
[HOSPITAL NAME] 

[Hospital Address Line 1] 

[City, State, Zip Code] 

[Phone Number] | [Email/Website] 

INVOICE 

Invoice #: _______________ 

Date: __________________ 

PATIENT INFORMATION:  

Name: ___________________________ 

Patient ID: ______________________ 

DOB: ____________________________ 

Physician: _______________________ 

BILLING DETAILS:  

Account #: ______________________ 

Insurance Provider: _______________ 

Policy Number: ___________________ 

Billing Date: _____________________ 

Test Code Description of Laboratory Test Qty Unit Cost Total 

          

          

          

          



Subtotal: $ _________  

Insurance Adjustment: - $ _________  

Tax/Fees: $ _________  

Amount Due: $ _________  

Notes: Please make checks payable to [Hospital Name]. Payments are due within [Number] days of the invoice date. 

For billing inquiries, please contact the Laboratory Billing Department at [Phone Number]. 


