EMERGENCY MEDICAL SUPPLIES

[Organization Name]
[Street Address]

[City, State, Zip]
Phone: (555) 000-0000

INVOICE

Invoice #:
Date:
Due Date:

BILL TO:

[Customer Name]
[Facility/Department]
[Street Address]
[City, State, Zip]

SHIP TO:

[Attn: Receiving Department]
[Street Address]
[City, State, Zip]

Catalog # Description

Subtotal: $0.00
Tax (__ %): $0.00
Shipping: $0.00

Qty Unit Price Total



Amount Due: $0.00

Notes: All medical supplies are inspected for sterilization and expiration prior to shipment. Sterile items are non-returnable if seal is
broken.

Payment Methods: Check, ACH, or Credit Card. Please include invoice number with payment.



