	[bookmark: _GoBack][Your Dental Practice Name]
Family & Cosmetic Dentistry  |  [Street, City, State, ZIP]
[Phone]  |  [Email]  |  [Website]
	DENTAL RECEIPT
Receipt No.: [DR-0001]
PATIENT COPY

	



	PATIENT
Name: [Full Name]
Patient ID: [ID Number]
Phone: [Phone]
	DENTIST
Dr. [Full Name], [DDS/DMD]
NPI / Tax ID: [Number]
Insurance: [Provider / Policy No.]
	DATES
Date of service: [MM/DD/YYYY]
Date paid: [MM/DD/YYYY]
Next visit: [MM/DD/YYYY]



	Procedure / Service
	CDT Code
	Tooth #
	Qty
	Amount

	Comprehensive oral exam
	D0150
	[ ]
	1
	$[0.00]

	Dental cleaning (prophylaxis)
	D1110
	[ ]
	1
	$[0.00]

	Bitewing X-rays
	D0274
	[ ]
	1
	$[0.00]

	[Other service]
	[Code]
	[ ]
	1
	$[0.00]



	PAYMENT METHOD
☐ Cash   ☐ Card   ☐ Check   ☐ HSA/FSA   ☐ Transfer
Status:  ☐ Paid in full   ☐ Partial   ☐ Balance due
NOTES
[Aftercare instructions or payment terms]
	Subtotal	$[0.00]
Discount	-$[0.00]
Insurance paid	-$[0.00]
Tax	$[0.00]
 TOTAL PAID	$[0.00] 
Balance due	$[0.00]



	Authorized signature: ____________________   Date: __________
	Thank you for trusting us with your smile.
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