 (
  
THANK YOU!
) (
Terms and Condition:
) (
O
ther cost
          $80.00
L
abor cost
          $185.00
Other
Tax
         5%
Total
         $300.00
) (
         SUBTOTAL     
                       $400.00
     
) (
DATE
HOURS/TASKS
RATE
AMOUNT
11.02.2019
2
40
$80.00
12.02.2019
2
40
$80.00
13.02.2019
2
40
$80.00
14.02.2019
2
40
$80.00
15.02.2019
2
40
$80.00
) (
Service Person:
Phone#:
) (
BILL TO:
Name:
Address:
City, State, ZIP Code
:
Phone
:
) (
DATE:
 
24, Aug, 2018
INVOICE NO:
 
5896
) (
Hospital N
ame
Doctor N
ame
A
ddress
City, State, Z
ip code
P
hone
E
mail
) (
MENTAL HEALTH
INVOICE
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