
 

INVOICE 
 

 
NAME:  _________________________________________________ CATEGORY: _______________________  
                                                           (Please Print) 

ADDRESS: _________________________________________________________________________________  

CITY: _______________________  PROV:  _____________________  POSTAL: _____________________  

SIN: ____________________________________  HST: ____________________________________________  
                                   (Social Insurance Number) 

 

INVOICE NUMBER: __________________________________________   

DATE: ____________________________________________________  

DENTAL OFFICE: ____________________________________________  

ADDRESS: _________________________________________________  

CITY: ____________________  PROV.: _______________________  

POSTAL: _________________  PHONE:_______________________  

 
TERMS: PAYMENT UPON RECEIPT 
 

DATE WORKED HOURS UNPAID BREAK TOTAL HOURS BILL RATE/HR TOTAL BILLED 

      

      

      

      

      

      

      

TOTAL $ 

 

Please make cheque payable to: 

Name: ______________________________  


