W Nebraska Department of Health and Human Services
BILLING DOCUMENT

Lifespan Respite Subsidy Program

Good Life. Great Mission.

DEPT. OF HEALTH AND HUMAN SERVICES

Office Use Only CFS-22-A D #:

Client Name:

Joey Qoc

Phone #:
308" 345~ 4990

Client ID:

e vies

Name of Authorized Representative (Primary Family Caregiver):

Jane Doe

Client Email Address:
Joedoe 430 nomail LoV

Client Mailing Address: [0 Check if the address has changed since last payment City: State: Zip:
PO _RoY oo0 Mooy MNE 6o/
Provider: (person, business or organization providing respite care) Provider Email Address: Phone #:
Betty B there betty will bettere @N0maiicon QOO OO
Provider Mailing Address: [0 Check if the address has changed since last payment City: State: Zip:
(234 MY Strec+ Mo mor MVE 6900l

Payee: (Name of person to be paid)

Betty B There

Payee ID#: (# listed on check stub or EFT notice)

If NEW payee, a Social Security # or
a Federal Tax ID# is required: (| 37 4 e, \

[ Provider

Person to be paid is the: (check one)

[] Parent

[] Legal Guardian

000~ 0O~ 0000
|:|Authorized Representative CJciient

INSTRUCTIONS: Submit one Billing Document per month for each provider.

Billing document must be submitted for any given month within 60 days of the date when the service is
provided or the service will not be paid. All fields must be complete or will be returned and payment delayed.

LnouoNIER | |, DN ] UTerimerettowsster [ Anomtdwge [ Toutmon
Dan 2023 \* 27 (0" ng Xid
Qo 2023 2 2 (O°o/hﬂ 25 %
Do L7923 3" 1.5 [ R 28%
Tan 2023 - 2-5 0°/nr__| 25
San 2023 | (57 25 o [hR | 25%
[]check if Exceptional Circumstances Funding included. TOTAL BILLED: |4 (95 . 6O

DCheck if adding more dates on separate sheet.

*I hereby certify by signing below that the above hours/dates are correct. | understand fraudulent claims may result in prosecution.

Provider Signature:

E There

Provider is a relative:

[Clves X No

Date: (on/before client/authorized representative signature)

—jﬂf\ gol w;ZB NS

Authorized Representative Signature:

T e [ 2re—

Date: (on/after last date of éervice)

20, o273

ate,

Jan

Billing document mustbe signed on or after the last date of service by both the provider and authorized representative.
The billing document will be returned if the provider signs and dates after the client/authorized representative.

Submit completed and signed billing
document to: DHHS.CFS22@nebraska.goyv

{Recommended for faster payment)

OR

DEPARTMENT OF HEALTH & HUMAN SERVICES
Lifespan Respite Subsidy Program
P.O. Box 98933
Lincoln, NE 68509-8933

CFS-22-A Rev. 12/2021




