
From

Statement for Insurance Reimbursement

Statement Number: Issued Date:

To Provider

NPI:

License:
Client

Practice
Date of Birth: Tax ID:

NPI 2: 

Responsible Party

Insured Member

Member ID:
Group Number:

DX Diagnosis Code Description

Date POS
Service 

(CPT Code) DX Description Units Fee Paid

Total Fees:

Total Paid:

Make Payments to: 

Template by SuperBill - Insurance reimbursement made easy. Power to the patient. www.thesuperbill.com
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