
BILLING STATEMENT
Statement No.

Date

Account No.

PATIENT INFORMATION

Name:

Address:

Phone:

D.O.B:

INSURANCE INFORMATION

Provider:

Policy ID:

Group No:

Auth No:

DATE CPT CODE DESCRIPTION OF SERVICE UNITS CHARGES ($) DUE ($)



Total Charges

Insurance Paid

Patient Paid

Total Balance
Due

Therapist Notes / Clinical Reminders:

Thank you for choosing our physical therapy services for your rehabilitation needs.

Please remit payment within 30 days of the statement date. For billing inquiries, contact our office.


