CLINICAL PHYSICAL THERAPY

123 Therapy Way, Wellness Suite 100
City, State, Zip Code

Phone: (555) 000-0000

Email: clinic@example.com

INVOICE

Invoice #:
Date:
Due Date:

PATIENT INFORMATION

Name:
ID/Policy #:
Address:

PROVIDER DETAILS

Therapist:
NPI Number:
License #:
Tax ID/EIN:

Date of Service Description / CPT Code Hours Rate ($) Total ($)



Date of Service Description / CPT Code Hours Rate ($) Total ($)

Subtotal: $
Insurance Paid: - $
Amount Due: $

Notes / Payment Instructions:
Please make checks payable to "Clinical Physical Therapy". Payment is due within 30 days.
Thank you for choosing our clinic for your rehabilitation needs.



