[Lab Name]

[Street Address]
[City, State, Zip]
[Phone Number]

INVOICE

Invoice #:
Date:

BILL TO:

[Patient Name]
[Patient ID / DOB]
[Address]
[Email/Phone]

REFERRAL INFO:
Ordering Physician:

Specimen ID:
Collection Date:

Test Code Description / Diagnostic Service Price

Subtotal: $0.00
Tax/Fees: $0.00

Total Due: $0.00



Payment Terms: Please remit payment within 30 days. Make checks payable to [Lab Name].

This document serves as a financial record and is not a clinical lab report.



