
NURSING INVOICE 

[Nurse Name/Agency] 

[License Number] 

[Address] 

[Phone/Email] 

Invoice #: ___________ 

Date: ___________ 

Due Date: ___________ 

PATIENT INFORMATION 

[Patient Full Name] 

DOB: [MM/DD/YYYY] 

Parent/Guardian: [Name] 

[Address]  
BILLING PARTY / INSURANCE 

[Insurance Provider/Entity Name] 

Policy #: [Number] 

Authorization #: [Number] 

[Billing Address]  

Date of 
Service 

Service Code 
(HCPCS) 

Description of Care 
(RN/LPN) 

Hours/Units Rate Amount 

            

            

            

            

Subtotal: $0.00  

Adjustments: $0.00  

Total Balance: $0.00  



Clinical Notes: [Space for specific treatment updates or supply usage notes] 

Payment Instructions: Please make checks payable to [Nurse/Agency Name]. 

 

Thank you for allowing me to care for your child. 


