
LABORATORY SUPPLY INVOICE 
LabRef No: _______________ 

[Medical Supply Co. Name] 

[Street Address] 

[City, State, Zip] 

[Phone Number]  

BILL TO: 

[Client Name/Hospital] 

[Department] 

[Address] 

[Tax ID]  

Invoice #: ___________ 

Date: ___________ 

Due Date: ___________ 

SKU/Ref Description Qty Unit Price Amount 

          

          

          

Subtotal: $0.00  

Tax (___%): $0.00  

Total: $0.00  



Notes & Payment Instructions:  

Please include invoice number on your remittance. Storage requirements: [Room Temp/Cold Chain]. 

Authorized Signature: ___________________________ Date: ___________ 


