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Date


Responsible Party Name Address
City, State Zip code

Patient Name:
Responsible Party:
Account #:
Balance:

Dear

You did not meet the agreed upon monthly payment plan arrangement. Your overdue balance must now be paid.

Please send your payment within 10 days from the date of this letter. Failure to do so may result in your account being turned over to our collection agency.

Enclosed is a self-addressed envelope for your payment.

This is an attempt to collect a debt. Any information obtained will be used for that purpose.

Yale Medicine is part of, not separate from, Yale University. Sincerely,


Ms. Sample
Collection Representative
(203) 123-4567
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