
Contractor Invoice 
Date:_________________ 

Contractor Name: ___________________________ Invoice No.___________ 

Contractor’s position: ________________________ HST # (if applicable):________________ 

Contractor’s hourly rate: ______________________ 

For the week of: _____________ to ______________ 

Dentist Name/Office Name: _______________________ 

Date Start Time End Time Lunch Total hours Contractor 
Initial 

Dental office 
Initial 

Total Hours x Hourly 
Rate 

Minus DTS Fee 
(DA/REC 17%, RDH 

12%) 
Subtotal 

+ HST ( x .13 if 
applicable) Total Invoice to DTS 

$ __.___ 




