
Radiation Oncology Center 

123 Medical Parkway 

Health City, ST 54321 

Phone: (555) 010-8888 

Invoice #: ___________ 

Date: ___________ 

Patient ID: ___________ 

Bill To:  

______________________ 

______________________ 

______________________ 

Insurance Provider:  

______________________ 

Policy #: _______________ 

Auth #: ________________ 

CPT Code Description of Service Date Qty Unit Price Total 

            

            

            

Subtotal: $___________ 

Insurance Adjustment: ($___________) 

Patient Responsibility: $___________ 

Total Balance Due: $___________ 



Payment Terms: Please remit payment within 30 days. Make checks payable to "Radiation Oncology Center". 

Note: Professional fees for Physician services and Technical fees for equipment use may be billed separately. 


