INVOICE

<Insert physician name(s), office/clinic logo, other contact information and date>
	BILL TO

	Name

	Company/Organization

	Street Address

	City, Province, Postal Code

	Phone Number and Email Address



	INVOICE #
	DATE

	
	




	PATIENT INFORMATION

	Patient Name

	Patient DOB

	SERVICE REQUESTED

	Copying/Transmission of Medical Records

	Date of Request





[bookmark: _GoBack]

	ITEMIZED DESCRIPTION AND FEE(S) FOR SERVICES
	FEE

	
	

	
	

	
	

	
	

	
	

	TOTAL DUE  
	$



<Insert applicable payment terms (e.g. in full within # of days of invoice date)>

Additional Comments

If you have any questions about this invoice, please contact <insert name of office staff person> at <insert phone number or email address>.
