[image: image1]INVOICE: _______

	DOCTOR/MEDICAL PRACTICE ________________________
	PATIENT’S NAME ________________________

	Street Address ________________________
	Street Address ________________________

	
	Address 2 ________________________

	Address 2 ________________________
	

	City, State ________________________
	City, State ________________________

	Zip Code ________________________
	Zip Code ________________________

	Telephone ________________________
	Telephone ________________________

	Fax ________________________
	


PATIENT
[image: image6.jpg]


  DATE OF BIRTH  [image: image2]      GENDER      [image: image3]      WEIGHT      [image: image4]      HEIGHT      [image: image5]       DATE

MEDICATION
MEDICAL SERVICES PERFORMED
RATE
TOTAL

Make all checks payable to _____________________

THANK YOU FOR YOUR BUSINESS!

Invoice-Template.com
