
SPECIALIST MEDICAL CLINIC 

123 Medical Precinct, Suite 405 

Healthcare City, HC 5678 

Phone: (555) 012-3456 

ABN: 00 000 000 000 

TAX INVOICE 

Invoice #: [00000] 

Date: [DD/MM/YYYY] 

Provider No: [000000XX] 

PATIENT INFORMATION 

[Patient Name] 

[Address Line 1] 

[Address Line 2] 

DOB: [DD/MM/YYYY] 

REFERRAL DETAILS 

Ref. Doctor: [Doctor Name] 

Ref. Date: [DD/MM/YYYY] 

Service Date Item # Description of Service / Procedure Amount 

[DD/MM/YY] [000] Initial Specialist Consultation $0.00 

[DD/MM/YY] [000] Diagnostic Procedure / Imaging $0.00 

Subtotal: $0.00  

GST: $0.00  

TOTAL DUE: $0.00  



PAYMENT TERMS & METHODS 

EFT: BSB 000-000 Account 00000000 (Ref: Invoice #) 

Cheques payable to "Specialist Medical Clinic". 

Payment is strictly required within 14 days of service. 


