
INVOICE 

[Consultant Name/Agency] 

[Street Address] 

[City, State, Zip] 

[Phone Number] | [Email] 

INVOICE NUMBER [000] 

DATE [Month DD, YYYY] 

DUE DATE [Month DD, YYYY] 

BILL TO  

[Parent/School/Organization Name] 

[Street Address] 

[City, State, Zip] 

STUDENT REFERENCE  

[Student Initials/ID] 

[Case/Project Reference] 

Description of Services Date Rate/Hour Qty/Hours Total 

IEP Meeting Attendance & Review [MM/DD] $0.00 0.0 $0.00 

Educational Records Review [MM/DD] $0.00 0.0 $0.00 

Classroom Observation [MM/DD] $0.00 0.0 $0.00 

Consultation/Phone Conference [MM/DD] $0.00 0.0 $0.00 



Subtotal: $0.00 

Tax: $0.00 

Total Amount Due: $0.00 

Payment Information 

Please make checks payable to: [Consultant Name] 

For Electronic Transfers: [Bank Name / Account Details or Payment Link] 

Thank you for your partnership in supporting student success. 


