[Agency/Facility Name]
[Street Address]
[City, State, Zip]
[Phone Number]

INVOICE

Invoice #:
Date:

BILL TO

[Requesting Party/Law Firm]
[Contact Name]
[Address Line 1]

[Address Line 2]
PATIENT INFORMATION

Patient Name:
DORB:
Case/Ref #:
Date Range:

Description of Services Quantity Unit Price Total

Basic Retrieval/Processing Fee $ $

Page Copying Fee (Digital/Paper) $ $

Certification/Notary Fee $ $

Postage/Shipping $ $

Subtotal: $
Sales Tax (if applicable): $
TOTAL DUE: $



Payment Terms: [e.g., Due upon receipt / Net 30]
Make checks payable to: [Company Name]
Please include the Invoice Number with your payment.



