MEDICAL INVOICE

[Facility Name]
[Street Address]
[City, State, Zip]
[Phone Number]

INVOICE #

DATE

PATIENT INFORMATION

Name:

DOB:

1D #:

BILLING / INSURANCE

Provider:

Policy #:

Group #:

Date of Service

Total Charges: $

CPT/HCPCS Code

Insurance Adjustment: ($ )

Description of Services

Amount



Patient Responsibility: $

Amount Due: $

Payment Terms: Due upon receipt. Please include invoice number with payment.

Notes:




