
INVOICE 

Invoice #:  

Date:  

Pharmacy Details: 

Staff Information 

Name:  

Role: (e.g., Pharmacist/Technician) 

License #:  

Billing Period 

Start Date:  

End Date:  

Date Shift Description Hours Rate ($) Amount ($) 

  
    

  
    

  
    

  
    

Subtotal: $__________  

Expenses/Mileage: $__________  

Total Due: $__________  



Payment Instructions 

Bank Name:  

Account Number / IBAN:  

Routing / Sort Code:  

 

Please pay within 15 days of invoice receipt.  


