
DENTAL SUPPLY INVOICE 
[Company Name] 

[Street Address] 

[City, State, Zip] 

[Phone Number] 

Invoice #: __________ 

Date: __________ 

Customer ID: __________ 

BILL TO: 

[Practice Name] 

[Contact Name] 

[Address] 

[Phone] 
SHIP TO: 

[Practice Name] 

[Address] 

SKU / Item # Description Qty Unit Price Total 

          

          

          

          

          

Subtotal: $0.00 

Tax: $0.00 

Shipping: $0.00 

Amount Due: $0.00 



NOTES / TERMS: 

Please make checks payable to [Company Name]. Payment is due within 30 days. Thank you for your business. 


