
UROLOGY MEDICAL CENTER 

123 Medical Plaza, Suite 400 

City, State, ZIP 

Phone: (555) 012-3456 

Provider NPI: 0000000000 

TAX INVOICE 

Invoice #: ___________ 

Date: ___________ 

Patient Details:  

Name: _______________________ 

DOB: ________________________ 

ID #: ________________________ 

Referral Info:  

Referring Dr: _________________ 

Provider #: ___________________ 

Date of 
Service 

Item / CPT 
Code 

Description of 
Procedure/Consultation 

Fee 

        

        

        

Subtotal: $___________ 

Tax/GST: $___________ 

Total Amount Due: $___________ 



Payment Terms: Payment is required within 14 days.  

EFT Details: Bank Name | BSB: 000-000 | Account: 00000000 

Clinical Notes: ___________________________________________________________ 


