	Therapy / Counseling Invoice
[Your Business Name]
	INVOICE
# [Invoice No.]



	BILL FROM
[Your Name / Company]
[Street Address]
[City, State, ZIP]
[Email Address]
[Phone Number]
	BILL TO
[Client Name / Company]
[Client Street Address]
[City, State, ZIP]
[Client Email]
[Client Phone]



	Invoice Date
	Due Date
	Invoice #
	Currency

	[Date]
	[Due Date]
	[INV-001]
	USD / INR / GBP



	Client Name
	Therapist
	NPI Number

	[Client Name]
	[Therapist Name, LPC]
	[NPI]



LINE ITEMS
	Session Description
	Date
	CPT Code
	Duration
	Fee

	Individual therapy session
	[Date]
	90837
	60 min
	$[Fee]

	Individual therapy session
	[Date]
	90837
	60 min
	$[Fee]

	Group therapy session
	[Date]
	90853
	90 min
	$[Fee]

	Crisis intervention
	[Date]
	90839
	60 min
	$[Fee]

	
	
	
	Subtotal
	[Amount]

	
	
	
	Tax / GST (0%)
	[Amount]

	
	
	
	TOTAL DUE
	[TOTAL]



	PAYMENT DETAILS
Bank Name:  [Bank Name]
Account Name:  [Account Holder]
Account No.:  [XXXX-XXXX-XXXX]
IFSC / SWIFT:  [Code]
	NOTES
This document serves as a superbill for insurance reimbursement. Confidential.

Payment Terms:  Net 30 days
Late Fee:  1.5% per month




Questions? Contact us at [your@email.com]  •  [www.yourwebsite.com]
