
REFUND INVOICE 

Outpatient Services 

REFUND REFERENCE # 

DATE ISSUED 

PROVIDER INFORMATION 

Facility Name: 

Tax ID / NPI: 

Address: 

PATIENT INFORMATION 

Name: 

Patient ID: 

Date of Service: 

Service 
Description 

Original 
Amount 

Insurance 
Paid 

Patient 
Paid 

Refund 
Amount 

Total Refundable Amount: _______________ 

REASON FOR REFUND 

AUTHORIZED SIGNATURE 

PATIENT/RECIPIENT SIGNATURE 


