State of Maryland

Department of Health and Mental Hygiene

Developmental Disabilities Administration
Supplemental Services Invoice 
Fee Payment System and CSLA Payment System Only
Quarter: 


 Fiscal Year:


 Invoice Date:



Service and Award Number:








Provider:




 Contact:





Address:





  Phone:




                





 Federal I.D. #



Quarterly Amount:





Submit one quarterly invoice for all consumers.  Attach detail by consumer to include actual amount of supplemental service and amount billed, and PCIS2 Consumer/FPS Supplemental Services report from Reports module.
I certify by my signature that this request/invoice is for service provided and does not represent any claims previously billed or received.

_____________________________________

________________________________

Signature of Provider Representative/Title

Date

******************************************************************************

FOR DHMH USE ONLY

APPROVED FOR PAYMENT:    

_______________________________


______________________________

DDA






Date

AUTHORIZED FOR PAYMENT:

_______________________________


_____________________________

DCAR






Date
“EXEMPT from Procurement under COMAR 21.01.03.01A”

Revised 03/20/07

