Date:

e
RENNC 99
L1 I VINL W

Ber? Fy Medtael Cerezer

PROBLEM RESOLUTION DEPARTMENT

OMr. OMrs. O Ms.

Patient name:

Last First Middle Initial
Address:

Street City State Zip Code
Daytime Telephone #: () Second Telephone #: ()

Hospital/Provider Name:

Type of Complaint:

Hospital Billing Error
Itemized Bill not Received

Physician Charging/Billing Error

Other issue
Was the Patient an: Out-Patient In-Patient Emergency Room
Hospital Account #(s): Date(s) of Service:
Balance(s) Owed: $ $
Have you contacted Bert Fish to try and correct this situation? Yes No
Hospital Employee (s) talked with: Date(s) you spoke to them:
Hospital Employee (s) talked with: Date(s) you spoke to them:

What has been done to investigate your complaint?

401 Palmetto Street New Smyrna Beach, FL 32168



Explain your complaint fully: Give dates, facts, and events in the order that they occurred. Attach two copies of
any documentation you have to support/document your complaint.

Signature Date

Patient’s: Parent Guardian Representative

Print Name

Please complete this form and submit to the Problem Resolution Department via mail or fax at (386) 424-6536.
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