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Billing Statement

Patient Information

Patient Name: _______________________________________________________  
Employer/Company: __________________________________________________

EAP Affiliate/Agency Payment Information

Check Payable to: ___________________________________ FEIN/SS#: __________________

Check Mailing Address: __________________________________________________________

City: ________________________ State: ____________________ Zip: ____________________

Please Note: Unauthorized sessions will not be reimbursed.  Bills must be submitted within 60 days of the last contact with the client.
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Total $ ____________
Clinician’s Signature _____________________________________ Date ___________________

Submit bills to:   Advantage Behavioral Health
                            ATTN: Billing


                            1138 N. Main St.
                            Algonquin, IL 60102
                            Fax: (847)658-4226
ABH Authorized use only.  Please do not write below this line.
Approved ___________Denied ____________Reason__________________________________
Date Received ________________ Date Paid _________________ Check # ________________
