
TAX INVOICE 

[Clinic/Therapist Name] 

[Address Line 1] 

[Phone Number] 

[Email Address] 

ABN/Tax ID: [00 000 000 000] 

Invoice #: [0001] 

Date: [DD/MM/YYYY] 

Bill To:  

[Client Name] 

[Client Address] 

[Client Phone] 

Provider Details:  

Provider No: [Number] 

Accreditation: [Assoc Name] 

Description of Service Date of Service Amount 

[e.g., 60 Min Remedial Sports Massage] [DD/MM/YYYY] $0.00 

[e.g., Kinesiology Taping / Consumables] [DD/MM/YYYY] $0.00 

Subtotal: $0.00  

Tax ([0]%): $0.00  

Total: $0.00  



Payment Instructions: 

Bank: [Bank Name] | BSB: [000-000] | Account: [00000000] 

Reference: [Invoice Number / Surname] 

 

Thank you for your business. Please retain this invoice for your health fund claims.  


