SUMMIT COUNTY DOMESTIC RELATIONS COURT

EXPLANATION OF MEDICAL BILLSFORM

Name of
Child

Date of
Treatment
(Chronological

Order)

Name of

Service

Provider
(Doctor, Dentist,
Hospital, etc.)

Total Bill

Date of Bill
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Defendant
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Father

I nsurance
Amount
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Amount
Paid
M other

Amount
Paid
Father

Amount of
Bill Unpaid

Amount Due
From
Mother/
Father
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