
 
 

 
 
(Your clinic information here) 
 
 
 
 
    

INVOICE 
Data collection reimbursement form 

 

Invoice Number: MMDDYY        

Clinic name:             

Clinic billing address:           

             

             

FEIN:              

OASIS ID (if known):           

Date of service:        to       

Item Description Quantity Unit Price Line Total 

Reimbursement for electronic data collection.    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

  Total  


