
[CLINIC NAME] 

[Street Address] 

[City, State, Zip] 

Phone: [000-000-0000] 

Email: [email@clinic.com] 

Tax ID/Provider No: [00-0000000]  

TAX INVOICE 

Invoice #: [INV-001] 

Date: [Date] 

Due Date: [Date]  

PATIENT 

[Patient Full Name] 

[Address] 

[Phone Number] 

ID/Policy No: [00000000]  

BILL TO 

[Insurance Provider / Name] 

[Address] 

[Claim Reference No]  

Date of 
Service 

Service 
Code 

Description 
Unit 

Price 
Total 

[Date] [Code] 
[Medical Consultation/Procedure 
Description] 

0.00 0.00 



Date of 
Service 

Service 
Code 

Description 
Unit 

Price 
Total 

[Date] [Code] [Medication/Supplies Description] 0.00 0.00 

Subtotal: $0.00  

Tax/VAT: $0.00  

TOTAL: $0.00  

Payment Terms: Net [30] Days. Please include Invoice Number as payment reference. 

Thank you for choosing [Clinic Name]. 


