MEDICAL INVOICE

Bill From Bill To InveiceNo.
{1 1= s o (= 5SS SO PR SRR | £ [ ¢ | - 1 SRS P P
CompanyName: . = _  Company Name: - .

Street Address: Street Address: Invoice Date: _ _ _ _ _ _ __ __ __
City. STZIPCode: =~ City. STZIPCode: =~

Phone: _ PROINE Sy oo i sy —os i s = Due Date: . . -

Medical Service Performed m Rate (S) Total (S)

Subtotal

Sales Tax

Other
Total
Terms and Conditions
Thank you for your business. Please send payment within . _ _ days of receiving this inovice. There
o

will bea % per _ _ _ _ on late invoices.



