	HOSPITAL NAME ______________________
STREET ADDRESS ______________________
CITY, STATE & ZIP ______________________
TELEPHONE ______________________
FAX ______________________
	Hosptial Logo



	Invoice No. ______________________
	Date ___________



	Bill To	
	Ship To (Name)
	Address

	
___________________________
 

	
______________________________
	
__________________________________________________________________



	S. NO.                     MEDICINE                                         DESCRIPTION

	AMOUNT
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