MEDICAL DEBT SETTLEMENT LETTER

[DATE]

[DEBT COLLECTOR NAME]
[DEBT COLLECTOR STREET ADDRESS]
[DEBT COLLECTOR CITY, STATE, ZIP CODE]

RE: Settlement Offer for Medical Debt
Account Number: [ACCOUNT NUMBER]
Patient Name: [PATIENT FULL NAME]
Original Creditor: [ORIGINAL HEALTHCARE PROVIDER NAME]
Total Amount Claimed: [TOTAL AMOUNT CLAIMED]

Dear [DEBT COLLECTOR NAME OR AUTHORIZED REPRESENTATIVE],

This letter constitutes a formal offer to settle the above-referenced medical debt. I am the patient or the authorized representative of the patient named above. I dispute the validity and accuracy of the amount claimed and make this offer without admitting liability.

1. DEBT AND PARTY INFORMATION

1.1 Patient Name: [PATIENT FULL NAME]

1.2 Patient Address: [PATIENT STREET ADDRESS]

1.3 Patient City, State, ZIP Code: [PATIENT CITY, STATE, ZIP CODE]

1.4 Patient Telephone Number: [PATIENT TELEPHONE NUMBER]

1.5 Patient Email Address: [PATIENT EMAIL ADDRESS]

1.6 Debt Collector Name: [DEBT COLLECTOR NAME]

1.7 Debt Collector Account Number: [ACCOUNT NUMBER]

1.8 Original Healthcare Provider: [ORIGINAL HEALTHCARE PROVIDER NAME]

1.9 Date of Medical Service: [DATE OF MEDICAL SERVICE]

1.10 Total Amount Claimed: [TOTAL AMOUNT CLAIMED]

2. SETTLEMENT OFFER

2.1 Settlement Amount Offered: [SETTLEMENT AMOUNT OFFERED]

2.2 Payment Method: [PAYMENT METHOD, E.G., CASHIER'S CHECK, MONEY ORDER, CERTIFIED FUNDS]

2.3 Payment Deadline: [PAYMENT DEADLINE DATE]

2.4 This offer is made in exchange for full and final settlement of the above-referenced account.

2.5 Acceptance of this offer must be confirmed in writing by [ACCEPTANCE DEADLINE DATE].

3. CONDITIONS OF SETTLEMENT

3.1 Upon receipt and clearance of the settlement amount, the debt collector agrees to consider the account paid in full.

3.2 The debt collector agrees to cease all collection activities upon acceptance of this offer.

3.3 The debt collector agrees not to sell, transfer, or assign the remaining balance to any other party.

3.4 The debt collector agrees to remove or request removal of any negative credit reporting associated with this account from all consumer reporting agencies.

3.5 The debt collector agrees to mark the account as "Paid in Full" or "Settled in Full" as applicable.

3.6 This settlement is contingent upon the debt collector providing written confirmation of these terms before payment is made.

4. DISPUTE AND VALIDATION

4.1 I dispute the amount claimed and request validation of the debt pursuant to applicable law.

4.2 The debt collector must provide a detailed accounting of the amount claimed, including all charges, fees, and payments applied.

4.3 The debt collector must provide proof that it is authorized to collect this debt.

4.4 The debt collector must provide the name and address of the original creditor.

4.5 No collection activities should continue while this settlement offer is pending.

5. RELEASE AND WAIVER

5.1 Upon full performance of this settlement, the debt collector releases the patient from all further liability on this account.

5.2 The patient releases the debt collector from all claims related to this account upon full performance.

5.3 This release does not apply to any other accounts or debts not specifically referenced in this letter.

6. CONFIDENTIALITY

6.1 The terms of this settlement are confidential between the parties.

6.2 Neither party shall disclose the settlement terms to any third party except as required by law.

6.3 The debt collector may disclose the settlement only to the original creditor and as necessary for credit reporting corrections.

7. GOVERNING LAW

7.1 This settlement letter shall be governed by the laws of the state of [STATE].

7.2 Any disputes arising from this settlement shall be resolved in the courts of [COUNTY, STATE].

8. ACCEPTANCE

8.1 This offer expires if not accepted in writing by [OFFER EXPIRATION DATE].

8.2 Acceptance must be signed by an authorized representative of the debt collector.

8.3 A copy of this letter may be used as evidence of the settlement terms.

9. SIGNATURES

9.1 Patient or Authorized Representative Signature: ______________________________

9.2 Printed Name: [PATIENT OR REPRESENTATIVE PRINTED NAME]

9.3 Date: [DATE]

9.4 Debt Collector Authorized Representative Signature: ______________________________

9.5 Printed Name: [DEBT COLLECTOR REPRESENTATIVE PRINTED NAME]

9.6 Title: [DEBT COLLECTOR REPRESENTATIVE TITLE]

9.7 Date: [DATE]

10. ENCLOSURES

10.1 Copy of this settlement letter.

10.2 Any supporting documentation: [LIST ENCLOSED DOCUMENTS]

10.3 Payment instrument: [PAYMENT INSTRUMENT DETAILS, IF APPLICABLE]
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