OUTPATIENT PHYSICAL THERAPY

[Clinic Name]

[Street Address]

[City, State, Zip]

[Phone Number] | [NPI Number]

Invoice #:

Date:
Due Date:

PATIENT INFORMATION:
[Patient Name]

[Patient Address]

[Policy/ID Number]
BILLING INFORMATION:
[Payer/Insurance Name]

[Claim Number]
[Referring Physician]

Date of Service CPT Code

Description of Service  Units Rate

Subtotal: $

Insurance Adjustment: ($

Total

)



Patient Responsibility / Co-pay: $
Total Amount Due: $

ICD-10 Codes:

Notes/Therapist:

Please make checks payable to [Clinic Name]. Payment is due within [X] days. Thank you for choosing us for your
rehabilitation.



