[Clinic Name]

[Clinician Name, Credentials]
[Address Line 1]

[Phone Number]
[Tax ID / NPI Number]
INVOICE
Invoice #: [000]
Date: [MM/DD/YYYY]
BILL TO:

[Parent/Guardian Name]
[Address Line 1]
[City, State, Zip]

PATIENT INFORMATION:

Patient: [Child's Name]
DOB: [MM/DD/YYYY]
ICD-10 Code: [Code]

Date CPT Code Description of Service Fee

[Date] [Code] [e.g., Speech Therapy Session - 45 min] $0.00

[Date] [Code] [e.g., Comprehensive Evaluation] $0.00



Date CPT Code Description of Service Fee

Subtotal: $0.00
Paid/Insurance: ($0.00)
Total Due: $0.00



