
RECOVERY AGENCY NAME 

123 Recovery Lane 

City, State, Zip 

Contact: (555) 000-0000 

INVOICE 

Invoice #: ___________ 

Date: ___________ 

BILL TO 

Client/Insurer Name 

Address Line 1 

City, State, Zip 

Attn: Claims Dept 

CLAIM REFERENCE 

Claim #: ___________ 

Policy #: ___________ 

Date of Loss: ___________ 

Insured: ___________ 

Description of Recovery Services 
Settlement 
Amount 

Fee 
% 

Total 
Due 

Subrogation Recovery - Third Party 
Settlement 

$ 0.00 0% $ 0.00 

Legal/Administrative Filing Fees -- -- $ 0.00 



Description of Recovery Services 
Settlement 
Amount 

Fee 
% 

Total 
Due 

Investigation & Adjustment Costs -- -- $ 0.00 

Subtotal: $ 0.00  

Tax: $ 0.00  

Amount Due: $ 0.00  

PAYMENT INSTRUCTIONS 

Please make all checks payable to RECOVERY AGENCY NAME. 

Wire Transfer/ACH instructions available upon request. 

Payment is due within 30 days of invoice date. 


