
[Oncology Center Name] 

[Medical Specialist Name, MD/DO] 

[Address Line 1] 

[City, State, Zip] 

[NPI Number / Tax ID] 

INVOICE 

Invoice #: ___________ 

Date: ___________ 

PATIENT INFORMATION 

Name: ____________________ 

ID/DOB: ____________________ 

Address: __________________ 

__________________________ 

INSURANCE INFORMATION 

Provider: __________________ 

Policy #: ___________________ 

Auth #: _____________________ 

Date of 
Service 

CPT/HCPCS 
Code 

Description 
(Consultation/Chemotherapy/Labs) 

Qty/Units 
Unit 
Price 

Total 

            

            

            

Subtotal: $__________ 

Insurance Adjustment: ($__________) 

Paid by Insurance: ($__________) 



Patient Balance Due: $__________ 

Payment Terms: Net 30 days. Please include invoice number with payment. 

Note: Professional services for Medical Oncology diagnosis and treatment management. This document serves as a formal request for 

payment. 


