Patient Billing Receipt

Dr.
Clinic / Hospital Name

Address:

Contact:
ReceiptNo:
Date: ____/___ /______
Patient Name:
Patient ID:
Age/Gender: ______ /o
Contact:

Service / Procedure Description Qty Unit Price

Consultation
Lab Test
Medication

Other

Remarks / Notes:

Patient Signature

Authorized Signature

Subtotal

Total
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