
INVOICE 

[Clinic Name] 

[Address Line 1] 

[Phone Number] 

Invoice #: ___________ 

Date: ___________ 

BILL TO 

[Patient Name] 

[Patient Address] 

[Patient Email] 

PRACTITIONER 

[Provider Name] 

[License Number] 

Treatment Description Sessions Rate Amount 

[e.g., Fractional CO2 Laser / Microneedling] 
   

[e.g., Chemical Peel / Subcision] 
   

[e.g., Post-Treatment Skincare Kit] 
   

Subtotal: $__________ 

Tax: $__________ 



Total Due: $__________ 

Notes: All cosmetic procedures are non-refundable. Follow-up appointment scheduled for: ___________ 

Payment Methods: Credit Card, Cash, or Healthcare Financing. 


