
TAX INVOICE 

[Radiology Department Name] 

[Facility Address Line 1] 

[City, State, Zip] 

Phone: [Phone Number] 

Tax ID: [Registration Number] 

Invoice #: [000000] 

Date: [DD/MM/YYYY] 

PATIENT DETAILS: 

[Patient Full Name] 

[Patient ID / MRN] 

[Address Line 1] 

[City, State, Zip] 

REFERRAL DETAILS: 

Referring Physician: [Doctor Name] 

Provider Number: [Number] 

Date of Service: [DD/MM/YYYY] 

Item / 
Code 

Description of Service Qty 
Unit 
Price 

Total 

[Code] [e.g., Chest X-Ray / MRI Lumbar Spine] 1 $0.00 $0.00 

[Code] 
[e.g., Contrast Media / Radiologist 
Report] 

1 $0.00 $0.00 



Subtotal: $0.00 

Tax ([%]): $0.00 

TOTAL PAYABLE: $0.00 

Payment Instructions: 

Bank: [Bank Name] 

Account Name: [Account Name] 

BSB/Swift: [Number] 

Account #: [Number] 

Thank you for choosing [Radiology Department Name]. 

Please retain this invoice for your medical insurance and tax records. 


