
DENTAL CLINIC NAME 

123 Medical Plaza, Suite 100 

City, State, Zip Code 

Phone: (555) 000-0000 

INVOICE 

Invoice #: ___________ 

Date: ___________ 

PATIENT INFORMATION 

Name: __________________________ 

ID: _____________________________ 

Address: ________________________ 

INSURANCE DETAILS 

Provider: _______________________ 

Policy #: _________________________ 

Group #: _________________________ 

Date ADA Code Procedure Description Tooth # Fee 

          

          

          

          



Subtotal: $ _________  

Insurance Coverage: - $ _________  

Patient Paid: - $ _________  

Balance Due: $ _________  

Notes: __________________________________________________________________________ 

Payment is due upon receipt. We accept Cash, Credit Cards, and Personal Checks. 

Thank you for choosing our clinic for your dental health. 


