
LIEN RESOLUTION INVOICE 
Resolution Firm Name 

Address / Contact 

INVOICE # 

DATE 

CLIENT / LAW FIRM 

CASE NAME / STYLE 

CLAIMANT / PATIENT NAME 

DOB / SSN (PARTIAL) 

FILE / REFERENCE # 

Description of Service / Lien 
Holder 

Original Lien 
Amount 

Reductions 
Resolution Fee / Final 
Amount 

    

    

    

Total Original Liens: $ ___________  

Total Savings Achieved: $ ___________  

Service Fees: $ ___________  

TOTAL AMOUNT DUE: $ ___________  

PAYMENT INSTRUCTIONS / NOTES 

Confidential Medical and Legal Billing Record. Please make checks payable to the Resolution Firm listed above.  


