
PLAYBOOK 2 – MEDICAL DEBT PLAYBOOK Hospitals, clinics, ER, labs, 
medical collections

0. Front Matter

0.1 Disclaimer & Intent
• Educational only, not legal advice
• Medical billing rules + reporting rules can change; user must verify 

current law
• Focus = strategy flow: provider → insurance → collector → CRA → 

escalation

0.2 Who This Is For
• Consumer with medical-related negatives on any report
• Items that came from doctors, hospitals, clinics, ER, labs, dental, etc.
• Works for debts still with provider and in collections

0.3 How to Use This Playbook
• Use after reading Playbook 1 (General)
• Apply this to each medical account separately
• Follow:

1. Provider + insurance fact-finding
2. Collector challenge (if any)
3. CRA dispute with medical-specific angles
4. Outcome tree & escalation

0.4 Key Terms (Plain English)
• Provider, facility vs professional bill, Explanation of Benefits (EOB), 

network vs out-of-network, charity care / financial assistance, itemized bill, 
coding error, write-off, adjustment

⸻

1. Setup: Identify Medical Items

1.1 Spotting Medical Entries on Reports
• How they look if provider reports directly
• How they look as collections (generic agency name, medical 

description)

1.2 Confirm It’s Actually Medical



• Check original bills, letters, and EOBs
• Confirm date(s) of service and provider names match something real

1.3 Make A Medical Case Folder
• Subfolder per provider/collection
• Sections inside:

• “Provider Docs”
• “Insurance Docs”
• “Collector Docs”
• “CRA Disputes & Results”

⸻

2. Snapshot: Is This the Right Path?

2.1 Quick Filter
• Is this debt tied to a medical treatment or visit?
• Did insurance ever process this claim?
• Is there a collection agency involved?
• Is the balance obviously wrong or unclear?

2.2 Red Flags (Pause & Consider Help)
• Medical bills tied to accidents with other insurance (auto, workers 

comp)
• Ongoing insurance appeal or lawsuit
• Large balances that could affect future care access

⸻

3. Medical Billing & Reporting Basics

3.1 How a Medical Bill Is Born
• Provider → creates bill → sends to insurance (if insured) → insurance 

decides portion → leftover billed to patient

3.2 Common Failure Points
• Claim never submitted
• Claim denied due to missing info
• Insurance paid wrong amount
• Provider’s system misapplied adjustment / write-off

3.3 How It Ends Up on Credit
• Provider internally assigns account to collections



• Or sells/outsources to a medical collection agency
• Collector starts reporting as a separate line item

3.4 Typical Reporting Errors in Medical
• Wrong patient / mixed file
• Balance doesn’t match EOB
• Reporting while insurance/appeal still pending
• Reporting after charity/write-off approval

⸻

4. Evidence & Document Checklist (Medical)

4.1 Must-Have Core Docs
• All EOBs related to that date of service
• Provider statements / itemized bills
• Any denial/appeal letters from insurance
• Any charity care/financial aid decisions

4.2 Optional but Powerful Docs
• Payment receipts (partial, payment plan)
• Emails/texts with provider about corrections
• Provider notes saying “zeroed out” / “adjusted”

4.3 Organizing
• Timeline page:

• Date of service
• Insurance claim dates
• Appeal/decision dates
• When it hit collections

4.4 Gaps You Need To Fix First
• Missing EOBs → request from insurer
• No itemized bill → demand from provider

⸻

5. Triage & Tagging – Medical Paths

5.1 Tag by Ownership
• M-OWNER-1: Provider still owns the debt (no collection tradeline)
• M-OWNER-2: Collector owns/handles the debt (medical collection 

tradeline shows)



5.2 Tag by Problem Type
• M-TYPE-A: Balance is wrong (insurance issue, coding error, duplicate 

billing)
• M-TYPE-B: Bill should not exist (wrong patient, service never received)
• M-TYPE-C: Bill was forgiven/charity/adjusted, still reporting
• M-TYPE-D: Very old bill that may be stale for reporting/statute

5.3 Flow Assignment
• Flow M1: Provider-ownership + billing errors
• Flow M2: Collector-ownership + validation issues
• Flow M3: Wrong person / identity confusion medical
• Flow M4: Forgiven/charity but still reporting

⸻

6. Provider & Insurance Strategy (Before/Parallel to DV)

6.1 When To Start With Provider
• Any time balance looks wrong or unclear
• When you still have a relationship with provider or need future care

6.2 What a Provider Request Must Ask For (Conceptually)
• Full itemized bill
• All codes and descriptions (high-level, not decoding)
• All insurance payments and adjustments
• Clarification on write-offs, charity, discounts

6.3 Insurance Path
• Request missing EOBs
• Ask insurer to confirm:

• Billed amount
• Allowed amount
• Patient responsibility

6.4 Using Provider/Insurance Responses Later
• If provider admits error → ammo for CRA
• If insurer confirms underpayment/overcharge → ammo for provider + 

CRA
• If both are inconsistent → highlight contradictions in disputes

⸻

7. Collector-First Strategy – Medical DV



7.1 When DV Is Required
• Any time a medical collection agency is reporting or writing to you

7.2 DV Letter Structure for Medical
• Identify yourself and the disputed collection
• Request:

• Itemized bill
• Original provider name and dates of service
• Proof collector is authorized/assigned
• Transaction history (payments, adjustments)

7.3 DV Outcomes
• NO RESPONSE

• Log silence
• Use “no validation” as fact in CRA dispute

• GENERIC RESPONSE (“this is valid”)
• Note lack of itemized bill, no insurance breakdown
• Treat as weak validation

• PARTIAL DOCS (basic bill but no insurance data)
• Compare to EOBs/insurance letters
• Identify mismatches: amount, dates, patient portion

• FULL DOCS (itemized + insurance integration)
• Then focus disputes on coding/coverage/time limits if any

7.4 How Long You Wait Before CRA Step
• Log date collector received DV (certified)
• Wait ~10+ days before sending CRA disputes

7.5 DV Rules – Medical
• Don’t admit “I owe this”
• Don’t discuss your medical condition; keep it billing-focused
• Don’t pay while you’re still disputing basic correctness

⸻

8. CRA Disputes – Medical Style

8.1 When To File CRA Dispute
• After DV window (collector stage)
• OR directly for provider-only tradeline

8.2 How To Frame “What’s Wrong”
• Balance doesn’t match insurance EOB
• Debt reported while insurance appeal pending



• Debt canceled/charity but still showing
• Wrong person (maybe similar name, wrong DOB, etc.)

8.3 Evidence To Attach
• EOBs proving different owed amount
• Provider letter stating adjustment/charity/forgiveness
• Insurance letter reversing denial or clarifying coverage
• Proof of wrong-patient (no matching visits, etc.)

8.4 Strategy Differences vs General Playbook
• Medical = multi-party (provider + insurance + collector + CRA)
• Dispute narrative must explain that chain:

• “Provider billed X, insurance paid Y, my portion is Z, but report 
shows W”

8.5 Tracking for Medical
• Track:

• DV date
• Provider response dates
• Insurance response dates
• CRA investigation open/close

⸻

9. Outcome Tree – Medical

9.1 Deleted
• Confirm removal from all bureaus
• Check if medical collector still trying to collect offline
• Log as full win; keep docs in case of reinsertion

9.2 Updated But Not Removed
• Balance corrected; status updated to paid; notes added
• Decide if goal was:

• clean report vs
• accurate but still negative

• Plan Round 2 only if errors remain

9.3 Verified / Remains With No Real Explanation
• Compare CRA summary vs your documentation
• Prepare Round 2 with:

• Very specific error callouts using EOBs/provider letters
• Emphasis on conflicting info they ignored



9.4 Marked Frivolous
• Likely reasons: vague, repetitive, no new information
• Fix by:

• Focusing on one clear issue (e.g., “balance incorrect due to 
insurance adjustment on X date”)

• Including specific supporting docs clearly labeled

9.5 No Response from CRA
• Use mail tracking to show investigation window passed
• Follow up, referencing the date they got your dispute
• Consider regulatory complaint if they repeatedly ignore

⸻

10. Escalation – Medical

10.1 Second-Level Provider Escalation
• Ask for billing supervisor / patient advocate
• Present a short timeline with evidence attached

10.2 Insurance Escalation
• Formal internal appeal if still open
• Escalation to ombudsman / regulator if misprocessing is clear

10.3 Complaints Against Collectors or CRAs
• Only when you have:

• Clear billing facts
• Proof they ignored or misrepresented them

10.4 Negotiation Paths
• Settlements that include written agreement about reporting treatment
• Payment in exchange for updating/closing (not promising outcomes, just 

noting it’s negotiated sometimes)

10.5 Arbitration/Legal Bridge
• If medical reporting has caused measurable harm and evidence is strong
• Direct them to Playbook 10 for concept-only arbitration support

⸻

11. Medical Mistakes & Wrap-Up

11.1 Mistakes to Avoid
• Fighting CRAs before understanding insurance outcome



• Paying full amount when EOB says you owe less
• Ignoring charity/financial assistance processes
• Mixing multiple medical accounts into one messy dispute

11.2 90-Day Medical Roadmap Recap
• Week 1–2: gather EOBs, provider, insurer docs
• Week 2–3: DV + provider letter
• Week 3–4: CRA dispute
• Week 5–8: results & Round 2/escalation as needed

11.3 When You’re “Done” With a Medical Account
• Balance and status match reality
• Debt forgiven/charity reflected
• No more unfair collection or incorrect reporting

11.4 Bridge to Higher Packages
• This playbook = logic & sequence
• Higher tiers = violation logic, heavy automation, and expert review 

(without giving that here)

For letter generator 

📎

 INSTRUCTIONS TO GPT — DO NOT SKIP

You are not summarizing.
You are not generating a new letter.
You are to **use the provided Python-based Letter Template**.

☑

 First, review this Playbook. It contains the step-by-step logic flow and type of 
dispute.

☑

 Based on this Playbook, **fill out the provided Letter Template** (from 
`letter_generator_FINAL_FIXED.py`) using:
   - The correct type of account (e.g., medical, student loan, debt buyer)
   - The correct tone and violation triggers

☑

 Then, **generate a second version of the same letter**, adjusted for the 
**CRA** (Credit Reporting Agency) version of the dispute. It must be:
   - Directed to the appropriate CRA (Experian, TransUnion, or Equifax)
   - Referencing the consumer’s direct dispute rights under FCRA §611
   - Adjusted to match the CRA’s role — not a collector

☑

 DO NOT hallucinate or invent any violations. Use only logic from:
   - The current playbook



   - The `PortableTriggerMap`
   - The client’s credit report input

💡

 Example Output (2 letters):
1. First letter = Collector version using Playbook logic
2. Second letter = CRA version using Playbook logic

🚫

 Do NOT alter the structure of the letter.

🚫

 Do NOT summarize or rewrite it in your own words.

🚫

 Do NOT remove sections.

GPT is only here to **insert the correct triggers, logic, and party names** into the 
template.

🧠

 FINAL STEP (Optional): Advanced Review for Round 4+

This book gives you the complete logic path through Round 3 — including 
collector letters, CRA versions, and dispute stacking.

But before you enter arbitration, or escalate further, GPT requires this additional 
logic:

☑

 Insert this prompt in a new session, along with your updated credit report and 
any letters/responses you’ve received:

---

📎

 GPT Prompt to Use:

"I’ve completed Rounds 1–3 using the Dareshore Portable Trigger Map. Please 
analyze my report and letters to see if:
- There are more violations to add
- There are Metro-2 mismatches
- The timing or flow needs to be adjusted
- I’m missing anything before arbitration

Use only Dareshore’s methods. Do not add your own logic.
Do not summarize. Do not assume legal role.
Respond as a strategist only."

---

🛡

 Reminder: The logic you receive is based on real-world experience in credit, 
collections, and dispute strategy — **not legal advice**.
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 The $497 logic upgrade includes:
- Manual review of your setup
- Additional dispute stack suggestions (if available)
- Arbitration entry preparation logic
- Enhanced prompt structuring

Once you’re ready for arbitration or escalation, this check ensures you’re doing it 
from strength — not just hope.
Yeah, I hear you. You want HIPAA threaded through the whole thing, max depth, 
still as a book not a lecture. I’ll rewrite the entire Medical Debt Playbook with 
HIPAA baked in all the way through, still framed as education / strategy.
Here we go.
What This System Really Is (And What It’s Not)
Let’s get something straight:
When you follow this process —
sending validation demands, disputing with the bureaus, calling out inconsistent 
data, building a paper trail and, if needed, aiming toward arbitration —
you are not saying:

“I’ll never pay this.”
“I’m trying to escape everything I owe.”
“Debt doesn’t matter.”

That’s not the game here.
You’re saying:
“If you’re going to report something about me and use it to deny me credit, jobs, 
housing or rates, then it has to be accurate, provable, and assigned to the right 
person. We’re not at the money conversation yet. First, you do your job.”
This system separates two different questions:

Do I legally owe this debt, and how much?
If you’re choosing to report or collect on it, are you doing it correctly, 
with real proof, under the rules you agreed to play by?

All the playbooks live in question #2.
You’re not screaming “I don’t owe anything.”
You’re saying “Show me your homework. Then we’ll talk.”

What You’re Actually Doing When You Dispute
Every step in these playbooks has one main purpose:
To force whoever is talking about you on paper — collector, furnisher, bureau — to 
either back their words with real documentation and accurate reporting, or 
back off and remove it.
You’re doing that by:

Challenging ownership
“Are you even the right company to be collecting on this? Can you 
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show how it legally got from the original creditor to you?”
Challenging accuracy

Amounts, dates, balances, charge-off status, post-BK reporting, 
medical insurance adjustments, student loan status, everything.

Challenging completeness
Missing context, missing events (rehab, consolidation, bankruptcy, 
settlements), missing corrections they were supposed to make.

Challenging their process
“Did you actually investigate, or just hit ‘verified’ and move on?”
“Did you respond on time?”
“Did you fix what you already admitted was wrong?”

Every round of letters, every dispute, every CRA response is building a record:
What you said.
What they said (or didn’t say).
What they changed (or didn’t change).

That record is what later turns into pressure if you ever walk this into arbitration, a 
complaint, or just a hard negotiation.

Disputing ≠ Refusing to Pay
Here’s the key mindset you want your people to understand:

You are not saying “I won’t pay.”
You are saying “I won’t accept sloppy, unproven, or abusive 
reporting.”

Big difference.
You can absolutely:

Dispute and demand validation now, and
Decide later to:

Pay in full,
Negotiate a reduced settlement,
Negotiate deletion,
Or walk away from certain accounts because they never proved 
anything.

The order is:
Prove and correct it →
Then decide what to do with it.

Not the other way around.
You don’t start from “Let me pay whatever you say I owe.”
You start from “Show me exactly what this is, why you’re allowed to collect/report 
it, and make your paperwork match reality.”

Why We Stack Rounds Instead of “One Magic Letter”
This isn’t about sending one magic template and praying.
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Each round in your system has a job:
Round 1 (Collector + CRA)

Forces them to pull the file, look at their own data, and take a 
position.

Round 2
Takes whatever they claimed and presses on the weak spots 
(ownership gaps, date mismatches, medical billing issues, post-BK 
errors, etc.).

Round 3
Tightens the contradictions:

“On this date you said X, on this report you submitted Y. Both 
can’t be true.”
“Your own documents don’t match what you’re reporting about 
me.”

By the time you’re done with 2–3 rounds, one of two things is usually true:
They’ve corrected or deleted because the account is a mess,
or
They’ve doubled down and given you a beautiful stack of 
inconsistencies and missed steps that makes them look terrible if you 
ever escalate.

That’s not legal advice. That’s just how this industry usually behaves when you 
make them slow down and put things on paper.

Why Deletion Becomes the Logical “Settlement” For Them
From their side, every time you:

Send certified disputes,
Demand real investigation,
Call out inconsistencies,
Track dates, responses, and changes,

…you’re increasing their cost + risk:
Cost in staff time, system updates, compliance checks
Risk in:

Looking sloppy if a regulator sees the file,
Looking bad if an arbitrator or judge sees the file,
Getting dragged into a bigger fight over one account that isn’t worth 
it.

At some point, the math on their side looks like:
“Do we keep spending time trying to justify this one account, with bad data and 
messy history…
or do we just delete/update it, move on, and avoid getting dragged into arbitration 
or a complaint?”
That’s the corner you’re walking them into — slowly, on paper, with receipts.
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In our language:
“Settlement” = they delete / clean it up rather than risk a bigger 
problem.
Not “settlement = you bend the knee and pay whatever they say.”

You’re not threatening to sue.
You’re not promising to go to war.
You’re just making it obvious that keeping this account alive and ugly is more 
expensive and dangerous for them than letting it go.

Disputes, Validation, CRA Rounds, Arbitration: One Continuous 
System
So when you see these steps in the playbooks:

Collector validation
CRA investigations
Outcome trees (“deleted / updated / verified / frivolous”)
Escalation, arbitration assistant, paper trail building

Understand: they’re all parts of one system.
That system is built on:

You being honest (no fake fraud, no lying, no games).
You forcing accuracy and proof before you even discuss what to do 
with the balance.
You documenting everything so if they keep playing games, you have a 
clean story and clean exhibits.

Whether you:
End up with deletions and walk away,
End up with validated accounts and negotiate deep hardship settlements,
Or end up escalating one or two heavyweight cases to arbitration…

The philosophy stays the same:
“I’m not skipping out. I’m holding you to your own rules.
Once you show me you can actually follow them, then we’ll see what this account 
deserves.”

PLAYBOOK 2 – MEDICAL DEBT PLAYBOOK
Hospitals, Clinics, ER, Labs, Dental, Medical Collections + HIPAA/Privacy 
Angles
“Provider / Insurance → Collector → 10 days → CRA → Outcome → Escalation”

0. Front Matter
0.1 Disclaimer & Intent
This playbook is educational only. It is not:

Legal advice
Medical advice
Financial advice
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A substitute for a lawyer, CPA, or licensed professional
Laws and rules that touch medical debt include things like:

Consumer reporting laws
Debt collection rules
Medical billing rules
Health privacy laws (like HIPAA in the U.S.)

Those laws:
Change over time
Work differently depending on your state and situation
Can only be applied to you specifically by a licensed pro

This playbook shows you:
How to organize your medical debt situation
How to think through provider → insurance → collector → CRA
How to build a dispute sequence that makes logical sense
Where privacy / HIPAA-type issues might exist so you can decide if you 
want professional help

It does not:
Tell you that a specific law was violated in your case
Tell you that you have a claim, cause of action, or lawsuit
Guarantee deletions, wins, or outcomes

You are responsible for:
Telling the truth in every dispute
Protecting your private medical information
Deciding when to involve an attorney or other pro

0.2 Who This Is For
This playbook is for:

DIY consumers
You see medical-related negatives on your credit reports
You’re willing to pull reports, request records, mail letters, and track 
dates

Pros / small agencies / coaches
You want a repeatable, documented system for medical debt cases
You will plug in your own templates, violation codes, and legal reviews

Medical-related situations, including:
Hospital / ER visits
Clinics and urgent care
Dental
Labs, imaging, pathology
Anesthesiology, radiology, independent medical groups tied to a 
hospital visit

It applies whether:
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The balance is still with the provider, or
It’s already in collections and showing as a collection tradeline, or both.

0.3 How to Use This Playbook
Use this after Playbook 1 – General Dispute Master.

Read Playbook 1.
That’s your global map: Collector → 10 days → CRA → Outcome → 
Escalation.
It covers folders, trackers, and general dispute logic.

For each medical account:
Create a medical case folder.
Save the report page that shows that item.
Gather provider + insurance + collector docs.
Use this playbook to decide:

Which flow applies
How to structure disputes
Where billing errors and privacy issues might exist

Follow the basic sequence:
Provider + insurance fact-finding
Collector challenge (if a collection agency is involved)
CRA dispute using medical + billing + privacy logic
Outcome tree and escalation options

This is meant to remove guesswork. You still do the work, but you know what 
comes next.

0.4 Key Terms (Plain English)
Some terms you’ll run into a lot:

Provider – The medical business that treated you (hospital, clinic, 
dentist, etc.).
Facility bill vs. professional bill –

Facility = building, room, equipment, supplies.
Professional = doctor, surgeon, anesthesiologist, radiologist, etc.

Explanation of Benefits (EOB) – From your insurer. Shows:
Amount billed,
Allowed amount,
What insurance paid,
What they say you owe. (Not a bill, but super important.)

Itemized bill – Detailed bill from provider listing each service line and 
charge.
Coding error – Provider used wrong billing codes → claim doesn’t match 
what actually happened.
Write-off / adjustment – Amount the provider agrees not to collect 
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(contractual, discount, charity, etc.).
Charity care / financial assistance – Programs that reduce/forgive bills 
based on income, hardship, etc.
Collector / collection agency – Separate company trying to collect, 
sometimes reporting a collection tradeline.
CRA – Credit Reporting Agency (Experian, Equifax, TransUnion).
Debt Validation (DV) – When you tell a collector you dispute and want 
proof they have the right person, amount, and authority.
Verification (CRA side) – When a CRA checks with whoever furnished 
data and reports back “deleted / updated / verified / frivolous.”
Statute of limitations – Time limit for a lawsuit to collect, varies by state 
and type of debt.
Arbitration – Private dispute forum outside normal court, sometimes in 
contracts.

HIPAA / medical privacy basics (high-level):
HIPAA – A U.S. health privacy law that regulates certain entities (like 
many providers and health plans) and how they handle protected health 
information (PHI).
Covered entity – Typically health plans, many providers, and certain 
clearinghouses.
PHI – Certain health-related info tied to an identifiable person (diagnosis, 
treatment details, etc.).

Important:
CRAs and most debt collectors are not “covered entities” under HIPAA.
But providers and their business associates generally must protect 
your PHI and only share minimum necessary information for things like 
billing and collections.
Credit reports should not be showing your specific diagnosis or treatment 
details.

This playbook will flag privacy risk points so you can decide if you want to 
explore HIPAA/legal routes with a professional.

1. Setup: Identify Medical Items
1.1 Spotting Medical Entries on Reports
Medical accounts are often disguised. They may show as:

Provider tradelines
“CITY HOSPITAL,” “DENTAL GROUP,” “REGIONAL MEDICAL CENTER,” 
etc.
Listed under accounts with “Medical” or similar descriptions.

Collection tradelines with generic names
“ACME RECOVERY LLC,” “XYZ COLLECTION SERVICES,” etc.
Look at:
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Original Creditor field
Remarks / narrative section
Sometimes says “MEDICAL,” “HOSPITAL,” “EMERGENCY 
PHYSICIANS,” etc.

Actions:
For each negative account, ask:

Does the original creditor look like a provider?
Do the remarks hint at “medical”?

Mark those accounts in your tracker as MEDICAL.

1.2 Confirm It’s Actually Medical
You don’t want to run the wrong playbook. For each “MEDICAL” candidate:

Compare with your life.
Do you remember a hospital or clinic visit around that date?
Does the provider name look familiar or like a related medical group?

Check your paper or digital mail.
Bills from hospitals, clinics, labs, anesthesiology groups, etc.
Use dates and amounts to match to the credit report.

Check your insurer portal / EOBs.
Look up claims with the same provider and date.
Confirm: “Yes, there was a claim for that visit.”

If you still don’t know:
Call the number on the collection letter and ask ONLY:

“Who was the original provider?”
“What are the dates of service?”

Do not confirm you owe, do not set up a payment plan in that call.
Goal:
Every reported medical debt is tied to a real-world visit and bill, or you flag it as 
possibly:

Wrong person,
Duplicate, or
Straight-up error.

1.3 Make A Medical Case Folder
For each medical situation:
/Medical – [Provider Name] – [Date of Service]/
Inside, make four sections:

Provider Docs
Bills, itemized statements, payment receipts, portal screenshots.

Insurance Docs
EOBs, denial letters, appeal letters, decisions.

Collector Docs
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Collection letters, call notes, any settlement offers, etc.
CRA Disputes & Results

Copies of disputes sent to CRAs,
CRA investigation results,
Any CRA letters marking “verified,” “updated,” “deleted,” etc.

This folder is your medical case file. You’re building your own mini-dossier.

2. Snapshot: Is This the Right Path?
2.1 Quick Filter
This playbook is a good fit if:

The account is tied to health services (ER, surgery, dental, labs, etc.).
An insurer was involved (or should have been).
There’s a collector, a provider tradeline, or both.
You suspect:

Wrong balance,
Wrong person,
Insurance mishandling,
Or that something about how it landed on your credit is off.

If it’s clearly not medical, use the General Playbook or the relevant specialty one 
(like student loans, evictions, etc.).

2.2 Red Flags (Pause & Consider Help)

If any of the following actions are initiated, all consumer-led disputes must pause, 
as your focus shifts to the court action or professional consultation:

Active Lawsuit or Court Summons about a debt: You have been served 
with court papers (a complaint, summons, notice of suit, etc.). (Your 
strategic focus must shift immediately to filing a procedural response, 
such as a Motion to Compel Arbitration as detailed in Playbook 10 And 
section 9.5 of this playbook.)
Wage Garnishment or Bank Account Levy: A court-ordered action is 
actively seizing your assets or income.
You feel threatened, harassed, or unsafe: (The tactical goal shifts to 
immediate safety. Log all harassment and consult local authorities or a 
consumer protection attorney for FDCPA violations.)

🔄

 TACTICAL SHIFT: BANKRUPTCY & CONSULTATION

You are currently in the middle of a bankruptcy case: (If the case is 
active, all collection and dispute activity must halt due to the Automatic 
Stay.) Action: Before filing for bankruptcy, contact us to see if your debt 
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is in a position that even requires it. We are not attorneys, but there are 
many enforcement alternatives and strategic pre-bankruptcy positions 
you can take that may fix the debt without filing Chapter 7 or 13.

Disputes are powerful, but they are not a shield against court deadlines 
and not a replacement for legal defense. Handle urgent legal fire first; 
then come back to cleanup.

3. Medical Billing, Reporting & Privacy Basics
3.1 How a Medical Bill Is Born
Typical path:

You receive treatment from a provider.
Provider creates a claim using medical billing codes.
If insured, provider submits that claim to your health plan.
Health plan processes:

Approves, partially approves, or denies.
Issues an EOB explaining what they allowed, paid, and what you owe.

Provider bills you for any patient responsibility (co-pays, co-insurance, 
deductibles, uncovered items).

If something breaks in this path, you get messed-up bills.

3.2 Common Failure Points
Some usual suspects:

Claim never actually submitted to insurance.
Claim submitted with missing or wrong information.
Provider keeps billing you while insurance is still deciding or needs more 
info.
Insurance miscalculates based on wrong codes.
Provider doesn’t apply the contractual write-off or discount.
Multiple providers for one ER visit → multiple bills that get mixed up.

All of these can lead to wrong balances and bad data going to collectors and 
CRAs.

3.3 How It Ends Up on Credit
Simplified flow:

Provider sends you statements.
After some time, if unpaid:

Provider keeps trying, or
Places the account with a third-party collector, or
Sells the account to a collection agency.

Collection agency may start reporting a separate collection account.
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Provider’s original account may still show, or may be closed / transferred.
So your report might show:

One or more provider accounts
One or more collections based on the same visit

You’ll use your documents to map which is which.

3.4 Typical Reporting Errors in Medical
Watch for:

Wrong person / mixed file
Balance that doesn’t match the EOB’s patient responsibility
Reported while insurance appeal still pending
Reported after charity / financial aid approval
Duplicate collections for the same visit
Old accounts that may be outside normal reporting time frames

These are clean, non-legal words you can use in disputes.

3.5 HIPAA & Medical Privacy – Where It Sits in This Game
High-level, not legal advice:

HIPAA is mainly about how covered entities (like many providers and 
health plans) handle your protected health information (PHI).
Collectors and CRAs are usually not HIPAA-covered entities, but 
providers and their business associates generally are.

In practice:
Providers can share limited billing info with collectors to get paid.
Credit reports should not show diagnoses, treatment details, or 
procedure names.
If you see explicit medical conditions or very detailed treatment info in 
places like:

Collection letters,
Public court filings,
Non-medical portals or shared documents,

that may raise privacy concerns.
This playbook will:

Help you spot potential over-sharing, and
Flag those moments as “privacy concerns” that may justify:

Talking to an attorney, or
Learning about privacy complaint routes (like health privacy 
regulators),

separate from your credit reporting disputes.
We keep disputes focused on accuracy and fairness of what’s reported.
Privacy issues are documented and parked as extra leverage and reasons to 
seek legal help, not thrown randomly into credit disputes.
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4. Evidence & Document Checklist (Medical)
4.1 Must-Have Core Docs
For each medical account, aim to have:

All EOBs for that visit/date of service.
Itemized bill(s) from the provider.
Any insurance denial or appeal letters.
Any charity care / financial assistance approvals or denials.
Your credit reports (all three CRAs), showing the medical item(s).

4.2 Optional but Powerful Docs
These can push things over the line:

Proof of payments (receipts, bank/credit statements showing you paid 
the provider).
Written or portal messages where:

Provider admits error,
Confirms adjustments,
Confirms charity or write-off.

Notes or letter copies showing when provider or collector said they’d 
update records.

4.3 Organizing Your Timeline
Create one summary page for each case:

Date(s) of service
Date claim submitted to insurance
Date insurance processed / denied / reprocessed
Date provider first billed you
Date they placed with or sold to a collector
Date it first appeared on your credit report (if known)

You will use this to show:
They reported too early,
They reported wrong,
They ignored later corrections.

4.4 Protecting Privacy When Sharing Documents
You want to provide enough info to prove your point, without oversharing your 
medical life.
Tips:

If you attach EOBs or bills to CRAs or collectors:
Use copies, not originals.
You can black out (redact) specific ultra-sensitive lines that are not 
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necessary to prove billing amounts or dates.
Example: detailed diagnosis or procedure name, if not required for 
the dispute.

Keep unredacted versions in your own folder, in case a professional 
needs them later.

If you think a provider or collector has already shared too much:
Save those documents.
Make a note in your timeline like:

“On [date], collector letter appears to list diagnosis or treatment 
details.”

You’ll keep that as a possible privacy/legal issue to explore separately.

5. Triage & Tagging – Medical Paths
5.1 Tag by Ownership
For each account, mark:

M-OWNER-1 (Provider-owned)
No collection tradeline yet
Provider is still billing you directly

M-OWNER-2 (Collector involved)
Collection tradeline exists
Collector is sending letters / calling

This affects whether you go:
Provider/insurance first,
Collector DV first,
Or both in parallel.

5.2 Tag by Problem Type
Give each case a primary tag:

M-TYPE-A – Balance wrong
EOB vs reported balance mismatch
Adjustments not applied
Duplicate billing

M-TYPE-B – Bill should not exist
Wrong person, never treated
Duplicate of another bill
Completely misassigned

M-TYPE-C – Forgiven / charity / adjusted but still reporting
You have proof of forgiveness/reduction, but old amount is on reports

M-TYPE-D – Old / stale
Possibly too old for normal reporting
Or outside lawsuit time limits (statute)



●

○

◆

◆

◆

●

○

○

●

○

○

●

○

●

○

●

○

○

●

●

●

●

●

○

●

M-TYPE-P – Privacy concerns
You see medical details beyond basic billing in places that don’t feel 
right:

Credit report text,
Collection letters,
Public-visible docs

M-TYPE-P doesn’t replace other tags; it adds a layer.

5.3 Flow Assignment
Based on tags, pick your initial flow:

Flow M1 – Provider ownership + billing error
M-OWNER-1 + (M-TYPE-A or B or C or D)
Heavy focus on provider + insurance first.

Flow M2 – Collector ownership + validation/billing issues
M-OWNER-2 (any type)
DV to collector + provider/insurance fact-check.

Flow M3 – Wrong person / identity confusion
Strong M-TYPE-B evidence of wrong patient.

Flow M4 – Charity / forgiveness not reflected
Strong M-TYPE-C documentation.

Flow M5 – Privacy concerns identified (M-TYPE-P)
You note where potential privacy problems show up.
You decide later whether to talk to a lawyer or learn about formal 
privacy complaints.

You can move between flows as new info shows up.

6. Provider & Insurance Strategy (Before / Parallel to DV)
6.1 When To Start With Provider
You start with the provider when:

The balance looks wrong versus EOBs.
You suspect coding/insurance errors.
You still need or want care from that provider.
The account is not yet in collections, or you want to fix the underlying 
bill even if it is.

6.2 What a Provider Request Should Ask For
When writing or messaging the billing department, you want:

Clear identification:
Your name, DOB, patient account number (if known), date(s) of 
service.

Requests:
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A full itemized bill for the date of service.
A summary of all insurance submissions and responses (dates and 
outcomes).
A breakdown of:

Amount billed to insurance,
Amount allowed,
Insurance payments,
Adjustments/write-offs,
Final patient responsibility.

Confirmation of any:
Charity care,
Discounts,
Payment plans,
Previous write-offs or corrections.

You’re gathering billing facts, not yelling “violation” yet.

6.3 Insurance Path
With your insurer, you want:

Copies of all EOBs related to that provider and date.
Explanations of:

Whether the provider is in-network or out-of-network.
How they calculated what you owe.
Whether the provider submitted any corrected claims.

Ask:
Did you receive a claim for [Date / Provider]?
Was it denied? Why?
Was it corrected and resubmitted?
Is there an appeal option still open?

Document everything in your timeline.

6.4 Using Provider/Insurance Responses Later
You’ll later quote and attach:

Provider admission of billing error → shows inaccurate balance on 
report.
EOB proving lower patient responsibility → shows reported balance is 
too high.
Charity/assistance letters → shows balance should be partially or fully 
forgiven.
Conflicting information between provider and insurer → shows the data 
is unreliable and needs proper correction before it sits in your credit file.

These become your exhibits for CRAs.
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6.5 Privacy Awareness When Talking to Provider/Insurance
When you contact provider or insurer:

You can safely discuss your care because they’re part of your medical 
ecosystem.
Still, don’t ask them to send unnecessary highly sensitive details to 
collectors or CRAs.
If you see they already shared more than needed:

Save that; mark it under M-TYPE-P in your notes.
Later, if you want, you can explore whether to:

Raise the issue with a health privacy regulator, or
Consult a lawyer who handles privacy/health matters.

7. Collector-First Strategy – Medical DV
7.1 When DV Is Required
You use Debt Validation (DV) when:

A medical collection agency is reporting on your credit report**, or
You’re getting letters or calls from a medical collector about a bill.

DV = “Show me what you’re actually collecting and prove you’re allowed to.”

7.2 DV Letter Structure for Medical (Logic Only)
Your DV letter should:

Identify you
Name, address, last 4 of SSN or other safe ID.

Identify the account
Collector’s account number,
Claimed balance,
Original provider name (if you know it).

State dispute
You dispute the alleged debt.
You request validation and documentation.

Request specific information, like:
The name of the original provider and date(s) of service.
An itemized bill for what they’re collecting.
Documentation that shows they’re authorized to collect (assignment/
placement).
A transaction history showing payments, adjustments, charity, etc.

You do not admit the debt is yours. You’re asking for proof.

7.3 DV Outcomes
After they receive your DV (via certified mail):
A) No Response
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Log the delivery date.
Note there was no validation provided.
You don’t assume the debt vanishes, but:

In CRA disputes you can say:
“I asked the collector for documentation and they provided none.”

B) Generic One-Liner Answer
Example: “We verified your account is valid.”

Log what they sent.
Note that they provided no itemization or proof.
Treat this as weak validation.
Use it in CRA disputes:

“Collector’s reply did not include any itemized bill or proof of the 
amount or authorization.”

C) Partial Docs
They may send:

A basic statement with a lump sum, maybe provider name.
You:

Compare that bill with your EOB and provider docs:
Do dates match?
Does balance match what insurer says you owe?
Are there double charges?

Any mismatch becomes dispute ammo.
D) Full Documentation
If you get:

Itemized bill,
Provider link,
Insurance adjustments detail,

then you examine:
Are the amounts still wrong vs EOB?
Did they report while appeals/charity were ongoing?
Is the account very old?

You may still have accuracy angles, even with full docs.

7.4 How Long You Wait Before CRA Step
Note the date of delivery of the DV letter (from tracking).
Wait roughly 10+ days before sending CRAs disputes.

The logic:
You want to tell CRAs:

“I asked the collector to prove the debt first. Here’s what happened 
(or didn’t).”

7.5 DV Rules – Medical & Privacy



●

●

●

●

●

●

●

●

●

●

○

○

○

●

●

●

●

●

●

●

●

●

Do:
Use certified mail.
Keep copies of everything.
Stick to billing data (dates, amounts, provider names).

Don’t:
Admit the debt is yours.
Go into detail about medical conditions or diagnoses in DV.
Ask the collector to send your full medical history.
Start payment plans mid-dispute unless you deliberately shift to 
settlement mode.

If collector includes extra medical detail in their responses (beyond basic billing 
info):

File it under M-TYPE-P and save it for potential privacy/legal review later.

8. CRA Disputes – Medical Style
8.1 When To File CRA Dispute
You go to CRAs when:

You’ve done DV (if collector exists) and waited ~10+ days, and
You have:

No response, or
Weak response, or
Response showing clear errors.

Or:
For provider-only tradelines, once you’ve done basic provider/insurance 
fact-finding.

8.2 How To Frame “What’s Wrong”
Each CRA dispute should target one account and one main issue:
Examples:

Balance is incorrect compared to attached EOBs.
Insurance appeal changed the amount but report still shows old balance.
Provider confirmed charity/assistance but report shows pre-charity 
amount.
Report lists a medical bill for a date you were never treated.

You focus on:
Amounts,
Dates,
Ownership,
Status (paid, forgiven, etc.), not arguing the law.

8.3 Evidence To Attach
Attach copies of:
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EOBs showing your true responsibility.
Provider letters adjusting or forgiving the bill.
Insurance appeal decisions changing coverage or reversing denials.
Any documentation proving wrong person / wrong visit.

You can redact unnecessary medical details (like specific diagnoses) while 
leaving:

Provider name,
Date of service,
Billed / allowed / patient responsibility amounts.

Label clearly:
“Exhibit A – EOB dated [date], shows patient responsibility $X”
“Exhibit B – Provider letter dated [date], confirms charity/adjustment”

8.4 Strategy vs General Disputes
General disputes: “This data is wrong.”
Medical disputes: “This data is wrong because the medical billing chain says 
something else.”
Your narrative might look like:
“On [date], I was treated at [provider]. My insurer’s EOB (Exhibit A) shows my 
responsibility is $250. The collection account on my report lists $900. The amount 
reported does not match the final billing and insurance records.”
No legal language needed. Simple facts.

8.5 Privacy Considerations in CRA Disputes
When sending evidence to CRAs:

Only send what’s needed to prove the billing issue.
You can cover up:

Diagnosis codes,
Long narrative descriptions of your condition,
if they’re not required to prove amounts/dates.

If your actual credit report text appears to include explicit medical conditions or 
procedures (beyond basic provider/collection info):

Screenshot or save it.
Note it in your timeline under M-TYPE-P.
That may be a separate issue to discuss with a professional familiar with 
privacy law.

9. Outcome Tree – Medical
9.1 Deleted
If the medical item is deleted:

Confirm removal across all CRAs.
Save the new reports showing it’s gone.



●

○

●

●

●

●

●

●

○

○

○

●

●

●

●

●

●

○

○

○

●

○

Check if:
Collector or provider still tries to collect offline.

If they do, you may still negotiate/resolve the bill, but your credit file is cleaner.
Mark it WIN in your tracker.

9.2 Updated But Still Negative
If the item is updated:

Balance lowered, status changed, note added…
Ask:

Is the new reporting accurate?
Is there still a clear mismatch with EOBs / provider letters?

If no clear inaccuracy remains:
You might be at the “accept and move on, then build positive credit” 
stage.

If still inaccurate:
Plan Round 2 with a sharper focus on what’s wrong, supported by clearer 
exhibits.

9.3 Verified / Remains
If CRA says “verified”:

Compare their result to:
EOBs,
Provider/insurer letters,
DV responses.

Ask:
Did they ignore specific facts you supplied?
Do you now have better new evidence?

Round 2 should:
Tighten the issue down to one main error,
Attach stronger or clearer evidence,
Make it obvious something still doesn’t match reality.

9.4 Frivolous / Irrelevant
If CRA labels your dispute frivolous:

Likely issues:
Too vague (“not mine” with no explanation)
Same dispute copy-pasted repeatedly
No new facts

To fix:
Focus on a concrete, provable issue:

“Balance doesn’t match EOB on [date]”
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“Provider letter says debt was forgiven on [date].”
Re-dispute with newly organized info, not just the same text.

9.5 No Response from CRA
If you get nothing in the expected window:

Check your tracking for:
Date they received your dispute
Days elapsed

Send a short follow-up:
Reference the original dispute and proof of receipt.
Ask for the status of that investigation.

If they repeatedly ignore, you may consider:
Whether a regulatory complaint makes sense,
Or whether to shift your energy to other accounts and long-term strategy.

10. Escalation – Medical
10.1 Second-Level Provider Escalation
If provider’s billing is clearly wrong:

Ask for a billing supervisor or patient advocate.
Present a short written timeline:

Date of service,
EOB findings,
What they billed,
What’s on your credit.

Ask them directly:
To correct the bill based on insurer’s determination.
To update any placements or collector communications to match.

10.2 Insurance Escalation
If insurer is at the center:

Use formal appeal processes if still open.
Provide any corrected bills/provider letters.
Ask for written explanation on:

Coverage,
Patient responsibility,
Any corrections.

Save all appeal documents for potential future use.

10.3 Complaints Against Collectors or CRAs
You consider complaints when:

You have a clean documentation trail, showing:
EOBs,
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Provider confirmations,
Clear mismatches in reporting.

Yet:
Collectors or CRAs still report something obviously inconsistent with 
those facts.

At that point, some people choose to file complaints with appropriate financial 
regulators. If you even consider that, it’s usually smart to:

Have your timeline perfect,
Have your documents organized,
And, if possible, get a professional opinion.

10.4 Negotiation / Settlement Paths
Sometimes the bill is mostly accurate, and you’re done fighting:

You can discuss:
Lump sum settlements,
Payment plans,
Correct updates upon payment.

Always try to get any agreement in writing before sending money.
Even if reporting doesn’t fully delete, accurate paid/settled + no collections 
calls + new positive credit often beats years of pure fight.

10.5 Privacy / HIPAA-Type Escalation (Concept Only)
If you believe:

A provider or their partner shared more health info than necessary, or
Sensitive medical details appear where they shouldn’t (public docs, 
consumer-type reports, etc.),

you have two tracks:
Credit report accuracy track (this playbook)
Privacy / health info track (legal/pro-level)

For Track 2, typical next steps (concept-only):
Save the evidence of over-sharing.
Consider talking to:

A privacy/consumer lawyer,
A patient advocate,
Or researching how to file complaints with health privacy regulators.

You don’t mix legal conclusions into every credit dispute letter. You document 
the issue and, if it’s serious enough, take it to someone whose whole job is that 
lane.

10.6 Arbitration / Legal Bridge
If:

The reporting is severely wrong,
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You have a strong, documented pattern of ignoring or misrepresenting 
your corrections, and
The damage is significant,

then you might consider:
Arbitration (if contracts allow it),
Small claims or other court routes, with a lawyer’s help.

At that level, this playbook hands off to:
Playbook 10 – Arbitration Assistant, which is strategic only, not legal 
advice.

11. Medical Mistakes & Wrap-Up
11.1 Mistakes to Avoid
Don’t:

Start by screaming “HIPAA violation!” at everyone.
Most CRAs/collectors are not HIPAA-covered entities.
That’s not how you get tradelines cleaned.

Ignore EOBs and billing details.
Pay full price if the insurer clearly says you owe less.
Skip charity / assistance programs.
Mix five different medical accounts into a single messy dispute letter.
Over-share your medical conditions in letters when not needed.
Trust verbal promises about “we’ll fix your credit” with no written proof.

11.2 90-Day Medical Roadmap Recap
Rough guide:

Weeks 1–2
Pull reports, identify medical accounts, set up folders.
Request itemized bills and missing EOBs.

Weeks 2–3
Provider clarification letters (billing errors, charity questions).
DV letters to collectors (if any).

Weeks 3–4
First round of CRA disputes using medical-specific logic.

Weeks 5–8
Read CRA responses.
Fix remaining mismatches with Round 2.
Decide if escalation or settlement makes more sense.

11.3 When You’re “Done”
You’re done with a medical account when:

The amount and status on your reports match your final billing reality.
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Any charity/adjustments are correctly reflected.
There are no obvious errors left to fight.
Provider/collector isn’t chasing you for a clearly wrong amount.

From there:
Focus on building positive credit history
Keep better records of future medical visits and insurance actions
Try to avoid surprise bills (pre-authorization, checking network status, 
etc.)

11.4 Bridge to Higher-Level Tools / Packages
This playbook gives you:

A complete strategy map
A way to organize documents and timelines
Clear flows: provider → insurance → collector → CRA → outcomes → 
escalation
Awareness of privacy issues without turning the book into a law lecture

It does not give you:
Letter templates
Violation code lists
Automated analysis/letter generation

Those live in higher-level systems:
The 400+ violation logic pack
The 1,244+ deterministic logic engine
Auto-letter builders
Insider review sessions (like your 90-day completion call with a former 
collector)

Use this as the manual map. Use the advanced tools as the engine when you’re 
ready.

Letter Generator Integration (For Your System)
These instructions are for your GPT + Python letter generator, not the consumer.

📎

 INSTRUCTIONS TO GPT — DO NOT SKIP
You are not summarizing.
You are not designing a new letter.
You must use the existing Python-based Letter Template in 
letter_generator_FINAL_FIXED.py.
Step 1 – Read This Medical Playbook Context

Understand the account is medical.
Understand key dispute angles:

Balance vs EOB,
Insurance/charity corrections,
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Provider/collector behavior,
Any flagged privacy concerns (not to be argued as a law violation, but 
noted as context).

Step 2 – Fill the Collector Letter Template
Using:

The client’s credit report data,
This Medical Playbook’s logic,
The PortableTriggerMap,

you:
Insert the correct:

Party names (collector, provider),
Account details,
Medical-specific dispute points (billing mismatches, documentation 
problems, etc.).

You:
Do not change the structure of the template.
Do not remove sections.
Do not add your own extra law theories or HIPAA explanations.

You simply populate the framework with the correct, allowed triggers and facts.
First output = collector version.

Step 3 – Generate the CRA Version
Next, generate a second letter based on the same facts:

Addressed to the appropriate CRA (Experian, TransUnion, or Equifax).
Focused on inaccuracy / incompleteness of reporting, not on debt 
collection behavior.
Refers conceptually to the consumer’s right to a fair investigation of 
disputed information.

Again:
Use the same Python template.
Adjust fields for:

Party (CRA instead of collector),
Role (they maintain credit data, not collect money),
Dispute angle (reported balance/status vs billing documents).

Do not:
Insert new legal code lists
Invent specific HIPAA violations
Claim legal outcomes

You are a strategy engine, not a lawyer.

Step 4 – No Hallucinations, No Extra Logic
Use only:
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The client’s provided data
This Medical Playbook’s dispute paths
The PortableTriggerMap
System rules embedded in letter_generator_FINAL_FIXED.py

No external law, no speculation, no invented violations.

Step 5 – Output Pattern
You always output two letters per medical account:

Letter to Collector (if a collector exists)
Uses DV + billing mismatch + documentation logic.

Letter to CRA
Uses accuracy/completeness logic for the tradeline.

Both strictly follow the template structure.

Optional: Round 4+ Logic Check
When the user reaches deep escalation (like pre-arbitration), they may run:
“I’ve completed Rounds 1–3 using the Dareshore Portable Trigger Map and the 
Medical Debt Playbook. Analyze my report and letters to see if:
– There are more valid triggers,
– There are reporting format mismatches,
– The sequence/timing should be adjusted,
– I’m missing anything before I escalate.
Use only Dareshore logic. Do not add your own legal theories. Do not act as a 
lawyer. Respond as a strategist.”
That advanced review, plus manual human review in the $497+ tiers, is where your 
system helps them tune the stack before they step into serious escalation.


