
Pediatric Medical Receipt
Provider Name: ______________________________________
Provider Address: ___________________________________
Contact: ____________________________
Receipt No: _________________
Date: ______________________
Time: _____________________

Patient Information
Name: ___________________________________________
Age: ___________
Parent/Guardian: ______________________________

Services/Items

Description Qty Unit Price Total

    

    

    

Subtotal: _________________

Tax: _________________

Total: _________________

Amount Paid: _________________

Balance Due: _________________

Authorized Signature

Date
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