TAX INVOICE

Hospital Name
Street Address, City
Phone: (000) 000-0000

Invoice #:
Date:
Tax ID:

PATIENT DETAILS:

Name:
1D:
Address:

SURGERY DETAILS:

Procedure:
Surgeon:
Date of Service:

Description of Service / Supply Code

Operating Theater Fee

Surgeon Professional Fee

Anesthesia Services

Surgical Consumables & Meds

Post-Operative Recovery Care

Qty

Unit Price

Total



Subtotal: $
Tax (_ %): $

TOTAL DUE: $

Payment Terms: Due upon receipt. Please make checks payable to

Authorized Signature: Date:




