Medical Bills Form

Name of Child_________________________                                                      Year_______________

Reasonable and necessary unreimbursed (not covered by insurance) medical and dental expenses

in excess of $250 per child per year

Father owes _____%  





Mother owes ______%

	Date of Service
	Name of Provider
	Amount 

  of Bill
	Amount of the Bill written off 

   by the 

Insurance 

 Company
	Amount paid by Insurance 

Company
	Amount owed by 

the Parents

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Total amount owed by parents $_________________

Owed by Father $_______________



       Owed by Mother $________________

