
IMPORTANT INFORMATION

We have partnered with AMS and they are an extension of
our business office. Your account is not in default.

Payment in full is expected or contact AMS for payment
options.

If you feel the balance is incorrect or want an itemization of
charges, please contact AMS. Do you have insurance that
wasn't provided? Please contact AMS or provide insurance
information on the back and return to AMS.

PAYMENT OPTIONS AND CONTACT INFORMATION

To pay securely online, please go to
www.amspays.com. Login using your AMS
account # 0009XXXXXX and Zip Code.

24/7 Pay by Phone:    800.660.4AMS(4267)

563.344.0102    Toll Free: 877.589.3647.
Hours:  Mon – Friday   8am-5pm CT (excluding
Holidays)

FINANCIAL ASSISTANCE

Financial assistance may be available. For more
information call 877.589.3647 or visit
https://rhshc.com/patients-visitors/for-patients
/financial-responsibility-and-price-estimates/

SUMMARY OF ACCOUNTS Statement Date: AUGUST 5, 2022

                                     DATE OF        PLACED        AMOUNT      ACCOUNT
  PROVIDER            ACCOUNT #      SERVICE        AMOUNT         PAID       BALANCE
                                     DATE OF        PLACED        AMOUNT      ACCOUNT
  PROVIDER            ACCOUNT #      SERVICE        AMOUNT         PAID       BALANCE

  REG HEALTH SERVICES OF HOWARD      03/08/21        176.80          0.00       176.80

                     6XXXX-0XXX-XXXU

  REG HEALTH SERVICES OF HOWARD      07/30/20         51.60         10.00        41.60

                     6XXXX-X0XX-XXXU

  REG HEALTH SERVICES OF HOWARD      02/04/22        127.00          0.00       127.00

                     6XXXX-XX1X-XXXU

  REG HEALTH SERVICES OF HOWARD      11/01/19         47.90          0.00        47.90

                     6XXXX-XXX6-XXXU

                                                                             ==========

                                                                                393.30

SCAN ME

 CARD NUMBER  EXP. DATE

 CARD HOLDER NAME  CVV

 SIGNATURE  AMOUNT PAID

Account Number: 0009XXXXXX
Amount Due: $393.30 Due Date: Upon Receipt

PO BOX 2008
DAVENPORT IA 52809-2008
ELECTRONIC SERVICE REQUESTED

0051420024000000000052801---000001Riw0GszGAAAb

CONSUMER NAME
CONSUMER ADDRESS
DAVENPORT IA 52801

ACCOUNT MANAGEMENT SOLUTIONS
PO BOX 2008
DAVENPORT IA 52809-2008

AUGUST 5, 2022

1-CDQUAD10-A01-06/03/22-000001Riw0GszGAAAb

*** Please detach the lower portion and return this form ***

1e
1/1b*

PROOF

PROOF



Do We Have Your Insurance Information?
Complete this insurance information area only if information has not been previously provided or has changed.

1. Primary Insurance: Medicare Medicaid Other 2. Secondary Insurance: Medicare   Medicaid   Other

Patient Name _________________________________________

Insurance Co. Name ____________________________________

Insurance Co. Address: _________________________________

City/St ________________  Zip __________  Phone__________

Policy # ___________________ Group # ___________________

Policy Holder's Name ___________________________________

Policy Holder's DOB ____________________________________

Policy Holder's S.S. # ______________ Employer_____________

Patient Name _________________________________________

Insurance Co. Name ____________________________________

Insurance Co. Address: _________________________________

City/St ________________  Zip __________  Phone__________

Policy # ___________________ Group # ___________________

Policy Holder's Name ___________________________________

Policy Holder's DOB ____________________________________

Policy Holder's S.S. # ______________ Employer_____________

I  authorize  the  hospital  to  submit  any  or  all  medical  data  to  my  insurance  company.  and  authorize  the  assignment  of  any  benefits  or  payments  to  the
hospital. I understand I am financially responsible to the hospital for charges not covered by this authorization. Please return with copies of the front and
back of your insurance card(s).

Signed ________________________________________ Date _______________________________

Change of Address

Name _________________________________________________ Phone ___________________________________

Mailing Address ____________________________________________________________________________________

City ___________________________________________________ State ___________________ Zip ____________

PROOF

PROOF


