
INVOICE 

[Your Medical Supply Co. Name] 

[Street Address] 

[City, State, Zip] 

[Phone Number] | [Email] 

Invoice #: [00000] 

Date: [MM/DD/YYYY] 

PO Number: [Reference #] 

BILL TO:  

[Hospital/Clinic Name] 

[Department Name] 

[Address Line 1] 

[Address Line 2] 

SHIP TO:  

[Receiving Dock/Facility Name] 

[Attention To] 

[Address Line 1] 

[Address Line 2] 

SKU / Catalog 
# 

Description Quantity 
Unit 
Price 

Total 

[Item Code] 
[Detailed Description of Bulk 
Goods] 

[000] $0.00 $0.00 

[Item Code] 
[Detailed Description of Bulk 
Goods] 

[000] $0.00 $0.00 

[Item Code] 
[Detailed Description of Bulk 
Goods] 

[000] $0.00 $0.00 



Subtotal: $0.00 

Tax: $0.00 

Shipping & Handling: $0.00 

Amount Due: $0.00 

Payment Terms: Net [30] Days. Please make checks payable to [Your Company Name]. 

Notes: [Insert specialized handling instructions, FDA compliance codes, or lot tracking numbers here.] 


