooai origin, age. disabilitv
o) sc\. }..oji£OJ.igc assj.sfancc .n'ailahlc: K.spflitol, Krcyol Ayhlon,
Hcng Vivt, Poi'tugu^s. rfrfc, rrmi^«i*, i HgrtJug, pj ccKiill.

ItftHann. Doutsdir . £1^01. pojskio. Ciujniari, Iviu. B^SS,

STATEMENT - CANCER CARE GROUP PC

Date

10/09/18

10/05/18

10/17/18

10/12/18

10.M2/18

10M7/18

10/10/18

10/10/18

10/10/18

10/10/18

10/10/18

10/23/18

10/17/16

10/17/18

Oescriptjon Amount Balance

ENCOUNTER 459234 FOR DALLAS WITH LIEBROSS MD, ROBERT

99205 - OFFICE/OUTPATIENT VISIT. NEW

ENCOUNTER TOTAL

ENCOUNTER 460196 FOR DALLAS WITH DUOAN MO, THOMAS
57156 - INSERTION OF VAGINAL RAD AFTERLOAD APP FOR

BRACHY

7777026 - HDR INTERSTITIAL INTRACAVITARY 1 CHANNEL

ENCOUNTER TOTAL

ENCOUNTER 460197 FOR DALLAS WITH TUMATI MD, VASU

77263 - RADIATION THERAPY PLANNING

7747026 - PROF SPECIAL RADIATION TREATMENT

57156 - INSERTION OF VAGINAL RAD AFTERLOAD APP FOR
BRACHY

7777026 - MDR INTERSTITIAL INTRACAVITARY 1 CHANNEL

7731626 - PROF BRACHY ISODOSE PLAN SIMPLE

ENCOUNTER TOTAL

PatientInsurance

Balance Balance

4bo 00

466.00 46S.00

465.00

465.00

320.00

425.00

745.00

496.00

395.00

320.00

425.00

445.00

2081.00

320.00

425.00

745.00

496.00

395.00

320.00

425.00

445.00

2081.00

746.00

2081.00

ENCOUNTER 460764 FOR DALLAS WITH DUOAN MD, THOMAS
57156 - INSERTION OF VAGINAL RAD AFTERLOAD APP FOR
BRACHY

7777026 - HDR INTERSTITIAL INTRACAVITARY 1 CHANNEL
Please pay your balance as Indicated at the bottom of this statement. Thank you for your prompt payment

Mon-Thur 8am-5:00pm Fnday 0am-4;3Opm

320.00

425.00

320.00

425.00

-LEASE OETAC-^A' -EP = 0=-"^!v'

o-.twc ;-cr. S . ■.

'.t-.i-Viv'.. i-: - :3!« o-

UliZ-JVISA ISXZJ MAIMASTERCARD iDtSCOVBI B3□
AMEX

$5667.00

'iT.-S£V£\^ 'C i
Dallas A Holmes i 69547835 '

V-rovt.- :-:.-r."rr" ^ y.is •

46978 02/26/19

vA'. TH-;. po-z^ion vVT-'

Cancer Care Group is pleased to announce
Bill Payment online; please go to:
https://patients.availity.com/

Statement ID: 69547835
Access Code: 2E2160

Please remit payments to.
CANCER CARE GROUP
DEFT 78725
PO BOX 78000
DETROIT. Ml 48278-0725

(AAiO



Fay«tte Regional Healtti
Group*: FAYHSP

ID*: 00069482201

DALLAS A HOLMES

RXBIN 01727^
RXPCN POM!
RXGRP 99993054

, INSURANCE

SERVICES

Benefit Networicf

8O0443 2380
www sirv} org



Cloims Submission

EOl Route#: 77153
EDI Contact 888.372.2808

Mail; SIHO
PO Box 1787
Columbus. IN 47202

Out of Area

To locate a participating PKCS network
provider when outof-area please call
888.779.7427 orvi8itwww.mulliplan.com

eSPHCS

Mecnbef/Provkler Services:
ToB Free-.800.443.2880
I.0C31:81^378.7070
Website: wwwaStoxrrg
Email: Mend)erServices@8ilio.org

Precertitication is required lOr certain
inpatient outpaliant and pharmacy
services. Call SIKO to priecertify.

Possession of this card confers no rights to
benefits except as described in the Health
Plan tmder which It was issued.

(


