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	MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES

DIVISION OF SENIOR AND DISABILITY SERVICES

NON-MEDICAID ELIGIBLE (NME) CONSUMER INVOICE

	Bill to:

DHSS/DIVISION OF SENIOR AND DISABILITY SERVICES

ATTN:  Bureau of Senior Programs
PO Box 570

Jefferson City, Mo 65102-0570

	DHSS VENDOR NUMBER

     
	VENDOR NAME
     

	ADDRESS (STREET, CITY, STATE, ZIP)

     

	PAGE

     
	INVOICE DATE (MM/DD/YY)

     
	SERVICE DELIVERY MONTH (MM/YY)

     
	INVOICE TYPE: 

 FORMCHECKBOX 
 Regular    FORMCHECKBOX 
 Supplemental 

	DCN
	CONSUMER NAME (LAST, FIRST)
	DELIVERED UNITS

	     
	     
	     

	     
	     

	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	TOTAL UNITS BILLED

AMOUNT DUE
	0

	
	$   0.00

	I certify the units billed were delivered to the clients shown above in compliance with all program requirements and that payment was not received from any other funding source.

	SIGNATURE


	SIGNATURE DATE (MM/DD/YY)

     


 MO 580-2904 (12-16)
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