Pediatric Clinic

123 Wellness Way
City, State, Zip
Phone: (555) 000-0000

DONATION INVOICE

Date:
Invoice #:

Donor Information:

Name/Organization:
Address:
Email:

Recipient Account:
Department: Pediatric Supplies

Tax ID: XX-XXXXXXX
Status: Charitable Donation

Description of Supplies Quantity

Condition Est. Value

Total Estimated Value:

Notes:



Donor Signature:

Received By (Clinic Staff):

Thank you for your generous contribution to pediatric care.
This document serves as an acknowledgment of goods received.



