
Critical Care Service Registration Receipt 

Date: [Date] 

Patient Name: [Patient Name] 

Patient ID: [Patient ID] 

Service Provider: [Service Provider Name] 

Registration Number: [Registration Number] 

Service Details 

• Service Type: [Service Type] 

• Service Date: [Service Date] 

• Duration: [Duration] 

Payment Details 

Total Amount: [Total Amount] 

Payment Method: [Payment Method] 

Transaction ID: [Transaction ID] 

Contact Information 

If you have any questions, please contact us at: 

Email: [Email Address] 

Phone: [Phone Number] 

Thank you for choosing our Critical Care Services. 


