
MEDICAL ASSISTANT INVOICE 
INVOICE # 

DATE 

PROVIDER INFORMATION 

Name: 

Phone: 

Email: 

FACILITY / CLINIC TO 

Name: 

Address: 

Department: 

Date Shift Description Start/End Hours Rate Total 

      

      

      

      

      

      

      

Subtotal Hours:  



Expenses/Mileage:  

TOTAL DUE:  

PAYMENT INSTRUCTIONS / NOTES 

Professional Medical Assistant Weekly Services Template  


