
[Medical Practice Name] 

[Street Address] 

[City, State, Zip] 

[Phone Number] 

[Email/Website]  

INVOICE 

Date: [Date] 

Invoice #: [0000] 

Consultation ID: [ID-000]  

PATIENT INFORMATION 

[Patient Name] 

[Address] 

[City, State, Zip] 

DOB: [MM/DD/YYYY]  

CONSULTATION DETAILS 

Platform: [Telehealth Provider] 

Physician: [Doctor Name] 

Duration: [00] Minutes 

Insurance ID: [Policy Number]  

Service Description 
CPT 
Code 

Quantity 
Unit 
Cost 

Total 

[Service Name - e.g., Level 3 
Telehealth Visit] 

[99213] 1 $0.00 $0.00 



Service Description 
CPT 
Code 

Quantity 
Unit 
Cost 

Total 

[Additional Service - e.g., Remote 
Monitoring] 

[99454] 1 $0.00 $0.00 

Subtotal: $0.00 

Insurance Adjustment: ($0.00) 

Amount Due: $0.00 

Payment Instructions: Please pay within [15] days. Make checks payable to [Practice Name]. Online payments 

available at [URL]. 

This is a digital record of your remote medical consultation. Please retain for your records or insurance claims. 


