
[Clinic Name] 

[Street Address] 

[City, State, Zip] 

[Phone Number] 

[Tax ID/NPI] 

INVOICE 

Invoice #: ___________ 

Date: ___________ 

Due Date: ___________ 

PATIENT INFORMATION 

[Patient Name] 

[Address] 

[Phone] 

DOB: [MM/DD/YYYY] 

INSURANCE (IF APPLICABLE) 

Provider: [Company Name] 

ID: [Policy Number] 

Group: [Group Number] 

Date of Service CPT Code Description Units Rate Amount 

            

            

            

Subtotal: $0.00  



Insurance Paid: ($0.00)  

Balance Due: $0.00  

Notes/Instructions: [Payment terms, late fee policy, or diagnostic codes] 

Thank you for choosing our clinic for your spinal health. 


