
INVOICE 

Locum Tenens Services 

Invoice #: _________ 

Date: ___________ 

Provider Information: 

Name: ____________________ 

NPI: ____________________ 

Email: ____________________  

Facility Information: 

Name: ____________________ 

Department: ________________ 

Week Ending: ______________  

Date Shift Type Hours Rate Total 

          

          

          

          

          

          

          



Date Shift Type Hours Rate Total 

Service Subtotal: $ 

Expenses (Travel/CME): $ 

Grand Total: $ 

Payment Instructions: 

Direct Deposit / Check Payable to: ________________________________ 

Provider Signature: _______________________ 

Facility Approval: _______________________ 


