	STATEMENT OF EXPENDITURES
	ORIGINAL MDHHS RECEIPT DATE
(For MDHHS Use Only)
	
	1. Contract Number

	Michigan Department of
Health and Human Services (MDHHS)
· See instructions on page 3.
· See non-discrimination statement on page 3.
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	SECTION I – Complete for all Submittals
	
	
	

	2. Name of Contractor
	Email
	Phone

	[bookmark: Text1]     
	[bookmark: Text23]     
	[bookmark: Text24]     

	5. Period Covered by Statement
	6. BFY
	3. DOBJ
	4. County

	FROM:
	     
	THRU:
	     
	  
	    
	     

	7. Vendor/Customer Number
	8. Address Code
	9. Contract Administrator Signature
	9a. Approval Date

	[bookmark: Text30]     
	[bookmark: Text28]     
	
	[bookmark: Text29]     

	SECTION II – Bill Type
	10. Authorized MDHHS Approval Signature(s) (PAL)
	10a. Approval Date

	|_|  ORIGINAL

[bookmark: Check5]|_|  ESTIMATED
	|_|  REVISED


	|_|  FINAL


	
	     

	
	
	
	10b. Authorized MDHHS Approval Signature(s) (PAL) PRINTED

	
	
	
	

	SECTION III – Units Rendered to Provide Service to Eligible Clients

	TYPE OF SERVICE

(1)
	Contract Rate
Per Unit
(2)
	Units Provided
This Period
(3)
	Payment Amount
This Period
(4)
	Cumulative
Units to Date
(5)
	Cumulative
Amount to Date
(6)

	[bookmark: Text31][bookmark: Text32]Unit      	ACTPL      
	
	
	
	
	

	Clinical Units
	$63
	0.00
	0.00
	0.00
	0.00

	Group Units
	$120
	0.00
	0.00
	0.00
	0.00

	Ancillary Services–per hour
	$31.50
	0.00
	0.00
	0.00
	0.00

	Mileage (off-site only)
	[bookmark: Text33]     
	0.00
	0.00
	0.00
	0.00

	Insurance Reimb Reduction
	     
	0.00
	0.00
	0.00
	0.00

	
	
	
	
	
	

	Unit      	ACTPL      
	
	
	
	
	

	Clinical Units
	$63
	0.00
	0.00
	0.00
	0.00

	Group Units
	$120
	0.00
	0.00
	0.00
	0.00

	Ancillary Services–per hour
	$31.50
	0.00
	0.00
	0.00
	0.00

	Mileage (off-site only)
	     
	0.00
	0.00
	0.00
	0.00

	Insurance Reimb Reduction
	     
	0.00
	0.00
	0.00
	0.00

	
	
	
	
	
	

	Unit      	ACTPL      
	
	
	
	
	

	Clinical Units
	$63
	0.00
	0.00
	0.00
	0.00

	Group Units
	$120
	0.00
	0.00
	0.00
	0.00

	Ancillary Services–per hour
	$31.50
	0.00
	0.00
	0.00
	0.00

	Mileage (off-site only)
	     
	0.00
	0.00
	0.00
	0.00

	Insurance Reimb Reduction
	     
	0.00
	0.00
	0.00
	0.00

	
	
	
	
	
	

	Unit      	ACTPL      
	
	
	
	
	

	Clinical Units
	$63
	0.00
	0.00
	0.00
	0.00

	Group Units
	$120
	0.00
	0.00
	0.00
	0.00

	Ancillary Services–per hour
	$31.50
	0.00
	0.00
	0.00
	0.00

	Mileage (Outreach only)
	     
	0.00
	0.00
	0.00
	0.00

	Insurance Reimb Reduction
	     
	0.00
	0.00
	0.00
	0.00

	
	
	
	
	
	

	GRAND TOTAL FOR BILLING
	
	0.00
	0.00
	0.00
	0.00

	I hereby certify that the expenditures as stated in Section III represent actual units of service provided as stated in Section IV.

	Contractor Signature	
	Date

	
	
	[bookmark: Text18]     

	SECTION IV – Supporting Documentation of Services Provided

	Period Covered:
	From:
	     
	Thru:
	     
	

	
	
	
	
	
	

	Client Name
	Client Case Number
	Type of Service
	# of Units Provided
This Period
	Date(s) of Service
	Verified by
(MDHHS Staff signature)
	Date Verified

	(1)
	(2)
	(3)
	(4)
	(5)
	(6)
	(7)

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	     
	     
	     
	0.00
	     
	
	     

	
	
	Total
	0.00
	This total should agree to total number of units provided this period in Section III on page 1

	





	INSTRUCTIONS

Please Type or Print.

SECTION I

	1.
	Contract Number – fill in the complete contract number, including the letter prefix as it appears in the upper right hand corner of the contract.

	2.
	Contractor Info - fill in the contractor name exactly the way it is listed on the front page of your contract. Fill in the contact email and phone number.

	3.
	DOBJ. – fill in the four digit Department Object code appropriate for the expenditure.

	4.
	County – county name.

	5.
	Period Covered by Statement – fill in the beginning and ending date of the service period covered by this statement.

	6.
	BFY – fill in the four digit Budgeted Fiscal Year that funds are to be expended from.

	7.
	Vendor/Customer Number – fill in the SIGMA assigned Vendor/Customer Number.

	8.
	Address Code – fill in the address code which corresponds to the payment address. To change a payment mailing address, send a request via email to the MDHHS Accounting Contract Payment unit at MDHHS-CPU@michigan.gov.

	9.
	Contract Administrator – to be completed by the Department.

	9A.
	Approval Date – to be completed by the Department.

	10.
	Authorized MDHHS Approval Signature(s) (PAL) – to be completed by the Department.

	10A.
	Approval Date – to be completed by the Department.

	10B.
	Authorized MDHHS Approval Signature (PAL) PRINTED – to be completed by the Department.

	

	SECTION II

	1.
	Original, Revised, Final, Estimated – check the appropriate box.

	

	SECTION III – Unit Rate Section

	(Col. 1)
	Type of Service, ACTPL and Unit – fill in the appropriate Accounting Template (ACTPL) and Organizational Unit coding. The Types of Service have been preprinted on form as stated in the contract under Section 2, CONTRACTOR RESPONSIBILITIES, 2.5, Services to be Delivered.

	(Col. 2)
	Contract Rate Per Unit – rate is prefilled per service as stated in the contract under Section 3, MDHHS Responsibilities, 3.1 Payment.

	(Col. 3)
	Units Provided this Period – complete the number of units for each service per PCA used in this billing period. Approved Ancillary Services should be completed based on an hourly rate.

	(Col. 4)
	Payment Amount this Period – complete the dollar amount of the units. This is the product of the contract rate per unit times the units provided per service per PCA per service period. Ancillary Services amount should be entered.

	(Col. 5)
	Cumulative Units to Date – fill in the total number of units used from the effective date of this contract to date.

	(Col. 6)
	Cumulative Amount to Date – fill in the amount spent from the effective date of the contract to date.

	GRAND TOTAL FOR BILLING – calculates automatically and totals each column.

	CONTRACTOR SIGNATURE – signature of contractor’s representative administratively responsible for the contract and billing.

	

	SECTION IV – Supporting Documentation Section

	(Col. 1)
	Client Name – fill in the name of the client served.

	(Col. 2)
	Client Case Number – fill in the client case number.

	(Col. 3)
	Type of Service – fill in a service title.

	(Col. 4)
	# of Units Provided This Period – fill in the number of units provided to this client for this billing period.

	(Col. 5)
	Date(s) of Service – fill in the date(s) the service was provided to this client for this billing period.

	(Col. 6)
	Verified by – signature of MDHHS staff verifying services provided.

	(Col. 7)
	Date Verified – fill in the date MDHHS staff verified services were provided.






	Send Original billing to County Contract Administrator (CA) for approval. CA will then forward bill to Bureau of Accounting, Contract Payment Unit, Suite 1006, Grand Tower Building, Lansing for processing.
Copy to Contractor; copy maintained by Contract Administrator.

	

	The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability. 
	AUTHORITY: P.A. 280 1939.
COMPLETION:  Mandatory.
PENALTY: No payment processed.
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