SPEECH-LANGUAGE THERAPY

Provider:
Address:

Phone/Email:

INVOICE

Invoice No:
Invoice Date:

Due Date:

Client / Patient Information

Patient Name:

Date of Birth:
Parent/Guardian:
Address:

Billing / Insurance
Insurance Co:

Policy ID:

Group No:

Auth No:

NPI Number:
ICD-10 Code(s):
SLP License No:
Tax ID / EIN:

DATE CPT CODE DESCRIPTION OF SERVICE QTY/UNIT RATE TOTAL

Subtotal:

Insurance Paid:



Client Co-Pay:

Total Due:

Therapist Signature & Credentials

Date Signed

Thank you for choosing our speech therapy services. Please make checks payable to the provider listed above.
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