The Commorwealth of Massachusetts
BExecutive Office of Health and Human Services

Massachusetts Commission for the Deaf and Hard of Hearing

Staff Interpreter Billing Form

600 Washington Street
Boston, Massachusetts 02111
Tel. (617) 740-1600

TTY (617) 740-1700

VP (617) 326-7546

Fax (617) 740-1830
http://www.mass.gov/mcdhh

Staff Interpreter’s Name: Consumer’s Name:
Billing Address: Appointment Address/Department:
Job ID # Reference Number Service Date Start Time End Time
Quantity Item Description Unit Price Total
Hour(s) ; ; ;
(2 hrs minimur) Sign Language Interpretation Service
Mileage Odometer reading: to
. *
Travel Time
Other Fee [_]Parking [] Tolls [_]Public Transportation
*Travel time formula — (total miles + 50 = X Y% of hourly rate = travel reimbursement) Total
Note: Must travel a minimum of 20 miles each ways to be eligible for travel reimbursement ota

An invoice payable to MCDHH will be issued shortly

| certify that the above information is true and correct. Information will be kept strictly confidential.

Staff Interpreter Signature:

Consumer’s Signature (verification of service rendered):

X
For MCDHH Use Only
Date of Cancellation: Time of Cancellation: By:
[ ]Job was cancelled
A O I O O O O B e
T | | [ || | [ ]
Fund Sub-Fund Revenue Department Unit Description:
0300 2697 3500 MCD 0001
Prepared By: Date:
Entered By: Date:
Submitted/Approved By: Date:
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