
INVOICE 

[Hospital/Clinic Name] 

[Department of Surgery] 

[Address Line 1] 

Invoice #: [00000] 

Date: [MM/DD/YYYY] 

Surgery Date: [MM/DD/YYYY] 

PATIENT INFORMATION:  

[Patient Name] 

[Patient ID / MRN] 

[Contact Number] 

[Insurance Provider] 

SURGICAL TEAM:  

Lead Surgeon: [Name] 

Assistant: [Name] 

Anesthesiologist: [Name] 

Description of Services / Supplies CPT Code Amount 

Laparoscopic Procedure: [Procedure Name] [Code] $0.00 

General Anesthesia Services [Code] $0.00 

Operating Room Fee (Laparoscopic Suite) - $0.00 



Description of Services / Supplies CPT Code Amount 

Surgical Disposable Kits (Trocars, Graspers, etc.) - $0.00 

Recovery Room (PACU) Fee - $0.00 

Laboratory & Pathology Services - $0.00 

Subtotal: $0.00  

Insurance Adjustment: ($0.00)  

Total Due: $0.00  

Notes: Please include the Invoice Number with your payment. Payments are due within 30 days of the invoice date. 

Payment Methods: [Bank Wire] | [Credit Card] | [Check] 


