
INVOICE 

Invoice #: ___________ 

Date: ___________ 

Provider / Repairer Name 

Address Line 1 

City, State, Zip 

Phone / Email  

Accident & Claim Information 

Claim Details: 

Claim Number: ________________ 

Date of Accident: ______________ 

Policy Number: _______________  

Insurance Carrier: 

Company Name: _______________ 

Adjuster Name: _______________ 

Adjuster Phone: _______________  

Client / Insured: 

Name: _______________________ 

Address: _____________________ 

Phone: _______________________  

Vehicle Information: 

Year/Make/Model: ______________ 

VIN: _________________________ 

License Plate: ________________  

Description of Services / Repairs 

Description Qty/Hrs Rate/Price Total 

        

        



Description Qty/Hrs Rate/Price Total 

        

Subtotal: $___________ 

Tax: $___________ 

Total Amount Due: $___________ 

Terms: Payment due within ___ days. Please make checks payable to the provider name listed above. 

Certification: I hereby certify that the repairs/services listed above were necessary as a result of the motor vehicle accident 

described herein. 

 

Signature: ___________________________________ Date: _______________ 


