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Reimbursement Representative                                                            Date 
	
	Name of Service Recipient 
	Social Security Number 
	Admission Date
	Discharge Date
	Length of Stay (# of days) 
	Amount Billed 
	Amount Approved for Payment by TDMHSAS (For TDMHSAS use only) 
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INPATIENT JUVENILE SERVICES INVOICE

Facility________________________							____________       ______________
Month			Year
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