O XO000XXXKXKXKXKXX
YOUR LOGO Your Tag Line ©  XHHHVXXXXXXXX
ABN: XXXXXXXXXX ©  JOOXXXXXXXXXXXXXX

ACN: XXXXXXXXXX .

&

Date Issued : September 12, 2025

Invoice Number :  XXXXXXXX Due Date . Prepaid

Patient Information

Name : XXXXXXXXXXXXXXX
Address : OOKKKKKXXXXXKXXX
Contact XXXXXXXXXXXXXXX

Description of Services Provided

D O00.9900.0.0.05.90.9.9.9.0.90.0.0.00.0.090000.0000¢ 1 0.00 0.00
Subtotal $0.00
Tax (10%) $0.00

Payment Instructions
Payment Method: Bank Deposit via EFT

BSB: XXXXX
Account Number: XXOOOXXX

Please include the invoice number in your payment reference.




