INVOICE

INVOICE #
DATE OF ISSUE

BILL TO (HOSPITAL/CLINIC)
DEPARTMENT / UNIT
PAYMENT TERMS

Date Shift Description / Facility

Subtotal: $0.00
Expenses/Stipend: $0.00
Total Due: $0.00

PAYMENT INSTRUCTIONS / NOTES

Hours/Flat

PHYSICIAN INFORMATION

Rate

NPI/PROVIDER ID

Amount



Physician On-Call Shift Invoice Template



