TAX INVOICE

Diagnostic Imaging Center Name
Address Line 1

City, State, Zip

Phone: (000) 000-0000

Tax ID: 00-0000000

Invoice #:

Date:

Patient Information:
Name:

1D:

Contact:

Referral Information:
Referring Physician:
Clinic Name:

Study Date:

Procedure Code / Description

Subtotal: $ 0.00
Tax (_ %): $0.00

Qty

Unit Price

Total

Total Amount: $ 0.00

Payment is due within 30 days. Please make checks payable to Diagnostic Imaging Center.

Thank you for choosing our services.



