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Children with Special Needs






2007 BILLING FORM

Child’s Name
________________________________ 
Agency Name

            ________________________________

 
Address
________________________________ 
Therapist Name/Phone
________________________________



________________________________
Address of Agency
            ________________________________

________________________________

                                    ________________________________

 DOB

________________________________   
SS# or Taxpayer ID
            ________________________________

	SPECIFIC

Date(s) of Service
	Type of Service

Or CPT Code
	Length of

Visit /

Mileage
	Rate of

Pay
	Total Allowed

For  Service (contracted rate)
	Family Co-Pay

_______%
	Insurance

Paid $
	Service Funds to be

Paid to Provider
	EI/BCW USE ONLY

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


I/we certify that the individual provider’s name is listed and that these services have been provided within the contract time limits. I/we have provided the service(s) listed and

 for the lengths of time specified above on the date(s) and used the appropriate CPT code or have been specific about the IFSP or evaluation time. (initial, annual, or 3-6 months

 review).  I/we request payment for said services as specified based on our agreed upon rate.  I/we also certify that the social security or taxpayer ID number is correct. 

Original signatures only, no copies accepted.

________________________________





________________________________

Provider’s Signature/Date                                                                                     
District Signature/Date            
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