
Pediatric Urology Clinic 

123 Medical Plaza, Suite 400 

Healthcare City, ST 12345 

Phone: (555) 012-3456 

INVOICE 

Invoice #: ___________ 

Date: ___________ 

PATIENT INFORMATION 

Name: __________________________ 

DOB: ___________________________ 

Guardian: ______________________ 

BILLING DETAILS 

Insurance Carrier: _______________ 

Policy #: _______________________ 

Auth #: _________________________ 

Date of Service CPT Code / Description Qty Unit Price Total 

          

          

          

Subtotal: $_______  

Insurance Paid: ($______)  

Balance Due: $_______  



Please make all checks payable to: Pediatric Urology Clinic 

Payment is due within 30 days. Thank you for choosing our specialized pediatric care. 


