[CLINIC NAME)]

[Address Line 1]

[City, State, Zip]
Phone: [000-000-0000]
Tax ID: [00-0000000]

TAX INVOICE

Invoice #: [0000]

Date: [Date]

BILL TO:

[Patient Name]
[Patient Address]
[Phone Number]

PATIENT DETAILS:

Patient ID: [PID-000]
Optometrist: [Doctor Name]
Prescription Date: [Date]

Description

Comprehensive Eye Examination

Frames: [Brand/Model]

Lenses: [Type/Coating]

Contact Lenses: [Brand]

Subtotal: $0.00

Quantity

[Qty]

Unit Price

$0.00

$0.00

$0.00

$0.00

Total

$0.00

$0.00

$0.00

$0.00



Tax ([0]%): $0.00
Insurance Claim: -$0.00
Amount Due: $0.00

Notes: Please retain this invoice for your health insurance claims. Frames carry a [12-month] manufacturer
warranty.

Payment Terms: Payment due upon receipt. Accepted methods: Cash, Credit Card, Health Fund Electronic Rebate.



