
CARDIOLOGY SPECIALIST CLINIC 

123 Heart Health Way, Suite 400 

Medical District, ST 12345 

Phone: (555) 010-8800 

INVOICE 

Invoice #: ___________ 

Date: ___________ 

PATIENT INFORMATION 

Name: ___________________________ 

DOB: ____________________________ 

Patient ID: ______________________ 

BILLING DETAILS 

Provider: ________________________ 

Insurance: _______________________ 

Policy #: ________________________ 

Service Date CPT Code / Description Charges 

      

      

      

      



Subtotal: $ ___________  

Insurance Adjustment: ($ ___________)  

Patient Copay: ($ ___________)  

Balance Due: $ ___________  

Payment Instructions: Please make checks payable to "Cardiology Specialist Clinic". Payment is due within 30 days of invoice 

date. 

Notice: This document contains confidential medical billing information. 


