
HEALTHCARE FACILITY 

[Facility Name] 

[Street Address] 

[City, State, Zip] 

License #: [000000] 

INVOICE 

Invoice #: ___________ 

Date: ___________ 

PO #: ___________ 

BILL TO: 

[Department Name] 

[Contact Name] 

[Facility Location/Wing] 

SUPPLIER INFORMATION: 

[Vendor Name] 

[Vendor ID] 

[Tax ID] 

Catalog # Description / Item Name Lot/Batch # Qty Unit Price Total 

            

            

            

            



Subtotal: $0.00  

Tax/Fees: $0.00  

Total Amount: $0.00  

Notes: [e.g., Storage requirements, sterilization dates, or payment terms] 

Authorized Signature: ___________________________ Date: ____________ 


