OCCUPATIONAL THERAPY SUPERBILL

Clinical Service Invoice & Statement for Insurance Reimbursement

I PROVIDER INFORMATION

Therapist Name:

Practice Name:

Address:

Phone / Email:

NPI Number:

Tax ID/BN:

License Number:

I CLIENT INFORMATION

Client Name:

Date of Birth:

Address:

Phone:

Insurance Co:

Policy Number:

Group Number:

I DIAGNOSIS CODES (ICD-10)

ICD-10 Code Description

I SERVICES RENDERED (CPT CODES)

Date of

. CPTCode @ Modifier = Description of Service
Service

Units

Primary (X)

Charges ($)



e of CPTCode | Modifier = Description of Service Units | Charges ($)

Total
Charge:

Amount
Paid:

Balance

Therapist Signature & Credentials

Date Signed

The services listed above have been completed and are accurately represented. Payment has been received as indicated above. The client is responsible for submitting
this superbill directly to their insurance company for direct reimbursement. Reimbursement is subject to the terms and limitations of the client'sindividual insurance policy

coverage.
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