
INVOICE 

University Accreditation Specialist 

Invoice #: _________ 

Date: _________ 

Specialist Information: 

Name: ________________________ 

Address: ______________________ 

Email: _______________________ 

Tax ID: _______________________ 

Bill To (Institution): 

University: ____________________ 

Department: __________________ 

Contact: ______________________ 

Address: ______________________ 

Description of Services (Self-Study, Site Visit, 
Compliance Review) 

Hours/Units Rate Total 

__________________________________________ _________ _________ _________ 

__________________________________________ _________ _________ _________ 



Description of Services (Self-Study, Site Visit, 
Compliance Review) 

Hours/Units Rate Total 

__________________________________________ _________ _________ _________ 

Travel & Administrative Expenses _________ _________ _________ 

Subtotal: $_________ 

Tax: $_________ 

Grand Total: $_________ 

Payment Instructions: 

Please remit payment within ____ days via Bank Transfer/Check. 

Account Name: _________________ | Account Number: _________________ 


