
ORTHOPEDIC CLINIC 

[Clinic Address Line 1] 

[Clinic Address Line 2] 

Phone: [Phone Number] 

Tax ID: [Tax Registration Number] 

TAX INVOICE 

Invoice #: [Invoice No] 

Date: [Date] 

Referral: [Doctor Name] 

PATIENT INFORMATION 

[Patient Full Name] 

DOB: [Date of Birth] 

Patient ID: [ID Number] 

Address: [Patient Address]  
INSURANCE DETAILS 

Provider: [Insurance Company] 

Policy #: [Policy Number] 

Auth Code: [Pre-Auth Number]  

Date of 

Service 

ICD/CPT 

Code 

Description of Procedure / 

Supplies 
Amount 

[Date] [Code] [Consultation/Surgery/X-Ray/Cast] 0.00 

[Date] [Code] [Medical Supplies/Implant/Brace] 0.00 

        

Subtotal: $0.00 

Tax (0%): $0.00 

Total Due: $0.00 



Payment Terms: [Net 30 / Due on Receipt] 

Notes: Please include invoice number with your payment. For orthopedic surgical follow-ups, please call the department 

directly. 

Digital Signature / Provider Stamp Area  


