 OCDD INVOICE (10/02) 
NOW TEPA  INVOICE FORM
DEPARTMENT OF HEALTH AND HOSPITALS
OFFICE FOR CITIZENS WITH DEVELOPMENTAL DISABILITIES

Name and Address of Purchaser:
	


PURCHASER (VENDOR) ID #: ___        __               _
DHH REGION: ____________

RECIPIENT OF ITEMS/SERVICES: ____________________________________________

DATE INVOICE COMPLETED: ________________________________________________

	DATE OF PURCHASE
	DESCRIPTION OF ITEMS/SERVICES
	AMOUNT

	
	
	

	TOTAL
	$


PURCHASER’S CERTIFICATION:
“This is to certify that the information contained on this form is true, accurate and complete and that expenditures shown above were made for the recipient named above.”
____________________________________________
______________

Signature of Purchaser 




     

 Date

_____________________________________
______________
______________________
Support Coordinator’s Signature

      

Date

Contact Phone#



AGENCY   340

EFFECTIVE DATE:
_____ / _____ (MO/YR)

	ORG#
	OBJECT
	REPORTING#
	AMOUNT
	REMARKS

	
	
	
	
	


