
HEALTHCARE SPENDING LOG 
Period: ____________________ 

Patient Name: ____________________ 

DATE PROVIDER / SERVICE CATEGORY 
INSURANCE 
PAID 

TOTAL 
BILL 

OUT OF 
POCKET 

  
     

  
     

  
     

  
     

  
     

  
     

  
     

  
     

  
     

  
     

  
     



DATE PROVIDER / SERVICE CATEGORY 
INSURANCE 
PAID 

TOTAL 
BILL 

OUT OF 
POCKET 

  
     

Subtotal: $ _________ 

Tax Deductible: $ _________ 

GRAND TOTAL: $ _________ 

 


