
[Doctor/Practice Name] 

[Medical License Number] 

[Clinic Address Line 1] 

[City, State, Zip] 

[Phone Number] 

INVOICE 

Invoice #: [0000] 

Date: [Date] 

Due Date: [Date] 

BILL TO: 

[Patient Name] 

[Patient Address] 

[City, State, Zip] 

[Patient ID/DOB] 

CONSULTATION TYPE: 

[ ] In-Person Office Visit 

[ ] Telehealth / Virtual Advice 

[ ] Specialized Report/Review 

Description of Services 
ICD-10/CPT 
Code 

Hours/Qty Rate Amount 

[Medical Consultation Title] [Code] [0] $0.00 $0.00 

[Follow-up/Administrative 
Fee] 

[Code] [0] $0.00 $0.00 

Subtotal: $0.00  

Tax/Insurance Adj: $0.00  



Total Due: $0.00  

Payment Instructions: Please make checks payable to [Practice Name] or pay via [Payment Link/Portal]. 

Notice: This document serves as an invoice for professional medical advice rendered. For insurance reimbursement, please use 

the provided CPT codes when filing claims. 


