INVOICE

[Your Company Name]
[Address Line 1]

[City, State, Zip]

Tax ID: [00-0000000]

Bill To:

[Healthcare Facility Name]
[Contact Person]
[Address Line 1]
[City, State, Zip]

Audit Project Reference:

[Project Name/Code]
Period: [Start Date] - [End Date]

Description of Compliance Services

HIPAA Security Rule Risk Assessment

Clinical Documentation Improvement (CDI) Review

CMS Billing & Coding Compliance Audit

Policy & Procedure Development

Invoice #: [0001]
Date: [Date]
Due Date: [Date]

Hours/Qty Rate  Amount
[0] $[0.00] $[0.00]
[0] $[0.00] $[0.00]
[0] $[0.00] $[0.00]
[0] $[0.00] $[0.00]

Subtotal: $[0.00]



Tax: $[0.00]
Total Due: $[0.00]

Payment Instructions:

Please make checks payable to: [Your Company Name]
Bank Transfer: [Bank Name] | Account: [Number] | Routing: [Number]

Note: This audit invoice is for professional compliance services rendered and does not guarantee legal immunity.



