MEDICAL BILL NEGOTIATION SETTLEMENT LETTER

[DATE]

[PATIENT FULL NAME]

[PATIENT STREET ADDRESS]

[PATIENT CITY, STATE ZIP]

[PATIENT PHONE NUMBER]

[PATIENT EMAIL ADDRESS]

[PROVIDER OR FACILITY NAME]

[PROVIDER STREET ADDRESS]

[PROVIDER CITY, STATE ZIP]

RE: Settlement Offer for Outstanding Medical Account

[ACCOUNT NUMBER]

[DATE OF SERVICE]

[TOTAL AMOUNT BILLED]

Dear [PROVIDER BILLING DEPARTMENT OR REPRESENTATIVE NAME],

This letter constitutes a formal offer to settle the outstanding balance on the above-referenced medical account. Please review the terms and conditions set forth below.

1. PATIENT AND ACCOUNT INFORMATION

1.1 Patient Name: [PATIENT FULL NAME]

1.2 Patient Date of Birth: [PATIENT DATE OF BIRTH]

1.3 Account Number: [ACCOUNT NUMBER]

1.4 Date of Service: [DATE OF SERVICE]

1.5 Provider or Facility Name: [PROVIDER OR FACILITY NAME]

1.6 Original Amount Billed: [TOTAL AMOUNT BILLED]

1.7 Current Outstanding Balance: [CURRENT OUTSTANDING BALANCE]

1.8 Amount Already Paid by Patient or Insurer: [AMOUNT ALREADY PAID]

2. BASIS FOR NEGOTIATION

2.1 The patient disputes the accuracy and/or reasonableness of the charges as billed.

2.2 The patient has reviewed the itemized statement and identifies the following concerns: [DESCRIBE BILLING ERRORS, DUPLICATE CHARGES, UPCODING, OR UNBUNDLING].

2.3 The patient's financial circumstances limit the ability to pay the full balance. Monthly gross income is [MONTHLY GROSS INCOME], and essential monthly expenses total [MONTHLY ESSENTIAL EXPENSES].

2.4 Comparable providers in the geographic area charge approximately [COMPARABLE FAIR MARKET RATE] for the same or similar services.

2.5 The patient is prepared to resolve this matter promptly without further dispute or litigation.

3. SETTLEMENT OFFER

3.1 The patient offers to pay the total sum of [SETTLEMENT OFFER AMOUNT] as full and final settlement of the account.

3.2 Payment shall be made in the following manner: [SELECT ONE: LUMP SUM PAYMENT / INSTALLMENT PAYMENTS].

3.3 If installment payments are selected, the patient shall pay [INSTALLMENT AMOUNT] per month beginning on [FIRST PAYMENT DATE] and continuing on the [DAY OF EACH MONTH] of each month until paid in full.

3.4 The settlement amount shall be paid by [PAYMENT METHOD, E.G., CASHIER'S CHECK, MONEY ORDER, OR CREDIT CARD].

4. RELEASE AND SATISFACTION

4.1 Upon receipt and clearance of the settlement amount, [PROVIDER OR FACILITY NAME] agrees to accept the settlement as full and final satisfaction of the account.

4.2 [PROVIDER OR FACILITY NAME] agrees to release the patient from any and all further liability, claims, and demands relating to the account.

4.3 [PROVIDER OR FACILITY NAME] agrees to mark the account as "Paid in Full" or "Settled" in its records.

4.4 [PROVIDER OR FACILITY NAME] agrees to cease all collection activities, including but not limited to telephone calls, written demands, and referral to collection agencies.

4.5 [PROVIDER OR FACILITY NAME] agrees not to report or continue reporting any adverse information to any consumer reporting agency regarding this account.

4.6 If any adverse information has already been reported, [PROVIDER OR FACILITY NAME] agrees to request its deletion from the patient's credit file within [NUMBER] days of receipt of the settlement amount.

5. CONDITIONS OF ACCEPTANCE

5.1 This offer is contingent upon written acceptance by [PROVIDER OR FACILITY NAME] on or before [ACCEPTANCE DEADLINE DATE].

5.2 Acceptance must be signed by an authorized representative of [PROVIDER OR FACILITY NAME] and returned to the patient at the address or email listed above.

5.3 This offer shall be deemed withdrawn if not accepted in writing by the acceptance deadline.

5.4 Any negotiation, counteroffer, or modification of this offer shall be in writing and signed by both parties.

5.5 This letter does not constitute an admission of liability or wrongdoing by either party.

6. CONFIDENTIALITY

6.1 The terms of this settlement shall remain confidential between the parties, except as required by law or as necessary to enforce this agreement.

6.2 Neither party shall disclose the settlement amount or terms to any third party without the prior written consent of the other party.

7. GOVERNING LAW AND DISPUTE RESOLUTION

7.1 This agreement shall be governed by the laws of the State of [STATE].

7.2 Any dispute arising under this agreement shall be resolved through good-faith negotiation, and if necessary, binding arbitration or small claims court in [COUNTY, STATE].

8. ENTIRE AGREEMENT

8.1 This letter and any written acceptance constitute the entire agreement between the parties regarding the account.

8.2 No oral modifications shall be effective unless reduced to writing and signed by both parties.

8.3 If any provision of this agreement is held unenforceable, the remaining provisions shall remain in full force and effect.

9. SIGNATURES

9.1 Patient Signature: ______________________________

9.2 Patient Printed Name: [PATIENT FULL NAME]

9.3 Date: [DATE]

9.4 Provider Authorized Representative Signature: ______________________________

9.5 Provider Representative Printed Name: [PROVIDER REPRESENTATIVE NAME]

9.6 Provider Representative Title: [PROVIDER REPRESENTATIVE TITLE]

9.7 Date: [DATE]

10. ACCEPTANCE BY PROVIDER

10.1 By signing below, [PROVIDER OR FACILITY NAME] accepts the settlement offer described in this letter.

10.2 Provider Authorized Signature: ______________________________

10.3 Printed Name: [PROVIDER REPRESENTATIVE NAME]

10.4 Title: [PROVIDER REPRESENTATIVE TITLE]

10.5 Date: [DATE]

Enclosures: [LIST ENCLOSURES, E.G., ITEMIZED BILL, PROOF OF INCOME, MEDICAL RECORDS]
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