Ministry of . . .
BriTisy | Social Development Facility/Residence Invoice -
COLUMBIA | and Poverty Reduction Monthly User Rate

The personal information requested on this form is collected and used by the Ministry of Social Development and Poverty Reduction pursuant to sections 26(c) and 32(b) of
the Freedom of Information and Protection of Privacy Act for the purpose of administrating the Employment and Assistance Act and Employment and Assistance for

Persons with Disabilities Act. If you have any questions about the collection or use of this information, please contact the Ministry of Social Development
Reduction at 1-866-866-0800.

Service Provider ID Number Invoice Number

A: Facility/Residence Type

Community Care

|:| Licensed Community Care - Residential Long Term Care Home
[ ] Registered Community Care - Assisted Living
[ ] Community Care - Family Care Home

|:| Licensed Community Care - Short Stay - Respite, Hospice, Convalescence

B: Invoice Information

1. Invoice Date (yyyy/mmm) | | | | | | |

2. Payee
ation Number Capacity
Address | | | | |
Services Were Rendered as Stated Below
se print)
Postal Code Telephone
Date Field (yyyy/mmm/dd)
Fax Number

C: Client Invoices Lines

E F G H
Number Monthly Total %eodr:ﬁ:)i?;:p::eonrt Total
of Days Rate Charged the Month (if any) Billed
Totals:
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Ministry of

BriTisy | Social Development Facility/Residence Invoice -

COLUMBIA | and Poverty Reduction

Monthly User Rate

Completion Instructions - HR0150B
Facility/Residence Invoice - Monthly User Rate

Service Provider

A: Facility/Residence Type
1. Indicate the type of facility/residence by checking the appropriate box

B: Invoice Information
1. Enter the 'Year' first then the 'Month' to which the invoice applies
2. Enter the Payee name
3. Enter the Service Provider name in which care is provided if differen
4. Enter the license or registration number of the facility/residence and be
Residence Type indicated in Section A. If not registered or lice
5. Service provider signing officer must certify the information
information

C: Client Invoice Lines
Enter Social Insurance Number (SIN) or Per
Enter the first and last for each client bein
Enter the birth date of each client
Enter the number of days that the clie
Enter the monthly rate
Calculate the total charged ba:

ITOMmMOO >

Enter the total dollar amo
enter the answer in (H)

Note: do not bala

0X, enter the applicable figure.

Total separately,

N) of each client
e used for more than one client)

Enter the total dollar amoun i ontributed on behalf of the client
wn in (G) from the amount shown in (F), and
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