[Clinic Name]

[Street Address]
[City, State, Zip]
[Phone Number]
INVOICE
Invoice #:
Date:
[Patient Name]
[Patient Address]
[Patient Phone]
[Doctor/Technician Name]
NPI: [Number]
Description of PRP Service Qty Unit Price Total
Platelet Rich Plasma Extraction & Processing $ $
Injection Site: [e.g. Knee, Scalp, Face] $ $

Local Anesthetic / Supply Fee $ $




Description of PRP Service Qty Unit Price Total

[Additional Treatment/Follow-up] $ $

Subtotal: $
Tax: $
Grand Total: $

Payment Terms: Due upon receipt of service.

Notes: Please note that PRP treatments are often elective and may not be covered by standard
insurance providers. Please consult your provider for reimbursement details.



