	
	MEDICAL RECORDS INVOICE

	FROM
	
	DETAILS

	COMPANY: _______________________
	
	DATE: _______________________

	ATTN: _______________________
	
	INVOICE NO. ______________

	ADDRESS: _______________________
	
	PATIENT NAME: _____________________

	CITY, STATE: _______________________
	
	

	ZIP: __________________
	
	

	PHONE: _______________________
	
	

	E-MAIL: _______________________
	
	

	
	
	

	[bookmark: _GoBack]BILL TO
	
	SHIPPING

	COMPANY: _______________________
	
	COMPANY: _______________________

	ATTN: _______________________
	
	ATTN: _______________________

	ADDRESS: _______________________
	
	ADDRESS: _______________________
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	PHONE: _______________________
	
	PHONE: _______________________

	E-MAIL: _______________________
	
	E-MAIL: _______________________

	
	
	


	DESCRIPTION
	$ PER PAGE
	# OF PAGES
	AMOUNT ($)

	
	
	
	

	

MAKE PAYMENT TO: _______________________________

__________________________________________________
	SUBTOTAL
	

	
	DISCOUNT
	

	
	TAX / VAT
	

	
	SHIPPING
	

	
	TOTAL
	




THANK YOU FOR YOUR BUSINESS
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