
Health Consultation Payment Receipt
Receipt No.:  ________________
Date:  ____ / ____ / ______

Patient Name:  _____________________________
Patient ID:  __________________

Consultant Name:  __________________________
Department:  ____________________

Description Quantity Unit Price Total

Consultation Fee 1 ___________ ___________

Other ___ ___________ ___________

Total Amount Paid:  ______________
Payment Method:  ___________________

Patient's Signature

Consultant/Staff Signature
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