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	PRACTICE INFORMATION

	Practice Name: ____________________________
	Address: ____________________________

	Provider Name: ____________________________
	City / State / ZIP: ____________________________

	NPI Number: ____________________________
	Phone: ____________________________

	Tax ID (EIN): ____________________________
	Fax: ____________________________



	PATIENT INFORMATION

	Patient Name: ____________________________
	Address: ____________________________

	Date of Birth: ____________________________
	City / State / ZIP: ____________________________

	Gender:  ☐ Male   ☐ Female   ☐ Other
	Email: ____________________________

	Phone: ____________________________
	Referring Provider: ____________________________



	INSURANCE INFORMATION

	Insurance Company: ____________________________
	Subscriber Name: ____________________________

	Policy / ID Number: ____________________________
	Subscriber DOB: ____________________________

	Group Number: ____________________________
	Relationship to Patient: ____________________________



	VISIT INFORMATION

	Date of Service: ______________
	Place of Service: ______________
	Claim #: ______________
	Auth Number: ______________

	Account #: ______________
	DOS Through: ______________
	Specialty: ______________
	Visit Type: ______________



	DIAGNOSIS CODES (ICD-10)

	A.  __________________
	B.  __________________
	C.  __________________
	D.  __________________

	E.  __________________
	F.  __________________
	G.  __________________
	H.  __________________



	PROCEDURES / SERVICES (CPT CODES)

	CPT Code
	Description
	Dx Ptr
	Mod
	Units
	Fee ($)
	Adj ($)
	Patient Amt ($)

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



	
	Total Charges:  $ _______________

	
	Insurance Paid:  $ _______________

	
	Adjustments:  $ _______________

	
	Patient Balance Due:  $ _______________



	PAYMENT INFORMATION

	Payment Method:  ☐ Cash   ☐ Check   ☐ Card   ☐ Other
	Amount Paid Today: $  ________________

	Check / Ref #: ____________________________
	Payment Date: ____________________________



	AUTHORIZATIONS & SIGNATURES

	 
Patient / Authorized Signature
	 
Provider / Billing Signature

	Patient Date: ____________________________
	Provider Date: ____________________________
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