[Medical Center Name]

[Medical Center Address]

[City], [State] [Postal Code]

[Medical Center Phone Number]

[Medical Center Email Address]
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Bill Statement
	Bill To
	[Sample Patient Name ]
	
	
	Invoice Number
	2001321

	
	[Sample Patient Address line 1]
	
	
	
	Date
	1/6/2018

	
	[City], [State] [Postal code]
	
	
	Physician name
	

	
	
	
	
	
	

	Description
	Amount
	Balance
	
	Total
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	Total
	
	
	

	
	
	
	
	
	
	


[Bank Details]

[Terms & Conditions]

