	Dental Invoice
[Your Business Name]
	INVOICE
# [Invoice No.]



	BILL FROM
[Your Name / Company]
[Street Address]
[City, State, ZIP]
[Email Address]
[Phone Number]
	BILL TO
[Client Name / Company]
[Client Street Address]
[City, State, ZIP]
[Client Email]
[Client Phone]



	Invoice Date
	Due Date
	Invoice #
	Currency

	[Date]
	[Due Date]
	[INV-001]
	USD / INR / GBP



	Patient Name
	Date of Birth
	Dentist Name
	Appointment Date

	[Patient Full Name]
	[DOB]
	Dr. [Name]
	[Date]



LINE ITEMS
	Procedure
	ADA Code
	Tooth #
	Fee
	Insurance
	Patient Due

	Periodic oral exam
	D0120
	—
	$[Fee]
	$[Ins]
	$[Amt]

	Full mouth X-rays
	D0210
	—
	$[Fee]
	$[Ins]
	$[Amt]

	Tooth extraction (simple)
	D7140
	#14
	$[Fee]
	$[Ins]
	$[Amt]

	Composite filling
	D2391
	#19
	$[Fee]
	$[Ins]
	$[Amt]

	
	
	
	
	Subtotal
	[Amount]

	
	
	
	
	Tax / GST (0%)
	[Amount]

	
	
	
	
	TOTAL DUE
	[TOTAL]



	PAYMENT DETAILS
Bank Name:  [Bank Name]
Account Name:  [Account Holder]
Account No.:  [XXXX-XXXX-XXXX]
IFSC / SWIFT:  [Code]
	NOTES
Co-pay due at time of service. Insurance estimates only — patient responsible for balance.

Payment Terms:  Net 30 days
Late Fee:  1.5% per month




Questions? Contact us at [your@email.com]  •  [www.yourwebsite.com]
