
CLINIC NAME 

123 Aesthetic Way 

Medical District, ST 12345 

Contact: (555) 012-3456 

INVOICE 

Date: __________ 

Invoice #: __________ 

PATIENT INFORMATION 

Name: ____________________ 

ID: ______________________ 

Phone: ___________________ 

PRACTITIONER 

Name: ____________________ 

License: __________________ 

Department: _______________ 

Service / Procedure Description Qty Unit Price Total 

________________________________________ ____ $_______ $_______ 

________________________________________ ____ $_______ $_______ 

________________________________________ ____ $_______ $_______ 

Subtotal: $_______  

Tax/VAT: $_______  

Total: $_______  



AFTERCARE NOTES / NEXT APPOINTMENT  

Thank you for choosing our aesthetic services. 

Payment is due upon receipt of services. All cosmetic procedures are non-refundable. 


