
Speech Therapy Invoice

Invoice Number: _____________________________

Client Information

Name:

Address:

Phone:

Email:

Service Details

Date of Service:

Type of Therapy:

Session Duration:

CPT Code:

Progress Notes:

Payment Terms

Total Amount Due:

Payment Due Date:

Accepted Payment
Methods:


	Invoice Number: INV-20240415-001
	Name: Ollie Mann
	Address: 343 Georgetown, Great St, Texas
	Phone: 345-5345-5634
	Ema i l: ollie@gmail.com
	Date of Service: April 24, 2029
	Type of Therapy: Language and Articulation Therapy
	Session Durat i on: 45 minutes
	CPT Code: 92507
	Progress Notes: Ollie made significant progress in the area of speech articulation during the session.
	Total Amount Due: $150.00
	Payment Due Date: April 30, 2029
	Accepted Payment Methods: Credit Card
Check
Online Transfer


