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Family Support Services
INVOICE
2012
(To be submitted after approved service completed)

Individual Receiving Services:




  Date:





 Individual Receiving Services Date of Birth:



Contact Person:


Current Phone #




Relationship to Individual:


Email:  






Services Provided: (Please check one)

 FORMCHECKBOX 
  Respite:  Choose One:    FORMCHECKBOX 
 Agency

 FORMCHECKBOX 
 Independent        FORMCHECKBOX 
 Family Chosen


 FORMCHECKBOX 
 Home Modification*
 FORMCHECKBOX 
 Adaptive Equipment*

*Attach Receipts for all Home Modifications  and / or Adaptive Equipment Purchases


 FORMCHECKBOX 
  Summer Camp


 FORMCHECKBOX 
  Other (please describe)
Describe if Other:












	Dates
	Total Hours
	Total Receipts
	Comments

	
	
	
	

	
	
	
	

	Totals
	
	
	


Note:   The maximum reimbursement amount for 2012 is $1500.00

Payment to be made to:










 
Address:











 
Phone Number:



 
Provider/Vendor Signature:

Date:



Guardian/Contact  Signature:

Date:











County Board Use Only:





Date Received:				  APPROVED		  NOT APPROVED		AMOUNT: $





FSS Manager Signature:									Date:			








