
INVOICE 

Institution/Provider Name 

Street Address 

City, State, Zip 

Email / Phone 

Invoice #: ___________ 

Date: ___________ 

Due Date: ___________ 

BILL TO: 

Student Name: ________________ 

ID Number: ________________ 

Guardian Name: ______________ 

Address: ____________________ 

Service Description Date Hours/Qty Rate Amount 

Academic Tutoring 

    

Counseling Session 

    

Special Education Support 

    

Administrative Fees 

    

Subtotal: $0.00  

Discount/Aid: ($0.00)  

Total Due: $0.00  



Notes: Please make checks payable to the institution name listed above. Include the student ID on the memo line. 

Thank you for supporting student success. 


