<NAME OF PRACTICE>

<ADDRESS>

<PHONE/FAX>
<DATE>
RE: 
<ACCOUNT # AND/OR FILE#>


<PATIENT NAME>
Dear <COMPANY NAME>:

We are in receipt of your refund request in the amount of $___________, dated ____ / ____ / ____ 

The insurance carrier for this patient is <NAME OF PATIENT INSURANCE CARRIER>. In the matter of refund requests, it is our office policy to only work directly with the patient's insurance carrier. To avoid confusion, we do not work with third-party companies in these matters.

Please notify the carrier that we wish all correspondence regarding refund requests to be made directly with them.

Thank you for your compliance in this matter. If you have any questions or need additional information, please contact us.

Sincerely,

<OFFICE MANAGER, BILLING ADMINISTRATOR OR DOCTOR NAME>
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