
INVOICE 

[Clinic Name] 

[Street Address] 

[City, State, Zip] 

[Phone Number] 

Invoice #: ___________ 

Date: ___________ 

Client Details: 

Name: ______________________ 

ID: ________________________  

Practitioner: 

Name: ______________________ 

License: _____________________  

Procedure / 
Product 

Lot/Batch # Qty (ml/vial) Unit Price Total 

Dermal Filler: 
____________ 

____________ ____________ ____________ ____________ 

Dermal Filler: 
____________ 

____________ ____________ ____________ ____________ 

Consultation Fee - - ____________ ____________ 

Other: 
_________________ 

- - ____________ ____________ 

Subtotal: ___________  

Tax: ___________  

Total Due: ___________  



Payment Terms: Due upon receipt. 

Notes: Aftercare instructions provided. Please schedule follow-up in 2 weeks. 


