ST. CLAIR COUNTY MENTAL HEALTH BOARD

MONTHLY SERVICE BILLING VOUCHER

PART 1.

PROVIDER NAME:

SERVICE MONTH/YEAR:

	PROGRAM
	UNITS CONTRACTED
	UNITS

PROVIDED
	UNIT RATE
	AMOUNT BILLED

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	TOTAL 
	
	
	
	


TOTALS:

     

PART 2.

MENTAL HEALTH BOARD REVIEW:

APPROVED PAYMENT AMOUNT:  $_____________________

BY:                                                                                  DATE:

