
INVOICE 

Rehabilitation Services 

Invoice #: ___________ 

Date: ___________ 

PROVIDER DETAILS 

Name:  

License #:  

Address:  

Phone:  

CLIENT DETAILS 

Client Name:  

Case ID:  

Billing Address:  

Email:  

Date Service Description / CPT Code Hours Rate Total 

          

          

          

          

Subtotal: $ ________  

Tax/Other: $ ________  

Amount Due: $ ________  



NOTES / PAYMENT INSTRUCTIONS 

Thank you for your business. 


