
[Professional Name/Company] 

[Street Address] 

[City, State, Zip] 

[Email/Phone]  

INVOICE 

Invoice #: ___________ 

Date: ___________ 

BILL TO: 

[Law Firm or Insurance Name] 

[Contact Person] 

[Address]  

CASE INFORMATION: 

Patient Name: ________________ 

Case/Ref #: __________________ 

Date of Injury: _______________  

Description of Services Units/Hours Rate Total 

Initial Medical Record Organization 

   

Chronological Review & Analysis 

   

Summary Report Preparation 

   

Administrative/Expediting Fees 

   

Subtotal: $__________ 

Tax: $__________ 



TOTAL DUE: $__________ 

Payment Terms: Net [30] Days. Please make checks payable to: [Name] 

Notes: ____________________________________________________________________ 


