
SPECIAL EDUCATION CONSULTANCY SERVICES
PROFESSIONAL EDUCATIONAL ADVOCACY & CONSULTING

Consultant Name: 
Address: 
Phone/Email: 
Tax ID / EIN: 

INVOICE
Invoice No:

Date:

Due Date:

BILL TO

Client / School District: 
Contact Person: 
Address: 
Email: 
Phone: 
STUDENT INFORMATION

Student Initials / ID: 
Grade / Program: 
Case Manager: 
Reference (e.g., IEP Meeting): 

DATE DESCRIPTION OF EDUCATIONAL SERVICES (E.G., IEP
MEETING, EVALUATION, CONSULTATION)

HOURS /
QTY

RATE ($) TOTAL ($)

Subtotal:

Travel / Expenses:

Total Due:



Consultant Signature

Authorized Client Approval / Receiver

PAYM EN T TERM S & IN STRUCTION S

1. Paymen t is requ ested  w ith in   days o f  th e in vo ice date.

2.  Please make ch ecks payab le to : 

3.  Fo r electron ic ban k  tran sfers:  Rou tin g  # :  Accou n t # : 

Thank you for your partnership in supporting professional specialized educational solutions.
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