           Hospital Name                            LOGO	MEDICAL INVOICE

Street Address
              City, ST ZIP Code	DATE:
              Contact:	INVOICE #:


Patient
Hospital No	Age
Name	Consultant
Address	Payment Mode
Bed No Admission Date
Phone	Discharge Date
Email

	#
	PARTICULARS
	QTY
	RATE
	AMOUNT

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	SUBTOTAL
	-

	
	
	TAX
	8.000%
	-

	
	
	
	
	

	
	
	
	
	

	NOTES:
	
	
	Med Claim
	

	
	
	
	
	

	
	
	
	TOTAL
	-

	
	
	
	PAID
	-

	
	
	
	TOTAL DUE
	-




