

Invoice
	(Surname)

	(First name)

	(Initial)

	Claim number
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AI-generated content may be incorrect.]Box 2415
Edmonton, AB T5J 2S5
Fax: 780-427-5863 or 1-800-661-1993
contact.centre@wcb.ab.ca 
	C537
PROSTHETIC AND ORTHOTIC SERVICES
Invoice


	WORKER DETAILS
	WCB claim number
Claim number

	Surname
Worker surname
	First name and initial
First name and initial
	Date of birth (yyyy/mm/dd)
Date of birth

	[bookmark: _Hlk211341113]

	Date of service (yyyy/mm/dd)
Date of service
	Provider’s invoice number
Invoice number

	· All invoices must be submitted within six (6) months of date of service.
· Corrections must be submitted within two (2) months of being notified by WCB of an error.
· Corrections identified by the provider must be submitted within six (6) months of date of service.
· If an unspecified price item or service (i.e., unlisted device) has been supplied, please also complete and submit a C537A form.

	DEVICES AND SERVICES (if you require more space, please submit a second invoice)

	Fee code
	Description
	Quantity
	Unit price
	Amount

	     
	     
	[bookmark: Qty1]     
	[bookmark: Unit1]$      
	[bookmark: Amt1]$ 0.00

	     
	     
	[bookmark: Qty2]     
	[bookmark: Unit2]$      
	[bookmark: Amt2]$ 0.00

	     
	     
	[bookmark: Qty3]     
	[bookmark: Unit3]$      
	[bookmark: Amt3]$ 0.00

	     
	     
	[bookmark: Qty4]     
	[bookmark: Unit4]$      
	[bookmark: Amt4]$ 0.00

	     
	     
	[bookmark: Qty5]     
	[bookmark: Unit5]$      
	[bookmark: Amt5]$ 0.00

	     
	     
	[bookmark: Qty6]     
	[bookmark: Unit6]$      
	[bookmark: Amt6]$ 0.00

	     
	     
	[bookmark: Qty7]     
	[bookmark: Unit7]$      
	[bookmark: Amt7]$ 0.00

	     
	     
	[bookmark: Qty8]     
	[bookmark: Unit8]$      
	[bookmark: Amt8]$ 0.00

	     
	     
	[bookmark: Qty9]     
	[bookmark: Unit9]$      
	[bookmark: Amt9]$ 0.00

	     
	     
	[bookmark: Qty10]     
	[bookmark: Unit10]$      
	[bookmark: Amt10]$ 0.00

	     
	     
	[bookmark: Qty11]     
	[bookmark: Unit11]$      
	[bookmark: Amt11]$ 0.00

	     
	     
	[bookmark: Qty12]     
	[bookmark: Unit12]$      
	[bookmark: Amt12]$ 0.00

	     
	     
	[bookmark: Qty13]     
	[bookmark: Unit13]$      
	[bookmark: Amt13]$ 0.00

	     
	     
	[bookmark: Qty14]     
	[bookmark: Unit14]$      
	[bookmark: Amt14]$ 0.00

	

	Total amount
	[bookmark: TotalAmt]$ 0.00

	
	
	
	Date of authorization (yyyy/mm/dd)
Authorization date

	
	I verify that I have received the equipment as listed on this invoice.
(Worker’s signature)
	
	

	PROVIDER DETAILS

	Name and address to whom fee is payable (please print)
Payee name and address

WCB billing number
WCB billing number

	Provider signature


	
	Provider name (please print)
Provider’s name

	
	Phone number
Phone number
	Fax number
Fax number

	
	Provider e-mail address
Email address
	Date submitted (yyyy/mm/dd)
Date



THIS DOCUMENT MAY BE EXAMINED BY ANY PERSON WITH DIRECT INTEREST IN A CLAIM THAT IS UNDER REVIEW.
 INVOICE MUST BE SUBMITTED WITHIN 6 MONTHS OF SERVICE TO BE ELIGIBLE FOR PAYMENT.
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