
Phone:

Email:

THERAPY INVOICE
Invoice No:

Date:

Due Date:

PATIENT INFO (CHILD)

Full Name:

Date of Birth:

Client ID:

Therapist:

PARENT / GUARDIAN INFO

Name:

Billing Address:

Phone Number:

Email:

DATE CPT CODE DESCRIPTION OF SERVICE DURATION RATE TOTAL



DATE CPT CODE DESCRIPTION OF SERVICE DURATION RATE TOTAL

Subtotal:

Total Paid:

Balance Due:

Therapy Notes / Payment Instructions:

Therapist Signature & Credentials

Parent / Guardian Signature

Th an k  you  fo r a llow in g  u s to  su pport you r ch ild 's developmen t an d  g row th !

NPI / Tax ID : ________________________
Licen se Nu mber: ________________________
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