
Itemized Billing Statement
for Insurance Processing
Patient Name: _________________________
Patient ID: _____________________________
Date of Birth: _________________________
Statement Date: ________________________
Billing Number: _________________________
Insurance: ______________________________
Provider Name: _________________________
Provider Address:
_________________________________
Phone: _________________________________

Date Service / Procedure CPT/HCPCS Qty Unit Cost Total

_____/_____/_____ ____________________________________________ ___________ ___ _________ _________

_____/_____/_____ ____________________________________________ ___________ ___ _________ _________

_____/_____/_____ ____________________________________________ ___________ ___ _________ _________

Subtotal _________

Adjustment _________

Insurance Payment _________

Patient Responsibility _________

Provider Signature
Date: _____________

Patient Signature
Date: _____________
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