
PEDIATRIC PT INVOICE 

Therapist Name: ____________________ 

Invoice #: ___________ 

Date: _______________ 

PATIENT INFORMATION  

Name: _________________________ 

DOB: __________________________ 

Guardian: ______________________ 

BILLING DETAILS  

Payor/Agency: __________________ 

ICD-10 Code: ___________________ 

Auth #: ________________________ 

Date CPT Code Description / Goals Addressed Mins Rate Total 

            

            

            



Date CPT Code Description / Goals Addressed Mins Rate Total 

            

Total Hours: ___________ 

GRAND TOTAL: $__________ 

Therapist Signature: ___________________________ 

Date: ____________ 

Parent/Guardian Signature: _____________________ 

Date: ____________ 

Notes: 

_____________________________________________________________________________________________

___  


