
 

 

Student Payment Ledger  

Clinical Skills Training Center 
 

Student Name:_____________________________________ 
Street Address: ________________________________________________________ 
Phone: ________________________________________________________________ 
Email: _________________________________________________________________ 

 
 

 

PROGRAM: MEDICAL ASSISTING 

Enrollment Date: _____________________________ 

Enrollment Date: _____________________________ 

Enrollment Date: _____________________________ 

Enrollment Date: _____________________________ 

 

DATE PAYMENT #  AMOUNT DUE AMOUNT PAID BALANCE 

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

 


