            ANNEX F

FAMILY VISITATION SERVICES/SAFECARE® INVOICE   
HOMESTEAD

*SHINES Service Authorization/Referral and Mileage Expense Forms must be attached to Invoice*
DFCS CASE #:  _________________   SSCM:    _____________________     VENDOR INVOICE #:  ___________

CLIENT NAME & CLIENT ID:  _______________________________
INVOICE DATE:  _________________
     

SERVICE AUTHORIZATION #: ______________________________________
Remit Checks to:

CONTRACTOR: ______________________________ 
CONTRACT NUMBER:
 ___________________________

ATTN:    _______________________________
    CONTRACTOR’S ACCOUNT/INVOICE #:   ___________________  
ADDRESS:  _____________________________________      CITY/STATE/ZIP:  ________________________________
Provide written notification of change in address or contact person to Insert County Name DFCS or office representative:  ___________________________________
MAIL INVOICE TO: 
The Department of Family and Children Services





_______________________________________





_______________________________________












                                  Up to Maximum of $3,000.00 per Family

	DATE (S) OF SERVICE
	CODE
	DESCRIPTION OF SERVICE & PRICE
	NUMBER UNITS INVOICED
	INVOICE  AMOUNT

	     
	571-63a
	$100 - Initial Engagement with Family (2 hours Max @ 50.00 per hour)
	     
	     

	     
	571-63b
	$30 - SafeCare® Supplies (Max is 1 per family)
	     
	     

	     
	571-63d
	$1,350 -  SafeCare® Training Sessions 

(18 Max @ 1.5 hours each session at $50 per hour = $75)
	     
	     

	     
	571-63f
	$100 - Program Completion 90 day Follow-up  (One 2 hour session at $50 per hour)
	     
	     

	     
	571-63h
	$75 - Missed Home Visits (3 Max @ $25.00 each)
	     
	     

	     
	571-63i
	 $150 - Family Team Meeting and/or Case Staffing (5Max @ $30 per hour)
	     
	     

	     
	571-63j
	$400 - Mileage for Home Visit ( $400 Max at the state approved mileage rate)
	Total # of Miles      
	     

	     
	571-63k
	$75 - Initial Referral Form – One Time Processing Fee (regardless of follow-through)
	     
	     

	     
	571-63l
	$45 - SafeCare® Training Material – (1 Max for printing purposes)
	     
	     

	     
	571-63m
	$150 - Court Hearings -Subpoena Required  (5 hours Max @ $30 per hour)
	     
	     

	     
	571-63n
	$150 - Monthly Coach Support PER CASE REVIEWONLY, as requested for monitoring 

 (5 Max @ $30 per hour = $150)
	     
	     

	     
	571-63o
	$100 - Face to Face Coach CASE REVIEW ONLY, when requested for monitoring purposes

 ( 4 Max = 2 hours each visit,  twice a year @ $25 per hour = $100)
	     
	     

	     
	571-63p
	$275 - Mileage for FTM, Case Staffing, Visitation and Court Hearings 

( $275 Max at the state approved mileage rate)
	Total # of Miles      
	     

	
	
	INVOICE TOTAL
	
	$     


I, the undersigned, certify that the services or products shown above have been provided according to the terms of the contract and that the payment amount claimed accurately reflects the contracted rate:  

Approved for Payment:
Contractor Signature:  _____________________
Date submitted to County DFCS Representative:  __________

Date Received by County DFCS:  ____________
DFCS Designee Signature:  ___________________________        

DFCS Regional/County Director Signature:  _______________________
Date:  _______________________






ANNEX F

FAMILY VISITATION SERVICES/SAFECARE® INVOICE   
PARENT AIDE    
*SHINES Service Authorization/Referral and Mileage Expense Forms must be attached to Invoice*
DFCS CASE #:  _________________   SSCM:    _____________________     VENDOR INVOICE #:  ___________

CLIENT NAME & CLIENT ID:  _______________________________
INVOICE DATE:  _________________
     

SERVICE AUTHORIZATION #: ______________________________________
Remit Checks to:

CONTRACTOR: ______________________________ 
CONTRACT NUMBER:
 ___________________________

ATTN:    _______________________________
    CONTRACTOR’S ACCOUNT/INVOICE #:   ___________________  
ADDRESS:  _____________________________________      CITY/STATE/ZIP:  ________________________________
Provide written notification of change in address or contact person to Insert County Name DFCS or office representative:  ___________________________________
MAIL INVOICE TO: 
The Department of Family and Children Services





_______________________________________





_______________________________________












                                  Up to Maximum of $3,000.00 per Family

	DATE (S) OF SERVICE
	CODE
	DESCRIPTION OF SERVICE & PRICE
	NUMBER UNITS INVOICED
	INVOICE  AMOUNT

	     
	573-63a
	$100 - Initial Engagement with Family (2 hours Max @ 50.00 per hour)
	     
	     

	     
	573-63b
	$30 - SafeCare® Supplies (Max is 1 per family)
	     
	     

	     
	573-63d
	$1,350 -  SafeCare® Training Sessions 

(18 Max @ 1.5 hours each session at $50 per hour = $75)
	     
	     

	     
	573-63f
	$100 - Program Completion 90 day Follow-up  (One 2 hour session at $50 per hour)
	     
	     

	     
	573-63h
	$75 - Missed Home Visits (3 Max @ $25.00 each)
	     
	     

	     
	573-63i
	 $150 - Family Team Meeting and/or Case Staffing (5Max @ $30 per hour)
	     
	     

	     
	573-63j
	$400 - Mileage for Home Visit ( $400 Max at the state approved mileage rate)
	Total # of Miles      
	     

	     
	573-63k
	$75 - Initial Referral Form – One Time Processing Fee (regardless of follow-through)
	     
	     

	     
	573-63l
	$45 - SafeCare® Training Material – (1 Max for printing purposes)
	     
	     

	     
	573-63m
	$150 - Court Hearings -Subpoena Required  (5 hours Max @ $30 per hour)
	     
	     

	     
	573-63n
	$150 - Monthly Coach Support PER CASE REVIEWONLY, as requested for monitoring 

 (5 Max @ $30 per hour = $150)
	     
	     

	     
	573-63o
	$100 - Face to Face Coach CASE REVIEW ONLY, when requested for monitoring purposes

 ( 4 Max = 2 hours each visit,  twice a year @ $25 per hour = $100)
	     
	     

	     
	573-63p
	$275 - Mileage for FTM, Case Staffing, Visitation and Court Hearings 

( $275 Max at the state approved mileage rate)
	Total # of Miles      
	     

	
	
	INVOICE TOTAL
	
	$     


I, the undersigned, certify that the services or products shown above have been provided according to the terms of the contract and that the payment amount claimed accurately reflects the contracted rate:  

Approved for Payment:
Contractor Signature:  _____________________
Date submitted to County DFCS Representative:  __________

Date Received by DFCS:  ____________

DFCS Designee Signature:  ___________________________        

DFCS Regional/County Director Signature:  _______________________
Date:  _____________________
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