PHARMACY NAME

GST INVOICE
<PHARMACY ADD.>
Phone : 
D.L.No. 
E-Mail : AUTOBILLUPLOADER@GMAIL.COM
GSTIN : 
Patient Name : <PATIENT NAME>
Patient Address : <PATIENT TID>
Dr Name : <DOC NAME>.
Invoice No.
:
<INVOICE NO>
Date
:
01-08-2026

Sn.
Pack
Product
Batch
Exp.
HSN
MRP
Qty.
Amount
1.
ECOSPRIN AV 75MG CAP
2.
CORDARONE-X 200MG TAB[1X15]
3.
ACLOMET XL 25MG TAB
4.
DYTOR PLUS 10 MG TABLET

5.
RABIDOC DSR CAP

TOTAL ITEM :   5

GST  5.00
GST 12.00
GST 18.00

R.OFF/DIS.

GRAND TOTAL

Reciver

.
.








