
Medical Service Receipt
Clinic Name:  ___________________________________________
Address:  ________________________________________________
Contact Number: _________________________________________

Receipt No.:  _______________________
Date:  _____________________________

Patient Name:  __________________________________________
Patient ID / File No.: _________________________________

Service Description Quantity Unit Price Amount

    

    

    

Subtotal:  ___________________________
Discount:  ___________________________
Total Amount:  ________________________

Payment Method: _______________________________________
Remarks:  ______________________________________________

Authorized Signature

Patient/Guardian Signature
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