
DERMATOLOGY & SKIN CARE CLINIC 

123 Medical Plaza, Suite 400 

Healthcare City, ST 12345 

Phone: (555) 010-8888 

INVOICE 

Invoice #: [0000] 

Date: [MM/DD/YYYY] 

Patient ID: [PT-000] 

BILL TO: 

[Patient Name] 

[Patient Address] 

[City, State, Zip] 

[Phone Number] 

INSURANCE INFORMATION: 

Provider: [Insurance Name] 

Policy #: [Policy Number] 

Group #: [Group Number] 

Date of Service CPT Code / Description Qty Unit Price Total 

[Date] [e.g., 99213 - Office Visit, Established] 1 $0.00 $0.00 

[Date] [e.g., 11102 - Tangential Biopsy] 1 $0.00 $0.00 

[Date] [e.g., Clinical Skincare Product] 1 $0.00 $0.00 



Subtotal: $0.00  

Insurance Adjustment: ($0.00)  

Tax: $0.00  

Total Amount Due: $0.00  

NOTES & PAYMENT TERMS: 

Please make checks payable to "Dermatology & Skin Care Clinic". Payment is due within 30 days. For billing inquiries, please contact 

our administrative office at billing@exampleclinic.com. 

Thank you for choosing our practice for your dermatological care. 


