INWOIGES

O Monthly invoices are to arrive no later than the
tenth (10th) day of the month for services provided
during the preceding month.

0 Mail invoices to the attention of Daniel Martinez,
727 E. Cesar E. Chavez Blvd., Suite B-310, San
Antonio, TX 78206.

0 The U.S. Probation Office for the Western District
of Texas strongly encourages vendors to submit
invoices electronically. Contact Daniel Martinez at
danny martinez@txwp.uscourts.gov for further
details.



INWOIGES

o The following pages are samples of the
Invoice a provider will send monthly:.

O Invoices are signed by the designhated
Authorized Administrator as listed on the
Solicitation/Offer/Acceptance Form (AO367).
o List services by client in alphabetical
order under Part B. One line for each
service.



ATTACHMENT J.8

DATE: 5/9/2011 PAGE__1__OF__2_
ADMINISTRATIVE OFFICE OF THE UNITED STATES COURTS
TREATMENT SERVICES INVOICE
BOC: 2548
(PART A)
1. Judicial District WD/TX 3.B.P.A# 0542-2011-0000
2. Vendor Help is on the Way 4. Service Apr-11
Delivery:
a. Address: 123 Hokey Smoke
Frostbite Falls, TX 5. Total # 4
Individuals
b. Telephone: Served:

Vendors Certification: | certify that all expenditures and requests for reimbursement in this
voucher are accurate and correct to the best of my knowledge and include only charges for
services actually rendered to clients under the terms of the agreement and for which no other
compensation has been received from either the client or the United States District Court.

R

Authorized Administrator

6. PROJECT CODE 7. QUANTITY 8. UNIT PRICE| 9. TOTAL PRICE
5012 1 80 80
5025 1 375 375
6012 6 40 240
6022 6 12 72
6032 2 40 80
6091 2 40 80

Totals: 927.00
Co-Pay Received: 160.00
SC 1501/Administrative Fee: (5%) 8.00
Balance Due: 775.00




Revised 08/25/2006

INVOICE DETAIL

Entries below will automaticall

TREATMENT SERVICES INVOICE

(PART B)

total and carry to Prob. Summary Tab

ADMINISTRATIVE OFFICE OF THE UNITED STATES COURTS

Page___ 2

of 2

Fill-in the relevant information. The total units of each service rendered and their unit price will be transferred to the invoice on the next page

2.CLIENT
NUMBER

3. DATES OF

4. SERVICE

5. QUANTITY
ITS

6. UNIT

. COST

8. CO-PAY
REQUIR

9. CO-PAY

4/9/2011 g 80.00 | $ 80.00 | § 40.00 | $ 40.00
Moose, Bullwinkle 1959 4/9/2011 5025 1.00 | $ 375.00 | % 375.00 | § - $ -
Squirrel, Rocket 1964 4/6/2011 6012 200 % 40.00 | $ 80.00 | § 20.00 | § 20.00
Squirrel, Rocket 1964 4/11/2011 6022 3.00] 8§ 1200 | $ 36.00 | $ - $ =
Squirrel, Rocket 1964 4/25/2011 6022 3.00 | % 12.00 36.00 | § - $ -
Badenov, Boris 2000 4/4/2011 6012 2.00 40.00 | $ 80.00 | $ 2000 1| % 20.00
Badenov, Boris 2000 4/15/2011 6032 2.00 40.00 | $ 80.00 5 - b -
Peabody, Mister 1985 4/7/2011 6012 200 | $ 40.00 80.00 | $ 80.00 | % 80.00
Peabody, Mister 1985 4/23/2011 6091 200 | $ 40.00 80.00 | $ - 3 -
P - P - $ = $ =
b - $ - $ - $ -
3 - $ - $ - $ -




Invoice - Attachments

o A Monthly Treatment Report (MTR) Form 46 is on the next page. This
form is available electronically in the Forms List and is fillable. We strongly
recommend completing the form on the computer. List all services
provided by Project Code. Send the original to the officer, a copy with your
Invoice, and keep a copy for your file.

o List the date copayments were made.
o List all urine test results, if applicable.

o Note that if the client is receiving urinalysis services only (Project Codes
1010), an MTR is not required.

o Complete Section 10. You will complete this section if you are
conducting counseling services. If, for example, you only provide
polygraph exams, evaluations, substance abuse medication, etc., there is
no need to complete this section.



PROE 46
Rev. 06 10)

MONTHLY TREATMENT REPORT

This. frm muest be completed and submited with
each memthlyhilling. Additional sheets may be wmed

1. FROGHR AM HAME:

la OFFICERNAME:

2. DATEOF CURRENT TX PLAN (ATTACH REVE KNS

3. CLTENT NAME

3a. PACTSE N

4. POR PERIOD COVERING:

I FHASEH(O. [%a TIME N PHASE |t-_.I'H.EI'HJ.|\L{'IL|EN'I':

O Yes O Ne

7. CLIENT B PLOYED:
OYes ONo 0OSiwdemt O Other
= = = =

8. CONTACTS SINCE LAST REFORT

e Copay
o Dhaer b Service (Mame & No) €. Lengih of Condac d. Comments (Mo Shows, Tandiness, [ssees Addnessed) ciomlhc-t;
9. URINE TESTING RECORD
DM TE Scheduled | Samgle Not Tesed Dreg UssAdmised | COLIECTED | SPECIAL TESTS TEST RESLLTS Crm,
OOLIECTED BY REQUESTED P oot veNegtivey ol leciedp
Wes | Mo [Feaf Qmy | Sall Mo | Wes {specify drag)

1. COMMENTS REGARDING CLIENT'™S TREATMENT FROGRESS

2. Describe the irsstment goals addresied this month (O Met O Not Met):

. Diescribe amy shegm taken by the client this month towarnd these goals {0 Pasitive O Megstive):

. Desscrihe any ohstacles or sethacks the client encouniered this month:

. Dieseribe ame wnique way the POPFSD can amst’supportthe client in trestmentover the next mensh:

2. If comtinued trestment is recommended, discuss the plan for next month {0 Recommendal 0 Mot Recommended j:

f. Discuss your ohservations of the client’s hehavior and commutment i trestment{ 0 Pasitive 0 Megative):

g Comments:

h. Chverall Progres: O Accepishle O Unacoepiahle

SIEATURE OF OOUNSELOR

DATE

DISTRIBUTION:

DRIGINAL

DONTRACTOR



Invoice - Attachments

o The Dally Treatment Log Is on the next page. Itis
also in the Forms List. It is used to record all
counseling sessions. The vendor will complete one
form per client per month. Submit this form along
with your invoice and the Monthly Treatment Report
(Form 46).

o List the Project Code for the Purpose of the Visit.

o List all “No Shows” on this form. Include the date
the client falled to appear as directed for the
evaluation or counseling session. The vendor shall
place their initials on that entry.



Client Name

DAILY TREATMENT LOG

OOMPLETE (WE FORM PER CLIENT FER MONTH

Month'Year

Attachment 1.6

Date

Client's Signature/Initials

Timie In

Purposc of Visit

Co-Pay
Collected

Time
Out

Client's
Initials

Vendor's
Initials




Invoice - Attachments

o The Testing Logs are on the next two pages and are also
available in the Forms List. The Urinalysis Log is used to
record all urine collection, while the Sweat Patch Log is used
to record the application and removal of Sweat Patches if your
Agreement includes that service.

o The vendor will complete one form per client per month.
Submit this form along with your invoice and the Monthly
Treatment Report (Form 46) and Daily Treatment Log.

o There is no need to fill out the Bar Code Number or Special
Tests.

0 Since we collect copay on a monthly flat fee, the vendor will
not need to list copay on the Testing Log.

o List all “No Shows” on this form. Include the date the client
falled to appear. The vendor shall place their initials on that
entry.



Adrachment 14

URINALYSIS TESTING LOG

OO PLLTIT ORE FORM MER CLICET 2EF MCHTIN

Clicnt Name PALTS # Munth/Vear "
Drate Client"s SignatureTnitials Rar Code Spexviul | Medications | Collector's Tesl Co-Fay
Cuollecied Numlwr Tesis Talken loitials Hesulti/Thate | Collected

Received




Anszhoenr 19

SWEAT PATCH TESTING LOG

COMF ETE OHE FORM PER CLIENT PER MORT:
CIMELETE THE FIRST FIVE CULURMES U000 ARPLICATHIY, AMG THE LARTFUUR WP B AL

Clieni Mame PALTS H Nlonth!'Year
Apmleadno iy [FRTLN i of 4 cksdy Bar W adbeatins Cullecluc™ Wemieal | Client*s | Ondlectirs Tel Co-Pay |
[F™ Sirpocwr & Tnitials {ode Mumbec Laluen Tnktlalxs Thude Iniliaiy Durdiaks ResidieTioee | {lmleched

Commeoly (please Rote =N NELsNE] oo Frrn Pegy:
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