THOMAS DUNCAN NICHOLS, Pi.D.. M.D-

DERMATOIODGY AND SKIN SURGERY.

2424 WEST HOLCOMBE. SUITE 103 HOME 713-669-8099

 713-432-7004 OFFICE

713-432-7020 ‘FAX HOUSTON, TEXAS 77030 ; TDNDRERMATOLOGY@NSN.COM
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ALL PROFESSIONAL SERVICES RENDERED ARE CHARGED TO THE PATIENT. THE PATIENT 1S RESPONSIBLE FOR PAYMENT OF DOCTOR'S FEE_S
WITHIN 30 DAYS REGARDLESS OF INSURANCE COVERAGE OR STATUS OF INSURANCE CLAIM(S). EXTENSION OF CREDIT BEYOND 30 DAYS MUST BE -
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