REHABILITATION CLINIC

[Clinic Address Line 1]
[City, State, Zip]
[Phone Number]
[Email/Website]

INVOICE

Invoice #:
Date:

Due Date:

PATIENT INFORMATION

Name:

ID:

Address:

INSURANCE INFO

Provider:

Policy #:

Referral:

Date of
Service

Unit

CPT Code / Description Qty/Units Price

Total

Initial Evaluation

Therapeutic Exercise
(97110)



Date of
Service

CPT Code / Description

Manual Therapy (97140)

Neuromuscular Re-ed
(97112)

Unit

Qty/Units Price

Subtotal: $
Insurance Adjustment: ($
Amount Paid: ($

Balance Due: $

Total



