PEDIATRIC EYE CARE CLINIC

123 Vision Lane, Suite 400
Phone: (555) 010-9988
Email: billing@pediatriceye.com

MEDICAL INVOICE

Invoice #:

Date:

PATIENT INFORMATION

Name:

DOB:

Parent/Guardian:

INSURANCE DETAILS

Provider:

Policy #:

Group #:

Service Code/CPT Description of Service Provider Amount

Comprehensive Eye Exam (Pediatric) $

Cycloplegic Refraction $

Binocular Vision Assessment $



Service Code/CPT Description of Service Provider Amount

Subtotal: $
Insurance Adjustment: ($ )

Co-pay Paid: ($ )

Total Balance Due: $



