
NURSING INVOICE 

[Nurse Name/Agency] 

[License Number] 

[Phone Number] 

[Email Address] 

Invoice #: ___________ 

Date: ___________ 

Due Date: ___________ 

BILL TO: 

[Patient Name] 

[Responsible Party Name] 

[Address] 

[City, State, Zip] 

CARE PERIOD: 

From: ___________ 

To: ___________ 

Date Service Description / Shift Type Hours Rate Amount 

          

          

          



Date Service Description / Shift Type Hours Rate Amount 

          

Subtotal: $___________ 

Adjustments: $___________ 

Total Balance Due: $___________ 

Payment Instructions: 

Please make checks payable to: ______________________ 

Electronic Payment (Zelle/Venmo/Wire): ______________________ 

Thank you for the opportunity to provide care. 


