
INVOICE
HEALTHCARE COMPLIANCE CONSULTING

CONSULTING PROVIDER

CLIENT / HEALTHCARE FACILITY

Invoice Number:

Invoice Date:

Due Date:

Project/Case Ref:

NPI / Provider Tax ID:

Billing Method:

COMPLIANCE SERVICE / ACTIVITY DESCRIPTION HOURS / QTY RATE ($) TOTAL ($)



Compliance Regulatory N otice:

Services ren dered  u n der th is in vo ice relate to  p ro fession al con su ltin g  in
h ealth care comp lian ce, w h ich  may in clu de HIPAA p rivacy, secu rity stan dards,
O SHA regu lation s, O IG  gu idelin es,  o r CMS con d ition s o f participation . Th is
docu men tation  su pports you r comp lian ce p rogram reco rdkeep in g
requ iremen ts.

Subtotal:

Regulatory Fees/Surcharges:

Total Due:

PAYMENT INSTRUCTIONS & TERMS

Bank Wire Transfer / ACH:

Bank Name: 

Routing Number: 

Account Number: 
Check Payments:

Make check payable to: 

Mail payment to: 

Payment Terms: 

Con fiden tia l Health care Con su ltin g  Docu men t
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