Invoice No:
Date:

Due Date:

THERAPIST INFORMATION

Name:

License No:

NPI:

Tax ID / EIN:

Email/Phone:
CLIENT INFORMATION

Client Name:

Date of Birth:

Address:

Insurance Provider:

Policy Number:

Date

CPT Code Description of Service

Total Charge:
Amount Paid:
Insurance Paid:

Balance Due:

Therapist Signature & Credentials

Client Signature (if required)

Rate ($)

INVOICE

Total ($)



PAYMENT INSTRUCTIONS & NOTES



	INVOICE

