MEDICAL DEBT SETTLEMENT LETTER TEMPLATE

[DATE]

[PATIENT FULL NAME]

[PATIENT STREET ADDRESS]

[PATIENT CITY, STATE, ZIP CODE]

[PATIENT PHONE NUMBER]

[PATIENT EMAIL ADDRESS]

[MEDICAL PROVIDER NAME]

[MEDICAL PROVIDER STREET ADDRESS]

[MEDICAL PROVIDER CITY, STATE, ZIP CODE]

RE: SETTLEMENT OFFER FOR MEDICAL DEBT ACCOUNT NUMBER [ACCOUNT NUMBER]

Dear [MEDICAL PROVIDER NAME OR AUTHORIZED REPRESENTATIVE],

1. PATIENT AND ACCOUNT INFORMATION

1.1 Patient Name: [PATIENT FULL NAME]

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

1.3 Medical Provider Name: [MEDICAL PROVIDER NAME]

1.4 Account Number: [ACCOUNT NUMBER]

1.5 Date of Service: [DATE OF SERVICE]

1.6 Original Amount Billed: $[ORIGINAL AMOUNT BILLED]

1.7 Current Outstanding Balance: $[CURRENT OUTSTANDING BALANCE]

1.8 Amount Currently Past Due: $[AMOUNT PAST DUE]

1.9 Date Account Became Delinquent: [DATE ACCOUNT BECAME DELINQUENT]

2. SETTLEMENT OFFER

2.1 Settlement Amount Offered: $[SETTLEMENT AMOUNT OFFERED]

2.2 Percentage of Outstanding Balance: [PERCENTAGE OF OUTSTANDING BALANCE]%

2.3 Payment Terms: [LUMP SUM OR INSTALLMENT PAYMENTS]

2.4 Payment Due Date: [PAYMENT DUE DATE]

2.5 Method of Payment: [METHOD OF PAYMENT]

2.6 If Installment Payments, Number of Payments: [NUMBER OF PAYMENTS]

2.7 If Installment Payments, Amount per Payment: $[AMOUNT PER PAYMENT]

2.8 If Installment Payments, Payment Schedule: [PAYMENT SCHEDULE DETAILS]

3. CONDITIONS OF SETTLEMENT

3.1 This offer is contingent upon [MEDICAL PROVIDER NAME] agreeing to accept the settlement amount as full and final satisfaction of the above-referenced account.

3.2 Upon receipt and clearance of the settlement amount, [MEDICAL PROVIDER NAME] agrees to consider the account paid in full and to cease all collection activities.

3.3 [MEDICAL PROVIDER NAME] agrees to update the account status with all consumer reporting agencies to reflect a zero balance or as agreed upon in writing.

3.4 [MEDICAL PROVIDER NAME] agrees to remove or refrain from reporting any negative information regarding this account to any consumer reporting agency, if applicable and agreed upon in writing.

3.5 [MEDICAL PROVIDER NAME] agrees to release [PATIENT FULL NAME] from any and all further liability, claims, or causes of action arising from or related to this account.

3.6 This settlement does not constitute an admission of liability or wrongdoing by [PATIENT FULL NAME].

3.7 This settlement is confidential and shall not be disclosed to third parties except as required by law.

4. FINANCIAL HARDSHIP STATEMENT

4.1 [PATIENT FULL NAME] is experiencing financial hardship due to [DESCRIBE FINANCIAL HARDSHIP, E.G., LOSS OF EMPLOYMENT, MEDICAL EMERGENCY, REDUCED INCOME].

4.2 [PATIENT FULL NAME] is unable to pay the full outstanding balance of $[CURRENT OUTSTANDING BALANCE].

4.3 [PATIENT FULL NAME] has limited income and assets as follows: [DESCRIBE INCOME AND ASSETS].

4.4 [PATIENT FULL NAME] has explored other options including [DESCRIBE OTHER OPTIONS EXPLORED, E.G., PAYMENT PLANS, CHARITY CARE, INSURANCE].

4.5 The settlement amount offered represents a good faith effort to resolve this debt given the circumstances.

5. RELEASE AND DISCHARGE

5.1 Upon acceptance of this settlement offer and receipt of the settlement amount, [MEDICAL PROVIDER NAME] shall release and forever discharge [PATIENT FULL NAME] from any and all claims, demands, actions, and causes of action arising out of or related to the above-referenced medical account.

5.2 This release shall be effective upon [MEDICAL PROVIDER NAME]'s receipt of the full settlement amount.

5.3 This release does not apply to any other accounts or obligations not specifically referenced herein.

6. ACCEPTANCE AND SIGNATURES

6.1 This offer shall remain open for acceptance until [OFFER EXPIRATION DATE].

6.2 Acceptance of this offer must be made in writing and signed by an authorized representative of [MEDICAL PROVIDER NAME].

6.3 Upon acceptance, [PATIENT FULL NAME] shall remit payment in accordance with the terms set forth in Section 2.

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

6.5 This agreement constitutes the entire agreement between the parties and supersedes all prior negotiations, representations, or agreements, whether written or oral.

6.6 If any provision of this agreement is held invalid or unenforceable, the remaining provisions shall continue in full force and effect.

6.7 This agreement may be executed in counterparts, each of which shall be deemed an original, but all of which together shall constitute one and the same instrument.

PATIENT SIGNATURE

Signature: ______________________________

Printed Name: [PATIENT FULL NAME]

Date: [DATE]

MEDICAL PROVIDER ACCEPTANCE

Signature: ______________________________

Printed Name: [AUTHORIZED REPRESENTATIVE NAME]

Title: [AUTHORIZED REPRESENTATIVE TITLE]

Date: [DATE]

WITNESS (IF APPLICABLE)

Signature: ______________________________

Printed Name: [WITNESS NAME]

Date: [DATE]
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