
INVOICE 

[Facility/Nurse Name] 

[Street Address] 

[City, State, Zip] 

[Phone/Email] 

Invoice #: ___________ 

Date: ___________ 

Billing Period: ___________ 

Patient Information:  

[Patient Full Name] 

[Room/Ward Number] 

[ID/Account Number] 

Bill To:  

[Responsible Party Name] 

[Billing Address] 

[City, State, Zip] 

Service Date Description of Care/Supplies Qty/Hrs Rate Total 

          

          

          

          

Subtotal: $0.00  

Tax/Adjustments: $0.00  



Total Due: $0.00  

Notes / Payment Instructions: 

Please make checks payable to: __________________________ 

Payment is due within [XX] days. Thank you for choosing our care services. 


