
TIMESHEET INVOICE 

Physical Therapy Services 

Invoice #: ___________ 

Date: ___________ 

THERAPIST INFORMATION Name: 

License #: 

Address: 

Phone:  

BILL TO / FACILITY Client/Clinic: 

Address: 

Attention:  

Date Patient ID / Ref Service/CPT Code Hours/Units Rate Total 

       

       

       

       

       

       

       



Subtotal: $ ___________  

Travel/Misc: $ ___________  

Amount Due: $ ___________  

PAYMENT INSTRUCTIONS Check Payable to: 

Bank Name: 

Account/Routing:  

THERAPIST SIGNATURE  
 

_________________________________  

Terms: Payment is due within 30 days. Thank you for your professional partnership. 


