
OUTSTANDING INVOICE 
Medical Provider Name 

Address Line 1 

Phone: (000) 000-0000 

Invoice #: ___________ 

Date Issued: ___________ 

Due Date: ___________ 

PATIENT INFORMATION: 

Name: _______________________ 

ID: __________________________ 

Address: _____________________  

INSURANCE DETAILS: 

Provider: ____________________ 

Group #: _____________________ 

Policy #: ____________________  

Date of 
Service 

CPT Code / 
Description 

Billed 
Amount 

Insurance 
Paid 

Patient 
Responsibility 

          

          

          

Subtotal: $ _________  

Adjustments: $ _________  

Previous Payments: $ _________  

TOTAL OVERDUE: $ _________  

Note: This balance is currently past due. Please remit payment at your earliest convenience to avoid further collection actions. 

Make checks payable to: ___________________________________ 


