
INVOICE 

[Clinic Name] 

[Address Line 1] 

[City, State, Zip] 

[Phone Number]  

Invoice #: [0000] 

Date: [MM/DD/YYYY] 

Due Date: [MM/DD/YYYY]  

Client: 

[Client Name] 

[Client Phone] 

[Client Email]  

Technician: [Name] 

Laser Type: [e.g., Alexandrite / Diode]  

Treatment Area Session # Rate Total 

[Body Area Name] [X of X] $[0.00] $[0.00] 

[Body Area Name] [X of X] $[0.00] $[0.00] 

Subtotal: $[0.00]  

Tax: $[0.00]  

Total: $[0.00]  

Notes & Policies:  

Please avoid sun exposure for 2 weeks following treatment. Packages are non-refundable. Late cancellations (under 24 hours) 

may incur a fee. Thank you for choosing [Clinic Name]. 


