> i N i {; kLu L5 PLEASE SELECT PAYMENT METHOD:
w n C h | [d ren"s [J “.Credit Card Payment

[l.  Wire Transfer

tHospital
If paying with Wire transferplease complete
Globa HE a Lt h “Electronic Funds Transfer (EFT) Information” below.

GLOBALHEALTH ESTIMATE

Date: 10/4/2018

Patient Name: NIL POLYANTSEV

Date of Birth: 10/31/2007

Attending Physician: Dr. Trevor Resnick
Diagnosis:.Epilepsy

Procedure: Stage 1 Surgery

MRN Number: 1286613

Thank you for your.interest in Nicklaus Children’s Hospital..Based onthe medical records/summary-provided, the estimated charges
for this procedure are-as follows:

Hospital'Charges: $45,000.00
Physician Fess: $12,000.00
Envision Anesthesia: $4,000.00
Total Charges: $59,800.00

Note: Non-employed physician and pathology services.may be billed separately.

Please be advised'that above:is a global discounted rate for self-pay patients.It is not-intended for-insurance, government, or
foundation reimbursement purpoeses (the UB-04, Itemized bill, or similar forms required forinsurance reimbursement will not be
provided).

Electronic Funds Transfer (EFT) Information:
Miami Children's Hospital To'be completed by Financial Guarantor/Parent:
Account Name: Variety Children's Hospital |Beneficiary Name:
Financialilnstitution: Wells.Fargo Bank, NA Financial Institution:
Address: 420 Montgomery Street Address:
San Francisco, CA 94104
Account Number: 2000014247349 Account Number:
Routing/Transit Number: 121000248 Routing/Transit Number:
Phone Number: 1-888-384-8400 Memo: (Enter Case Rate Number)
SWIFT Code: WFBIUS6S

**please‘confirm payment processing fee'with your bank and make sure amount is included with your payment, to prevent deduction from Total
Charges listed above**

Terms and Conditions: Final charges may increase based on‘the physical evaluation; post evaluation treatment and‘individual
patient’s response to treatment. By signing below, you agree to the terms outlined in this letter and understand that payment must
be receiveda week-prior to receiving services. The deposit'should be wired to bank-provided-above. If no.payment is received, then
your appointment/procedure may.be subject to. cancellation.

X
Name and Signature of ResponsibleParent or Guardian

3100 S.W.-62nd Avenue, Miami;Florida 33155/ Tel (305) 662-8281./ Fax (305) 668-5586
Visit us online at www.nicklauschildrens:org/globalhealth or email us at globalhealth@nicklaushealth.org



http://www.nicklauschildrens.org/globalhealth
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Globa HE a Lt h “Electronic Funds Transfer (EFT) Information” below.

GLOBALHEALTH ESTIMATE

Date: 10/4/2018

Patient Name: NIL POLYANTSEV

Date of Birth: 10/31/2007

Attending Physician: Dr. Trevor Resnick
Diagnosis:.Epilepsy

Procedure: Phase | Evaluation

MRN Number: 1286613

Thank you for your.interest in Nicklaus Children’s Hospital..Based onthe medical records/summary-provided, the estimated charges
for this procedure are-as follows:

Hospital'Charges: $37,770.00
Neuro Network Partners: —$12,000.00
EnvisionAnesthesia: $1,200.00
PSARadiology: $1,680:00
Total Charges: $52,650.00

Note: Non-employed ‘physician and-pathology services may be billed separately.

Please beadvised that above'is a-global discounted rate for self-pay patients. Itiis not intended for insurance, government, or
foundation reimbursement purposes (the UB-04, Itemized bill, or.similar forms required for insurance reimbursement will not be
provided):

Electronic Funds Transfer (EFT) Information:
Miami-Children's Hospital To be.completed by Financial Guarantor/Parent:
Account:Name: Variety-Children's Hospital |Beneficiary Name:
Financial Institution: Wells Fargo'Bank, NA Financial Institution:
Address: 420 Montgomery Street Address:
San Francisco; CA 94104
AccountNumber: 2000014247349 Account Number:
Routing/Transit Number: 121000248 Routing/Transit Number:
Phone Number: 1-888-384-8400 Memo: (Enter Case Rate Number)
SWIFT Code: WEBIUS6S

**Please confirm payment.processing fee with your bank'and make 'sure-amount is-included with your payment, to/prevent-deduction from Total
Charges listed above**

Terms and Conditions: Final charges may increase based on the physical evaluation, post evaluation treatment and individual
patient’s response to treatment. By sighing below, you agree.to the terms outlined.in this letter and understand.that payment must
be received a week priorto receiving services. The deposit should be wiredto bank provided above. If no payment is received, then
your appointment/procedure may be subject to cancellation.

X
Name and Signature of Responsible Parent or Guardian

3100 S.W.-62nd Avenue, Miami;Florida 33155/ Tel (305) 662-8281./ Fax (305) 668-5586
Visit us online at www.nicklauschildrens:org/globalhealth or email us at globalhealth@nicklaushealth.org
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