[Clinic Name]

[Street Address]

[City, State, Postcode]
Phone: [Phone Number]
Email: [Email Address]
ABN/Tax ID: [Number]

TAX INVOICE

Invoice #: [0000]
Date: [DD/MM/YYYY]

PATIENT:

[Patient Full Name]
[Patient Address]

[Patient Phone]
REFERRING DOCTOR:
[Doctor Name]

[Provider Number]

Date of Item
Service Code
[Date] [Code]
[Date] [Code]

Payment Information:

Description of Treatment Amount

Initial Consultation - Physiotherapy $0.00

Subsequent Consultation -

Physiotherapy $0.00

Subtotal: $0.00
Tax (GST/VAT): $0.00
Total Amount Due: $0.00

Bank: [Bank Name] | Account Name: [Name] | BSB: [000-000] | Account: [00000000]
Please use Invoice Number as payment reference. Terms: Net 7 Days.



