TAX INVOICE

[Dermatology Practice Name]
[Clinic Address Line 1]

[City, State, Zip]

Phone: [00 0000 0000]
ABN/Tax ID: [00 000 000 000]

Invoice #: [0001]
Date: [DD/MM/YYYY]
Provider No: [0000000X]

PATIENT:

[Patient Full Name]
[Patient Address]

[Date of Birth]
[Member/Policy ID]
REFERRING DOCTOR:
[Dr. Name]

[Provider Number]

Date Item / Procedure Code Description Amount
[Date] [104] Initial Specialist Consultation $0.00
[Date] [30071] Diagnostic Biopsy of Skin $0.00

Subtotal: $0.00
Tax: $0.00

Total Due: $0.00

Payment Options: [EFT / Credit Card / Cash]
Bank Details: [Bank Name] | BSB: [000-000] | Account: [00000000]
Notes: [e.g., Payment is required at time of consultation.]



