


INVOICE SAMPLE Agency 
[Your Company Slogan] 

 

123 Billing Address Street 

Your City, CT 06000 

Phone [(509) 555-0190]  Fax [(509) 555-0191] 

DCF Provider Identification Number:   

INVOICE #[100] 

DATE: NOVEMBER 5, 2007 

 

TO: 

DCF Social Worker Name 

DCF Local Area Office 

[Street Address] 

[City, ST  ZIP Code] 

[Phone] 

FOR: 

Client name and other identifying information 

 

 

 

DESCRIPTION 
SERVICE 

DATES 
HOURS RATE AMOUNT 

 

 

Service Type;  Employee Name  

 

 

 

 

 

 

 

   

 

 

 

    

    

    

    

    

 

 

 

 

Reimbursements (must be pre-approved by DCF AO) 

Please itemize the item(s) to be reimbursed 

    

     

    

 TOTAL  

Make all checks payable to [Your Company Name] 

 

Thank you for your business! 

 

 


