
NEXUSDENTALSYSTEMS.COM

Network Select: Medical Billing Program
NEXUS BILL TERMS / FEES

Billing Information
Billing Address: _________________________________ Suite/Apt./Unit/Floor: ______________

City _________________________________________ State: ________ Zip code: __________

Phone Number: __________________________ Email: ________________________________

Bank / ACH (REQUIRED)
Account Type:     Checking |     Savings
Name on Account:________________________ Bank Name:_________________________
Routing #:_______________________________ Account #:__________________________

Signature: ________________________________ Date: ___________________

Print Name: ________________________________
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