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PROMOTING HEALTH « INDEPENDENCE - CHOICE



                                                     CareWell Services
PURCHASE OF SERVICE MONTHLY PARTICIPANT BILLING

BILLING MONTH:  October
 




YEAR: 2012
SERVICE PROVIDER: ABC TRANSPORT 



PHONE: 269-999-4343
PARTICIPANT NAME:  John Smith




PARTICIPANT PROGRAM ID: 3898
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PROVIDERS-PARTICIPANT SERVICE SUMMARY



TOTAL 

UNIT






TOTAL

UNIT

SERVICE:           UNITS
          x COST


TOTAL

SERVICE:
UNITS
   X
COST


TOTALS

1. 

31X29.00                                        

   $899.00                     
   3.___________________________________________________
2.__________________________________________________________________   
   4.___________________________________________________

_________________________________________________________________________________________________TOTAL DUE:___899.00_______
NOTES/COMMENTS

The Purchase of Service Monthly Participant Billing form(s) will be submitted to the AAA by the 10th of each month following the month in which service was provided. I certify that the expenditures being reported are correct and appropriate. Documentation is available and will be maintained.








SIGNED:________________________________________DATE:_______________________
 





RECEIVED:_______________  VERIFIED:_______________ DATE PAID:____________ TOTAL PAID:__________

DENIAL REASON:









