












































































PROVIDER NUMBER:

BILL TO:

CLIENT NAME ***MH ID# (OR) ADMISSION DATE OF BEDHOLD # OF BED # OF DAYS STAY

LAST NAME, FIRST INITIAL (DOB) DATE DISCHARGE DATE FR: DATE TO: HOLD DAYS THIS MONTH

Number of Res. days Rate 0

$0.00

Under the penalty of perjury under the laws of the State of California, I hereby certify that the above claim for services complies with all terms and conditions referenced in the Agreement 
with San Mateo County

Print Name/ Signed Date

BEHAVIORAL HEALTH AND RECOVERY SERVICES

NOTE: PLEASE REMENBER THAT THE CLIENT MUST BE PRESENT FOR THE NIGHT IN ORDER TO BILL FOR THAT DAY, ALL HOLDS OVER 7 DAYS MUST BE APPROVED BY RESOURCE 
MANAGEMENT

*******PLEASE ENTER MENTAL HEALTH ID# OR IF NOT KNOWN, DATE OF BIRTH

Total Amount Due Number of Resident Days

SERVICE MONTH/ YEAR:

SUPPLEMENTAL BOARD AND CARE MONTHLY BILLING 
STATEMENT

Contract Agency Name:

[ADDRESS]


