Center for Hope & Healing

608 Jefferson, Suite 2A

St. Charles, MO  63301

636-328-0878

BILLING:

Client Name: __________________________________________________________________

Address:    ____________________________________________________________________


Street





City, State, Zip

SERVICE FEE CHARGES:
	DATE:
	

	TRANSACTION:


	Counseling

	CPT CODE:


	908

	DIAGNOSIS:
	

	TIME (Minutes):
	

	HOURLY RATE:
	

	TOTAL:
	

	PLACE OF SERVICE:


	11 - OFFICE


PAYMENTS:
	DATE:
	

	TRANSACTION:


	

	METHOD OF PAYMENT:

(Cash, Credit, Check, Credit Card)
	

	AMOUNT:


	


Service Provider:
_____________________________________

Billing Provider:
_____________________________________

Credentials:

Licensed Professional Counselor

License Number:
_____________________________________

NPI #:
_______________________


Tax ID:    _________________________

01/2015


