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APPENDIX J 
 
 

SOUTHERN CONNECTICUT STATE UNIVERSITY 
CENTER FOR COMMUNICATION DISORDERS 

Billing and Payment Record 
 
Client Name _________________________________  Client Number _________________________ 
 
Party Responsible for Payment _________________________________________________________ 
 
Relationship to Client ________________________________________________________________ 
 
Address ___________________________________________________________________________ 
 
Date Service Date(s) of Service Fee Payment Balance 

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      


