
CONSULTATION INVOICE 

[Clinic Name] 

[Street Address] 

[City, State, Zip] 

[Phone Number] 

Invoice #: ___________ 

Date: ___________ 

PATIENT: 

[Patient Full Name] 

[Patient ID/DOB] 

[Contact Information]  

CONSULTANT: 

[Practitioner Name] 

[Specialty License #]  

SERVICE DESCRIPTION QTY/DURATION UNIT PRICE AMOUNT 

Initial Cosmetic Consultation 1 $0.00 $0.00 

Skin Analysis & Imaging 1 $0.00 $0.00 

Topical Pre-Treatment Kit 1 $0.00 $0.00 

Subtotal: $0.00  

Tax: $0.00  

Total Amount Due: $0.00  



Payment is due upon receipt of services.  

Thank you for choosing [Clinic Name] for your aesthetic journey. 


