INVOICE

[Clinic Name]
[Street Address]
[City, State, Zip]
[Phone/Email]

INVOICE #: [0000]

DATE: [Date]

DUE DATE: [Date]

BILL TO:
[Client Name]

[Client Address]
[Client Phone]

PRACTITIONER:

[Provider Name]
[Laser Certification ID]

Service Description

Fractional CO2 Laser Resurfacing

Topical Anesthetic Application

Post-Procedure Cooling Mask

Area

[Full Face]

N/A

N/A

Qty

1

Unit Price

$0.00

$0.00

$0.00

Total

$0.00

$0.00

$0.00



Service Description Area Qty  Unit Price Total

Aftercare Recovery Kit N/A 1 $0.00 $0.00

Subtotal: $0.00
Tax: $0.00

Total Due: $0.00

NOTES & INSTRUCTIONS:

Please follow all post-treatment protocols provided. Avoid direct sun exposure for 14 days. Payment is
due within [X] days. Thank you for choosing [Clinic Name].



