Shahid Beheshti University
of Medical Sciences

Patient Name:
Patient Surname:
Passport No. :
Gender:

Age:

Name of Doctor:

Admission Code:
File Number:
Country:

Date of Admission:

Date of Discharge:

Row

Description

Price (RLS) Number

Total (RLS)
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Total Charge:

Pre-Paid in admission:

Discount(s):

Patient Payment at discharge date:

Total Payment

Important: This invoice is invalid without the hospital discharge department signature and stamp.

Hospital Discharge Department Signature

and Stamp:

Chief Execute

Deputy Finance

Physician

Performing Work
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