
PT INVOICE 

Physical Therapist Contract Services 

INVOICE # 

DATE 

THERAPIST INFORMATION 

Name: 

License #: 

Address: 

Email/Phone: 

FACILITY / CLIENT INFORMATION 

Facility Name: 

Billing Address: 

Period Start: 

Period End: 

Date 
Patient Initials / Service 
Description 

Hours/Units Rate Total 

     

     

     

     

     

     

     



Date 
Patient Initials / Service 
Description 

Hours/Units Rate Total 

     

     

     

Subtotal: $ _________  

Travel/Expenses: $ _________  

TOTAL AMOUNT DUE: $ _________  
NOTES / PAYMENT INSTRUCTIONS: 

Therapist Signature 

Facility Supervisor Approval 


