[Insert DATE]

[Insert Collection Agency’s Name]

[Insert Collection Agency’s Address]

[Any Town, State 11111]

Dear [Insert Collection Agency’s Name]:

Enclosed is information that disputes the validity, completeness and/or accuracy of information concerning a debt for health care services and/or supplies asserted by [Insert Provider’s Name] against [me/my family member]. The information discloses [Insert the necessary information here].  

Under the Fair Debt Collection Practices Act, you are required to cease collection of the debt, or any disputed portion, until you obtain verification of the debt and mail such verification to me.

Sincerely,

[Insert Name]
