
OBSTETRICS CLINIC 

[Clinic Address Line 1] 

[City, State, Postcode] 

Phone: [00 0000 0000] 

ABN / Tax ID: [00 000 000 000] 

TAX INVOICE 

Invoice #: [00000] 

Date: [DD/MM/YYYY] 

Due Date: [DD/MM/YYYY] 

PATIENT: 

[Patient Full Name] 

[Address Line 1] 

[DOB: DD/MM/YYYY] 

[Patient ID / File Number]  

PRACTITIONER: 

[Dr. Name] 

[Provider Number] 

[Referring Doctor Name]  

Service Date Item Code Description of Service Amount 

[Date] [Code] Antenatal Consultation $0.00 

[Date] [Code] Obstetric Ultrasound $0.00 

[Date] [Code] Pathology Collection $0.00 

Subtotal: $0.00 

Tax (GST/VAT): $0.00 

Total Payable: $0.00 



Payment Options: EFT/Bank Transfer: [Bank Name] | BSB: [000-000] | Account: [00000000] 

Please use Invoice Number as reference. 

Thank you for choosing our clinic for your obstetric care. 


