
Medical Bill Receipt

Date: ________________________
Receipt #: ________________________

Medical Institution:
Name: ________________________
Address: ________________________
City/State/Zip Code: ________________________
Phone Number: ________________________
Practitioner Name: ________________________
License #: ________________________

Patient Information:
Name: ________________________
Date of Birth: ________________________
Address: ________________________
City/State/Zip Code: ________________________
Phone Number: ________________________
Insurance Information: _________________________________________________

Description of Services Provided:

Date Procedure/Service/Medicine Quantity Cost Total



Subtotal: $________________________
Taxes (_____%): $________________________

Total Amount Due: $________________________

Payment made by: ____________________

Check/Card Number: _______________________

Payment Date: ________________________

Special Instructions (if applicable):
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________

Authorized Signature: ___________________________

Name: ___________________________


	Date: 
	Receipt: 
	Name: 
	Address: 
	CityStateZip Code: 
	Phone Number: 
	Practitioner Name: 
	License: 
	Name_2: 
	Date of Birth: 
	Address_2: 
	CityStateZip Code_2: 
	Phone Number_2: 
	Insurance Information: 
	DateRow1: 
	ProcedureServiceMedicineRow1: 
	QuantityRow1: 
	CostRow1: 
	TotalRow1: 
	DateRow2: 
	ProcedureServiceMedicineRow2: 
	QuantityRow2: 
	CostRow2: 
	TotalRow2: 
	DateRow3: 
	ProcedureServiceMedicineRow3: 
	QuantityRow3: 
	CostRow3: 
	TotalRow3: 
	DateRow4: 
	ProcedureServiceMedicineRow4: 
	QuantityRow4: 
	CostRow4: 
	TotalRow4: 
	DateRow5: 
	ProcedureServiceMedicineRow5: 
	QuantityRow5: 
	CostRow5: 
	TotalRow5: 
	DateRow6: 
	ProcedureServiceMedicineRow6: 
	QuantityRow6: 
	CostRow6: 
	TotalRow6: 
	DateRow7: 
	ProcedureServiceMedicineRow7: 
	QuantityRow7: 
	CostRow7: 
	TotalRow7: 
	Subtotal: 
	Taxes: 
	undefined: 
	Total Amount Due: 
	fill_5: 
	CheckCard Number: 
	Payment Date: 
	Special Instructions if applicable 1: 
	Special Instructions if applicable 2: 
	Special Instructions if applicable 3: 
	Name_3: 


