
SERVICE INVOICE 

[Company Name] 

[Address Line 1] 

[Phone Number] | [Email] 

Invoice #: ___________ 

Date: ___________ 

PO #: ___________ 

Client Information 

[Facility/Hospital Name] 

[Department] 

[Contact Person] 

[Address] 

Device Information 

Modality: (MRI, CT, X-Ray, Ultrasound) 

Manufacturer: ___________ 

Model: ___________ 

Serial Number: ___________ 

Service Description 

Part/Labor 
ID 

Description of Service/Parts 
Replaced 

Qty/Hrs Rate Total 

          

          



Part/Labor 
ID 

Description of Service/Parts 
Replaced 

Qty/Hrs Rate Total 

          

Technician Notes 

Subtotal: $0.00 

Tax: $0.00 

Shipping/Travel: $0.00 

Total Amount: $0.00 

Terms: Payment due within [30] days. All parts include [90]-day warranty unless specified. 

Technician Signature: _______________________ 

Customer Acceptance: _______________________ 


