
SPECIALTY DIAGNOSTICS CENTER 

123 Medical Plaza, Lab Suite 400 

Healthcare City, ST 12345 

Phone: (555) 010-8888 

INVOICE 

Invoice #: ___________ 

Date: ___________ 

PATIENT INFORMATION 

Name: ___________________________ 

DOB: ____________________________ 

Patient ID: ______________________ 

REFERRING PHYSICIAN 

Dr. ____________________________ 

Clinic: __________________________ 

NPI: ____________________________ 

Test Code Diagnostic Description Qty Unit Price Total 

          

          

          

          



Subtotal: $_________  

Insurance Adjustment: ($________)  

Balance Due: $_________  

PAYMENT TERMS & NOTES 

Please make checks payable to Specialty Diagnostics Center. Payment is due within 30 days of invoice date. For billing inquiries, contact 

billing@specialtydx.com. 


