
BODILY INJURY CLAIM INVOICE 

INVOICE # 

[____]  
DATE 

[____]  

CLAIMANT INFORMATION 

Name: [____] 

Address: [____] 

Phone: [____] 

INSURANCE/PAYER INFORMATION 

Company: [____] 

Claim Number: [____] 

Adjuster Name: [____] 

INCIDENT DETAILS 

Date of Incident: [____] 

Location: [____] 

Description of Medical Service / 
Expense 

Provider 
Name 

Date of 
Service 

Amount 

Emergency Room Services [____] [____] $ [____] 

Diagnostic Imaging (X-Ray/MRI) [____] [____] $ [____] 

Physician / Specialist Consultation [____] [____] $ [____] 

Physical Therapy / Rehabilitation [____] [____] $ [____] 



Description of Medical Service / 
Expense 

Provider 
Name 

Date of 
Service 

Amount 

Prescription Medication [____] [____] $ [____] 

Medical Equipment / Supplies [____] [____] $ [____] 

Other: [____] [____] [____] $ [____] 

TOTAL CLAIM AMOUNT: $ [____________]  

SUPPORTING DOCUMENTATION 

[ ] Medical Reports Attached 

[ ] Receipts/Bills Attached 

[ ] Police Report Attached 

CLAIMANT SIGNATURE 


