
INVOICE 

[Consulting Firm Name] 

[Street Address] 

[City, State, Zip] 

[Phone] | [Email] 

Invoice #: [00000] 

Date: [MM/DD/YYYY] 

Due Date: [MM/DD/YYYY] 

BILL TO:  

[Home Health Agency Name] 

[Contact Person] 

[Agency Address] 

[Tax ID / NPI Number] 

Description of Compliance Services Quantity/Hours Rate Amount 

Mock Medicare Audit & Survey Prep 0.00 $0.00 $0.00 

QAPI Program Development 0.00 $0.00 $0.00 

Policy & Procedure Manual Review 0.00 $0.00 $0.00 

Clinical Record Review (Per Chart) 0.00 $0.00 $0.00 

Subtotal: $0.00  

Tax: $0.00  

Total Amount Due: $0.00  



Payment Instructions: 

Please make checks payable to [Consulting Firm Name]. 

ACH/Wire Transfer: [Routing/Account Details] 

Thank you for your commitment to home health excellence and compliance. 


