                                                Super Bill
Practice Name: ______________________________________
Address: ____________________________________________________
City, State, Zip: _______________________________________________
Phone: ________________________ Fax: _________________________
E-mail: _____________________________ Website: __________________________________

Practitioner NPI: ________________________________
Practitioner EIN: ________________________________

Provider Name: ____________________________________
License#: _________________________________________
License #: _________________________________________
Supervisor #: ______________________________________

Client Name: _________________________________________________
Address: _______________________________________________
DOB: ___________________________
Member ID:  ____________________________________________
Group ID: _______________________________________________

	Date of Service 
	CPT 
	CPT Modifiers 
	CPT Description 
	DX 
	Amount 
	Payment Status 

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	01/01/2023






	90837Sample


	
	90837: Psychotherapy, 60 minutes(53 minutes and over)

	F43.20
	170.00
	110.00 pd.
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