                                       Summit Medical Billing Services

                                            15509 SE Mill Plain #93

                                               Vancouver, WA 98684

                                                Phone# 360-896-0276

                                                  Fax # 360-597-4714

                                             lila@summitmedbill.com


COMPENSATION ADDENDUM
Addendum to the agreement between Summit Medical Billing Services and Client.

______________________________________dated_________________

Client

FEE SCHEDULE

This monthly fee for patient billing and collection of the Client’s accounts receivable is 8.0% of GROSS income collected.  This fee will be for the term of this contract. Summit Medical Billing Services will submit a monthly statement of the Client’s account.  Payment is due in full by the 5th of each month.
_________________________                   __________________________
Client
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___________                                               ___________

Date
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