
DENTAL SURGERY 

[Clinic Name] 

[Street Address] 

[City, State, Zip] 

[Phone Number] 

[Tax ID/ABN/Registration Number]  

TAX INVOICE 

Invoice #: ___________ 

Date: ___________ 

Due Date: ___________  

PATIENT DETAILS:  

[Patient Full Name] 

[Patient Address] 

[Patient ID/Chart Number]  

PRACTITIONER:  

[Dentist Name] 

[Provider Number]  

DATE ADA CODE DESCRIPTION OF SERVICE AMOUNT 

        

        

        

Subtotal: $0.00  



Tax: $0.00  

Total Amount: $0.00  

Paid to Date: ($0.00)  

Balance Due: $0.00  

Payment Options: [EFT / Credit Card / Cash / Insurance Direct] 

Bank Details: [Bank Name] | BSB: [Number] | Account: [Number] 

Thank you for choosing our dental practice. 


