
INVOICE 

[Agency/Nurse Name] 

[Address Line 1] 

[Phone / Email] 

INVOICE #: ___________ 

DATE: ___________ 

DUE DATE: ___________ 

BILL TO:  

[Client Name] 

[Address Line 1] 

[City, State, Zip] 

PATIENT INFORMATION:  

Name: _________________ 

ID/DOB: _________________ 

Date of 
Service 

Description of 
Care/Procedures 

Hours/Qty Rate Amount 

          

          

          

          

Subtotal: $___________ 

Tax/Other: $___________ 



TOTAL DUE: $___________ 

CLINICAL NOTES / PROVIDER SIGNATURE:  

Payment Terms: Due upon receipt. Please make checks payable to [Agency Name]. 

Specialized Home Nursing Care Services - Licensure #[Number] 


