    SSA/RSP-14-002-S   Attachment A-1

RESPITE CARE INVOICE
Grantee’s Name:

     
Address:


     
Federal Tax I.D. #:
     



Purchase Order #:
     
Month of Service/Year:
     
Telephone #:

     




Fax #:
     
Bill To:
Kathleen Ward, Program Specialist 
DHR/SSA Office of Adult Services
311 W. Saratoga Street, Room 597
Baltimore, MD  21201
Telephone #:  (410) 767-7422



Fax #: (410) 333-0127  
	Monthly Expense
	Approved Budget
	Available Balance
	Year-to-Date
Expenditure

	REGION + Disability Type
	Unit Price Per Hour Of Care
	# Of Hours
	Amount Due

	
	
	

	Central – D
	$     
	     
	$     
	$     
	$     
	$     

	Eastern Shore – D
	$     
	     
	$     
	$     
	$     
	$     

	AA County – D
	$     
	     
	$     
	$     
	$     
	$     

	Baltimore City – D
	$     
	     
	$     
	$     
	$     
	$     

	Southern County – D
	$     
	     
	$     
	$     
	$     
	$     

	
	
	
	
	
	
	

	Central – F
	$
	
	$     
	$     
	$     
	$     

	Eastern Shore – F
	$
	
	$     
	$     
	$     
	$     

	TOTAL
	
	$     
	$     
	$     
	$     


Name and Title (must sign in blue ink)





Date
	FOR ADULT SERVICES USE ONLY

	Approved By:  ___________________________________________________   Date:  _______________________
                                                          DHR State Project Manager


