BILL TO: Dept of Social Services
Vendor Name*:______________________________

Vendor Address:____________________________




     ____________________________

Vendor Number: ____________________________

 (*Vendor name and address as listed in SAM II)
Amount:__________
DESCRIPTION OF SERVICE:

________________________________________________

________________________________________________

DATE(S) OF SERVICE: ____________________________

Vendor Signature: __________________________

*********************************************************************

FOR OFFICE USE ONLY
DSS Employee Signature:__________________________
(Employee requesting payment)
Date: ____________________

Verification Signature:_____________________________

Date:_____________________
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