
Pediatric Dermatology Service 

123 Clinic Road, Suite 400 

Medical District, ST 12345 

Phone: (555) 010-8899 

INVOICE 

Date: __________ 

Invoice #: __________ 

Patient ID: __________ 

PATIENT / GUARDIAN INFORMATION 

Name: __________________________ 

DOB: ___________________________ 

Guardian: _______________________ 

Address: _________________________ 

INSURANCE INFORMATION 

Provider: _______________________ 

Policy #: _________________________ 

Group #: _________________________ 

Auth #: __________________________ 

Service Date CPT/ICD Code Description of Services Fee 

        

        

        

        



Subtotal: $__________  

Insurance Paid: ($__________)  

Copay/Deductible: $__________  

Total Balance Due: $__________  

CLINICAL NOTES / FOLLOW-UP 

Please make checks payable to: Pediatric Dermatology Service 

Payment is due within 30 days of service. For billing inquiries, please call our office. 


