
[SPECIALIST NAME] 

[Medical Specialty] 

[Provider Number] 

[Clinic Address] 

[Phone / Email] 

TAX INVOICE 

Invoice #: [0000] 

Date: [DD/MM/YYYY] 

PATIENT DETAILS 

[Patient Name] 

DOB: [DD/MM/YYYY] 

Medicare No: [Number / Ref] 

[Patient Address] 

BILLING DETAILS 

[Referring Doctor Name] 

[Referral Date] 

[Health Fund Name] 

[Membership Number] 

Date of Service Item Code Description of Service Amount 

[Date] [Item] [Detailed Description] $0.00 

[Date] [Item] [Detailed Description] $0.00 

Subtotal: $0.00  

Tax/GST: $0.00  



TOTAL DUE: $0.00  

Payment Instructions: 

Bank: [Name] | BSB: [000-000] | Account: [00000000] 

Reference: [Patient Surname / Invoice Number]  

Please note: Full payment is required within [X] days. This document serves as a receipt once payment is processed for Medicare/Private 

Health claims. 


