
Hospital Medical Bill Form 
Patient Information​
Full Name: ___________________________________________​
Date of Birth: ________________________________________​
Patient ID: __________________________________________​
Contact Number: ______________________________________​
Address: ____________________________________________ 

Admission Details​
Hospital Name: _______________________________________​
Date of Admission: ____________________________________​
Date of Discharge: ____________________________________​
Reason for Admission: _________________________________ 

Billing Summary 

Service Provided Service Date Cost Additional Notes 

Room Charges    

Medical Tests    

Doctor Fees    

Medication    
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Other Services    

Payment Information​
Payment Method: _____________________________________​
Insurance Provider (if applicable): _______________________​
Policy Number: _______________________________________ 

Acknowledgment​
☐ I confirm that the information provided is accurate and agree to pay the 
amount specified. 

Patient Name: ________________________________________​
Signature: ___________________________________________​
Date: _______________________________________________ 
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