
SURGICAL SUPPLY INVOICE 

Company Registration No: [Number] 

[Your Company Name] 

[Street Address] 

[City, State, Zip] 

[Phone/Email]  

BILL TO: 

[Hospital/Clinic Name] 

[Department/Attn] 

[Street Address] 

[City, State, Zip]  

Invoice #: [00000] 

Date: [MM/DD/YYYY] 

P.O. Number: [PO-000] 

Due Date: [MM/DD/YYYY] 

Catalog # 
Description (Instrument 
Name/Size) 

Lot/Batch Qty 
Unit 
Price 

Amount 

[Item 
Code] 

[Product Description] [Batch ID] [0] $0.00 $0.00 

            

            

Subtotal: $0.00  

Tax/VAT: $0.00  

Shipping/Handling: $0.00  



TOTAL DUE: $0.00  

Payment Terms: [Net 30/On Receipt] 

Notes: All surgical instruments must be inspected upon delivery. Sterile packaging integrity is guaranteed until opened. 

Thank you for your business. 


