
Hospital Medical Invoice Form 
Hospital Information 
Hospital Name: _______________________________ 
Address: _______________________________ 
Contact Number: _______________________________ 
Registration Number: _______________________________ 

Patient Details 
Full Name: _______________________________ 
Age: _______________________________ 
Gender: [ ] Male [ ] Female [ ] Other 
Patient ID: _______________________________ 

Invoice Details 
Invoice Number: _______________________________ 
Date of Invoice: _______________________________ 

Services and Medication Details 

S. No. Description Quantity/Hours Unit Cost Total Cost 

1     

2     

3     

4     

Total Amount 
Service Total: _______________________________ 
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Medication Total: _______________________________ 
Grand Total: _______________________________ 

Payment Information 
Payment Method: [ ] Cash [ ] Card [ ] Online Transfer 
Payment Status: [ ] Fully Paid [ ] Partial Payment [ ] Pending 

Authorized Signature 
Doctor/Hospital Staff Signature: _______________________________ 
Patient Signature: _______________________________ 
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