Information:

Drawer: Accounts Payable - Invoices

Vendor Number: 1616246

Vendor Name: Radiology Subspecialists of No
Invoice Number: 189141-11/19

Invoice Date: 11/15/19

PO Number:

Check Number: 0272540

Check Amount: $ 117.00

Check Date: 09/15/2020

Department ID: 00761

Reviewer Name:

Voucher Number: V0643221

Redaction Type: None

Document Type: AP Invoice-3 Way/Pre-Approved
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RADIOLOGY SUBSPECIALIST OF NORTHERN ILLINOIS
BO BOX 74008893
CHICAGO, IL €0674-8693
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information has changed, and indicate change(s) on reverse side.
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IRINA BEDNOVA RADIOLOGY SUBSPECIALIST OF NORTHERN ILLINOIS
1182 LEICESTER PO BO¥ 74008693

e —— CHICAGO, IL 60674-8693
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Balisnd Ins.
Date Name Description Charges |Adjustments | Payments Balance |Pen.
10/30/19 Radiologic examination, chest; 2 views 69.00 69.00
Please send copy of insurance card.
10/30/19 Radiologic examination, abdomen; 1 view 48.00 48.00

Please send copy of insurance card.

Approval SignaturM GL Acct# 01 80 p0761 530p001

If you feel you have received this balance in error, please contact your insurance carrier immediately as the balance
is now your responsibility.

Payment of account is due within 10 days of receipt of this statement.

Message Total Balance 117.00

Statement for professional radiology services rendered at a facility * Insurance Pending : 0.00
associated with Northwestern Medicine.

Amount Due Now $117.00

Imaging services, for example X-Rays, CAT scans and MRIs, have both a professional (doctor) component and a technical
(technician) component. This invoice is for the professional component of the imaging services you received at the
hospital or clinic. You will receive a separate bill from the facility for the technical component.

Statement | Account Total * Ins.
Date Number Current 30 Days 60 Days 90 Days 120 Days Balance Pending

11/15/19(189141 17.00 0.00 0.00 0.00 0.00 117.00 0.00

-

Make Checks Payable To:

Billing Questions

RADICLOGY SUBSPECIALIST OF NORTHEEN ILLINOIS

PO BOX 74008693 (630) 321-2701

CHICAGO, IL 60674-8693 Out of Network Questions (630)321-2711
Monday through Friday

A BANK FEE WILL BE CHARGED FOR ALL RETURNED CHECKS. 9:00 AM to 4:30 PM
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