
REGULATORY INVOICE 

Agency: [Regulatory Body Name] 

[Department/Division] 

[Street Address] 

[City, State, Zip] 

Invoice #: [000000] 

Date Issued: [MM/DD/YYYY] 

Due Date: [MM/DD/YYYY] 

Billing To (Registrant):  

[Healthcare Facility/Provider Name] 

[License Number] 

[Street Address] 

[City, State, Zip] 

Compliance Period:  

[Start Date] to [End Date] 

Service/Fee Description Code/Reference Quantity/Units Amount 

Annual Licensing & Oversight Fee [REF-01] 1 $0.00 

On-Site Inspection & Audit 
Charges 

[REF-02] [Hours/Days] $0.00 

Regulatory Filing/Administrative 
Fee 

[REF-03] 1 $0.00 

Statutory Assessment/Surcharge [REF-04] - $0.00 

Subtotal: $0.00 

Late Penalties (if applicable): $0.00 

Total Balance Due: $0.00  



Payment Instructions:  

Checks payable to: [Regulatory Agency Name] 

Electronic Transfer: [Routing/Account Details] 

Please include Invoice Number on all remittances. 

Notice: Failure to remit regulatory fees may result in administrative action, including license suspension or additional civil 

penalties as per [Statute/Regulation Citation]. 


