
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-20240415-002
	Name: Jake Smith
	Address: 456 Oak DriveSmalltown, State, ZIP 67890
	Phone: (987) 654-3210
	Ema i l: jsmith@gmail.com
	Date of Service: April 24, 2029
	Type of Therapy: Cognitive Behavioral Therapy
	Session Durat i on: 60 minutes
	CPT Code: 90837
	Progress Notes: Discussed new coping strategies for managing anxiety and stress.
	Total Amount Due: $180.00
	Payment Due Date: April 30, 2029
	Accepted Payment Methods: Credit Card
Check
Online Payment
Cash


