
CENTRAL HOSPITAL PHARMACY 

123 Medical Center Dr. 

Clinical Wing B, Suite 400 

Phone: (555) 010-8899 

INVOICE 

Invoice #: ___________ 

Date: ___________ 

Order Ref: ___________ 

BILL TO: 

___________________________ 

___________________________ 

___________________________ 

DEPARTMENT / PHYSICIAN: 

___________________________ 

___________________________ 

ID: _______________________ 

NDC / Item 
Code 

Description / Medication 
Name 

Strength/Unit Qty 
Unit 
Price 

Total 

            

            

            



NDC / Item 
Code 

Description / Medication 
Name 

Strength/Unit Qty 
Unit 
Price 

Total 

            

            

Subtotal: $ ________ 

Tax (0.00%): $ ________ 

Pharmacy Handling: $ ________ 

Total Amount: $ ________ 

Pharmacist Notes: _________________________________________________________________________________ 

Certification: I hereby certify that the medications listed above have been dispensed in accordance with hospital protocol and 

applicable regulations. 

Authorized Signature: ___________________________ 

Date: ________________ 


