
CLINICAL PATHOLOGY LABORATORY 

123 Medical Plaza, Health City 

Phone: (555) 012-3456 | Email: lab@example.com 

Tax ID / Registration: 00-0000000 

TAX INVOICE 

Invoice #: ___________ 

Date: ___________ 

PATIENT DETAILS: 

Name: _______________________ 

Patient ID: ___________________ 

DOB/Gender: __________________  

REFERRING DOCTOR: 

Name: _______________________ 

Clinic: ______________________ 

Provider #: __________________  

Test Code Description of Service / Pathology Test Amount 

      

      

      

Subtotal: $0.00 

Tax (GST/VAT): $0.00 

TOTAL DUE: $0.00  



Payment Instructions: Bank: _________ | Account: _________ | SWIFT: _________ 

Note: This is a tax invoice for medical services. Please retain for insurance or tax purposes. 


