DIAGNOSTIC CENTER

123 Medical Plaza, Health City
Phone: (555) 010-9988
Email: billing@labcorp.example

INVOICE
Invoice #:
Date:

Due Date:
PATIENT INFORMATION
Name:
ID:
DOB:
Address:
ORDER DETAILS
Referring Physician:
Order Date:
Insurance Provider:
Policy Number:

CPT Code Description of Test / Service Qty  Unit Price Total

Subtotal: $



Insurance Adjustment: ($ )
Tax: $

Total Due: $

Notes: Please include the invoice number with your payment. Results will be released to the referring physician upon processing.

Payment Methods: Credit Card, Check, or Insurance Direct Billing.



