	[bookmark: _GoBack][HOSPITAL NAME]
[Street Address, City, State, ZIP]
Phone: [Phone Number]  |  Email: [Email Address]
Tax ID / NPI: [Number]
	PAYMENT RECEIPT
Receipt No.: [RCPT-0000]
Date Issued: [MM/DD/YYYY]



PATIENT & VISIT INFORMATION
	Patient Name
	[Patient Full Name]
	Patient / MRN ID
	[Medical Record Number]

	Admission Date
	[MM/DD/YYYY]
	Discharge Date
	[MM/DD/YYYY]

	Attending Physician
	[Doctor Name]
	Insurance / Payer
	[Insurance Company / Self-Pay]



ITEMIZED CHARGES
	Description of Service / Item
	Date of Service
	Qty
	Amount (USD)

	[Room & Board Charges]
	[MM/DD/YYYY]
	[ ]
	[0.00]

	[Physician / Surgeon Fees]
	[MM/DD/YYYY]
	[ ]
	[0.00]

	[Laboratory & Diagnostic Tests]
	[MM/DD/YYYY]
	[ ]
	[0.00]

	[Pharmacy / Medication]
	[MM/DD/YYYY]
	[ ]
	[0.00]

	[Other Services]
	[MM/DD/YYYY]
	[ ]
	[0.00]



	
	Subtotal Charges
	$[0.00]

	
	Insurance Adjustment / Discount
	-$[0.00]

	
	Total Amount Due
	$[0.00]

	
	Amount Paid
	$[0.00]

	
	Balance Remaining
	$[0.00]



PAYMENT DETAILS
	Payment Method
	☐ Cash  ☐ Card  ☐ Check  ☐ Bank Transfer
	Transaction / Check No.
	[Reference Number]



	
Received By (Cashier / Billing Staff Signature)
	
Authorized Signature & Hospital Stamp



Note: Keep this receipt with your insurance Explanation of Benefits (EOB) and, if applicable, tax records. Request an itemized statement separately if this receipt does not list every charge code.
This receipt confirms payment received and is not a substitute for a fully itemized bill. Retain for insurance, tax, and personal records.
