
IF	PAYING	BY	MASTERCARD,	DISCOVER,VISA	OR	AMERICAN	EXPRESS,	FILL	OUT	BELOW.

MASTERCARD DISCOVER VISA AMEX

CREDIT	CARD	NUMBER CVV2/CID

SIGNATURE EXP.DATE

STATEMENT	DATE Balance	Amount Amount	Enclosed ACCT.#

04-22-2025 $0.00 $ AB10541

	

AB	Dermatology,	LHR
41	10th,	DHA
New	York,	NY	10018

henary	Test
|||||||||||||||||||||||||||||
henary	Test
New	york	
New	York,AZ			85001
	

STATEMENT |||||||||||||||||||||||||||||||||||||||||||||||||||	Page:	1	of	1
PLEASE	DEATACH	AND	RETURN	TOP	PORTION	WITH	YOUR	PAYMENTS

DATE DESCRIPTION CHARGES ADJ	*
PAYMENT

BALANCE
INS PAT

|||||||||||||||||||||||||||||
AB	Dermatology,	LHR	
41	10th,	DHA	
New	York,	NY	10018

SCAN
FOR

MOBILE
PAYMENT

PHONE	(123)	123-1234

https://portal.ease-ehr.com/patientPortal/oneTimePayment?patient_id=10541&location_id=1001&practice_id=1001&user_id=1001

