
INVOICE 

[Provider/Clinic Name] 

[NPI Number] 

[Address] 

[Phone/Email] 

Date: [Date] 

Invoice #: [Number] 

Patient: 

[Patient Name] 

[Patient Address] 

[Date of Birth]  

Insurance Information: 

[Provider Name] 

[Policy/ID Number] 

[Group Number]  

Date of 
Service 

CPT 
Code 

Place of Service 
(Telehealth) 

Description Amount 

[MM/DD/YYYY] 
[e.g., 
99213] 

02 / 10 
Telehealth 
Consultation 

$0.00 

[MM/DD/YYYY] 
[e.g., 
90834] 

02 / 10 
Psychotherapy, 45 
min 

$0.00 

Subtotal: $0.00 

Tax: $0.00 

Total Due: $0.00 

Payment Instructions: [Payment Link/Bank Details] 

Notes: All telehealth services provided via [Platform Name] (HIPAA Compliant). ICD-10 Diagnosis Codes: [Codes] 


