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1733 SHEEPSHEAD BAY ROAD S.16 BROOKLYN, NY 11235     
EI PROVIDER INVOICE
EXTENDED SERVICES – SI/ABA

Billing Period From: _______/_______/_______ To: _______/_______/_______
[bookmark: _GoBack]                                                                                                          MONTH                  DAY                        YEAR                                MONTH                  DAY                    YEAR                           

Provider’s Name/Discipline: _________________________________________________________
Address: _________________________________________________________________________ _________________________________________________________________________________
W-4__________      1099_________    Corporation Name ______________________________
	Child’s Name
	Total Number of Hours
	Rate

	Total $

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	


                                                        Total Hours _________ X Hourly Rate ____ = Total $_______________ 
Attestation Statement
I certify that all information contained in daily session notes and monthly invoices is accurate and all services were provided as authorized in the IFSP. 
Provider’s Signature: _______________________________________________Date ____________________________
CEO’s Signature: __________________________________________________ Date ____________________________

For Office Use Only :          
Check No : ________________ Date Paid :___________
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