	SPEECH THERAPY INVOICE



	PRACTICE
Business name: Example Speech Therapy
Address: 18 Example Court, Suite 2, Sampletown
Phone / email: [Phone or email]
Therapist: [Therapist name]
License no.: [License no., if required where you work]
	INVOICE DETAILS
Invoice no.: ST-0412
Invoice date: Nov 30, 2026
Payment terms: Net 14
Due date: Dec 14, 2026
Account no.: [Client account no.]


BILL TO (CLIENT OR RESPONSIBLE PARTY)
	Client name
	[Client name]
	Responsible party
	[Name, if different]

	Address
	[Address]

	Email
	[Email]


SESSIONS
	Session dates
	Nov 3, Nov 10, Nov 17 and Nov 24, 2026

	Payment type
	Self-pay


SERVICES
	Date
	Service
	Code
	Qty
	Fee
	Amount

	Nov 3
	Speech and language evaluation
	[Code]
	1
	200.00
	200.00

	Nov 10
	Therapy session, 45 min
	[Code]
	1
	110.00
	110.00

	Nov 17
	Therapy session, 45 min
	[Code]
	1
	110.00
	110.00

	Nov 24
	Therapy session, 45 min
	[Code]
	1
	110.00
	110.00

	
	
	
	
	
	

	
	
	
	
	
	



	Subtotal
	530.00

	Total
	530.00

	Less: payment at session
	330.00

	Amount due
	200.00


HOW TO PAY
	Accepted methods
	Card, bank transfer or check
	Account name
	[Account name]

	Bank details
	[Bank name, account and routing numbers]

	Payment reference
	Invoice ST-0412


BILLING NOTES
1. Self-pay fees for the services listed. Payment at session: 110.00 received on each of Nov 10, Nov 17 and Nov 24, 2026.
1. Service codes are shown as [Code] placeholders; enter your own codes if you use them.
1. This invoice lists services and fees only; session notes stay in the client's record with the practice.
Please quote the invoice number with your payment.
