
	Kansas Sentencing Commission

Jayhawk Tower, 700 SW Jackson Street, Suite 501

Topeka, KS 66603
	INVOICE FOR PURCHASE OF SERVICE

(Please Type or Print Legibly, DO NOT USE WHITEOUT)

(Use the TAB key to move from field to field, initial all changes)
	For KSC Use ONLY

	1. Provider:      
	2. Service Month/ Year:       
	3. Sentencing Date:      

	4. Address: 

	5. Supervising Agency:        
	6. Scheduled Treatment Start Date: 

	7. Billing address: (if different than above)      
	8. ISO Name:       
	

	9. City/State/Zip:       
	10. CSO Name:        
	11.18 months after Scheduled TX Start Date:        

	12. Offender Name:  (Last)
      
	(First)
      
	(M.I.)
   
	13. KDOC Number:
      
	14. County of SB123 Conviction:
      
	15. Court Case Number:
      

	16. Modality
	17. Service Units
	18.
$  Cost / Unit
	19.  $ Total
	Place an “X” in the days of the month that services were provided :

	
	
	
	
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31

	Assessment  *
	    
	$175
	$     
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Social Detox
	    
	$150
	$     
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Therapeutic Comm.
	    
	$150
	$     
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Intermediate Res.
	    
	$180
	$     
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Intensive Outpatient
	    
	$120
	$     
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Outpatient – Individual
	    
	$80
	$     
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Outpatient – Group
	    
	$25
	$     
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Outpatient – Family
	    
	$75
	$     
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Re-Integration 
	    
	$70
	$     
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Relapse Prev.  /Cont. Care
	    
	$25
	$     
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Follow-Up (3rd) ASI *
	1
	$100.00
	$     
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	20.   LESS Insurance Reimbursement
	$     
	                                                                  IS THIS FORM FOR REPORTING PURPOSES?    FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes

	21.  GRAND TOTAL
	  $     

	*   PAYMENT WILL NOT BE PROCESSED UNLESS THE COMPLETED, APPLICABLE SB 123 ASSESSMENT SUMMARY FORM;  COVER SHEET SASSI III, MENTAL HEALTH SCREEN;              INITIAL (1ST) ASI,   DISCHARGE (2ND) ASI, and/or FOLLOW-UP (3RD – 6 months AFTER discharge) ASI FORM(S) ARE ATTACHED TO THE INVOICE FOR THESE SERVICES.


	22. Does the offender have insurances?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes 
23. INTERVENTION ENTERED INTO TOADS?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes


	NOTES:   IF OFFENDER HAS INSURANCE HAS IT BEEN BILLED FOR THESE SERVICES?   FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes

	Signatures: I, the Supervising Officer, authorize the above services.  I, the Treatment Provider certify that these services/materials have been provided and that this invoice is correct and true.

	24. Supervising Officer:





          Date:  

         Phone #:     

	25. Provider:      






          Date:                                  Phone #:     

	26.Director and/or Designee:   




          Date:  

          Phone #:     


1 Copy to the Kansas Sentencing Commission          1 Copy to the Community Corrections Agency        1 Copy to the Treatment Provider


Revised Jan. 1, 2016

