
Supplier Name: ______________________________ Supplier Address:
______________________________ ______________________________ Contact:
______________________________

Supplier Invoice
Invoice No: ____________ Date: ____ / ____ / ______ Pharmacy Name: _____________________
Pharmacy Address: __________________

# Medicine Name Batch No. Expiry
Date Qty Unit

Price Discount Tax
(%) Total

1 _____________________ _________ ____/____ ____ ________ ________ _____ ________

2 _____________________ _________ ____/____ ____ ________ ________ _____ ________

3 _____________________ _________ ____/____ ____ ________ ________ _____ ________

Subtotal __________

Total Discount __________

Total Tax __________

Grand Total __________

Notes:
_____________________________________________________

Supplier's Signature

Receiver's Signature
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