ONCOLOGY TREATMENT CENTER

123 Medical Parkway, Suite 400
Healthcare City, ST 12345
Phone: (555) 010-8888

INVOICE

Invoice #:
Date:

PATIENT INFORMATION:
Name:

ID:

DOB:

INSURANCE PROVIDER:
Carrier:
Policy #:
Auth #:

Date of CPT/HCPCS Description Unit

Service Code (Chemotherapy/Radiation/Labs) Sl Price Uil



Date of CPT/HCPCS Description Unit

Service Code (Chemotherapy/Radiation/Labs) S Price Uil
Subtotal: $
Insurance Coverage: ($ )

Patient Responsibility: $

TOTAL AMOUNT DUE: $§

Payment Terms: Due within 30 days of invoice date. Please make checks payable to Oncology Treatment Center.

Diagnosis Codes (ICD-10):




