
[SURGEON NAME/PRACTICE NAME] 

Orthopedic Surgery & Sports Medicine 

[Street Address] 

[City, State, Zip] 

Phone: [000-000-0000] | NPI: [0000000000] 

INVOICE 

Invoice #: [0000] 

Date: [MM/DD/YYYY] 

Due Date: [MM/DD/YYYY] 

PATIENT INFORMATION 

[Patient Name] 

[Patient Address] 

[City, State, Zip] 

DOB: [MM/DD/YYYY] 

INSURANCE INFORMATION 

Carrier: [Insurance Name] 

Policy #: [ID Number] 

Group #: [Group Number] 

Auth #: [Authorization Number] 

Date of Service CPT / HCPCS Code Description of Services / Supplies Charges 

[MM/DD/YYYY] [Code] [Procedure Name/Surgical Description] $0.00 

[MM/DD/YYYY] [Code] [Assistive Devices/Hardware/Implants] $0.00 



Date of Service CPT / HCPCS Code Description of Services / Supplies Charges 

[MM/DD/YYYY] [Code] [Post-Op Follow-up/Consultation] $0.00 

Subtotal: $0.00  

Insurance Paid: ($0.00)  

Adjustments: $0.00  

Total Due: $0.00  

Payment Instructions: Please make checks payable to [Practice Name]. For credit card payments or billing inquiries, please call 

[Phone Number]. 

Notes: [Insert clinical notes or facility location, e.g., "Services rendered at General Hospital - North Campus"] 


