
PHYSICAL THERAPY 

TIMESHEET INVOICE 

INVOICE #: 

DATE: 

PROVIDER INFORMATION 

Name: 

NPI Number: 

Address: 

Phone: 

PATIENT INFORMATION 

Patient Name: 

Case/Ref #: 

Insurance: 

Authorization: 

Date CPT Code Description of Service Units Rate Total 

      

      

      

      

      

      

      



Date CPT Code Description of Service Units Rate Total 

      

Subtotal: $  

Tax/Adjust: $  

Balance Due: $  

THERAPIST SIGNATURE 

PATIENT/GUARDIAN SIGNATURE 

Terms: Payment is due within 30 days of invoice date. Thank you. 


