
MEDICAL LAB NAME 
123 Healthcare Blvd, Medical District 

Phone: (555) 010-9988 | Email: lab@example.com 

Tax ID: 00-0000000 

TAX INVOICE 

Invoice #: ___________ 

Date: ___________ 

PATIENT INFORMATION 

Name: ___________________________ 

ID/MRN: _________________________ 

Referring Physician: ______________ 

BILLING DETAILS 

Bill To: __________________________ 

Insurance ID: _____________________ 

Payment Method: __________________ 

Test Code Description of Service / Laboratory Test Qty Unit Price Amount 

          

          

          

Subtotal: $ 0.00  

Tax (___%): $ 0.00  



TOTAL DUE: $ 0.00  

Notes: Please include the invoice number with your payment. All medical records are kept confidential in accordance with health 

privacy laws. 

Thank you for choosing our laboratory services. 


