
INVOICE 

Manual Therapy Services 

Invoice #: ___________ 

Date: ___________ 

THERAPIST INFO 

Name: 

License / NPI: 

Address: 

Email/Phone: 

BILL TO 

Client/Clinic Name: 

Address: 

Reference/PO: 

Date 
Patient Initials / 
Code 

CPT Code / Service 
Description 

Duration Rate Total 

            

            

            

            

Subtotal: $ ________  

Tax/Fees: $ ________  

Grand Total: $ ________  



NOTES / PAYMENT INSTRUCTIONS 


