
PHYSICAL THERAPY INVOICE
Clinic Name

Clinic Address

Phone / Email

Patient & Billing Information

Patient Name

Patient Address

Invoice Date

Invoice Number

Date of Service

Physician / PT Name

Patient ID

Services Provided

Service/Procedure CPT Code Units Rate Amount

Subtotal:  

Tax:  

Total:  

Amount Paid:  

Balance Due:  

Notes / Payment Terms



Authorized Signature
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