
PROCEDURE INVOICE 

Clinic Name 

Street Address 

City, State, Zip 

Phone / Email 

Invoice #: ___________ 

Date: ___________ 

PATIENT INFORMATION 

Name: ______________________ 

DOB: _______________________ 

Phone: ______________________ 

PRACTITIONER INFORMATION 

Provider: ____________________ 

License #: ___________________ 

Department: Aesthetics 

Treatment / Product Manufacturer / Lot # Units/Qty Price Total 

Neuromodulator (Botox/Dysport) 
    

Dermal Filler (HA/Biostimulator) 
    

Anesthetic / Supply Fee - 
   

Other: ____________________ 
    

Subtotal: $ _________  

Discount/Rewards: ($ ________)  

Amount Due: $ _________  



TREATMENT MAP / NOTES 

Payment is due at the time of service. No refunds on medical injectable procedures. Post-treatment instructions provided upon 

completion. 

Patient Signature: ____________________________ Date: ___________  


