INVOICE

Provider: [Facility/Physician Name]
[Tax ID / NPI Number]

[Address Line 1]

[City, State, Zip]

Invoice #: [0000]
Date: [MM/DD/YYYY]
Due Date: [MM/DD/YYYY]

Bill To:

[Patient Name]

[Patient ID/Record #]
[Patient Address]
[Insurance Provider Name]

Service/CPT oy Unit
Date Code Description Qty Price Total

Palliative Consultation /

[Date]  [992x] Pain Mgmt

[11  $0.00 $0.00

Home Health / Hospice

[Date]  [993x] Vit [11  $0.00 $0.00

Palliative Therapy

[Date]  [964x] Administration

[1  $0.00 $0.00

Subtotal: $0.00
Insurance Adjustment: ($0.00)

Amount Due: $0.00




Notes: Please include the invoice number with your payment. For billing inquiries, contact [Phone
Number].

Thank you for allowing us to support your care journey.



