
PEST CONTROL INVOICE 

Company Name: _________________________ 

License #: ____________________________ 

Phone: ______________________________ 

Invoice #: ________________ 

Date: __________________ 

Due Date: _______________ 

PROPERTY INFORMATION 

Property Name: ________________________ 

Management Co: ________________________ 

Address: _____________________________ 

City/State/Zip: _________________________ 

BILLING INFORMATION 

Bill To: ____________________________ 

Address: _____________________________ 

Email: _______________________________ 

Phone: ______________________________ 

Unit / Bldg 
# 

Service Description (Pests Treated & 
Method) 

Chemicals Used / 
EPA # 

Amount 

        

        

        

        

        

        



SERVICE TYPE 

Monthly   Quarterly   Bed Bug Treatment   Clean-out   Emergency  

Subtotal: $__________ 

Tax: $__________ 

Total Amount: $__________ 

TECHNICIAN NOTES & RECOMMENDATIONS 

____________________________________ 
Technician Signature 

____________________________________ 
Authorized Representative / Tenant Signature 

Payment Terms: Net 30. Please make checks payable to the company name listed above. 


