NC Division of Mental Health, Developmental

WESTERN HIGHLANDS Disabilities and Substance Abuse Services
Provider Name & Address Client ID: Client Name:
Billing Period Billing Date Invoice Number Service Provided
Authorization Number —|laje|s|v|ols|ola 2D (82T |22 82 2I8/3/8/8/J8/8/I8%/2[2+ Fee
Signature Date **¥*TOTAL***

KEY: X=Client Present
TL=Ther. Leave

Form No. WH 3 RES SVC INV 010104 Residential Services Invoice



