Monthly Invoicing




Invoices are to be received before the 10t of each
month. For example, October’s invoices are to be
received by November 10t™. Tardiness may be noted
on Audit reports and may also delay payment
processing.

Make sure all forms are complete before submittal.

Missing documents, signatures, and initials may
cause services to be deducted and/or payment to be

delayed.



Part A—with a “wet” signature

Part B

Monthly Treatment Report

Daily Log(s) for each client receiving services
Copies of any reports/polygraphs claimed on Part B

Receipts for any medication, transportation, emergency
funds, and/or postage for sweat patches being claimed.

Incomplete forms and/or missing documents may cause
services to be deducted and/or payment to be delayed.



Part A

The Judicial District

O

Page 1 of 3

ADMINISTRATIVE OFFICE OF THE UNITED STATES COURTS
TREATMENT SERVICES INVOICE

(PART A)

will always be
NDCA. Please list
your company’s
name and the remit
address for
payment. List your
billing contact’s
telephone in case
there are questions
regarding your

Judicial District
Vendor

Address:

b. Telephone:

NDCA

Treatment Inc.

123 Mail Payment Here Rd
San Francisco, CA 94102

415-436-7540

Please make sure

3.B.P.A# 0971-2016-XXXX
4. Service October 2015
Delivery:

5. Total #

Individuals

Served: 5

to list your BPA
number. List
only one month
per invoice. List
the number of
clients billed for
on Part B.

invoice.

Vendors Certification: | certify that all expenditures and requests for reimbursement in this
voucher are accurate and comect to the best of my knowledge and include only charges for
services actually rendered to clients under the terms of the agreement and for which no other

compensation has been received from either the client or the United States District Court.

It is necessary only toj

list the total amount |

for “Actual Cost” |

Part B since the unit

services on Part A & L{
|

price will vary.

| Co-payments are always deducted

°0.S. Probation is not allowed to pay

nvoices received without a
‘wet signature” cannot be
rocessed for payment.

from the total amount. '

.any amount OVER what is listed on

«the invoice received; so please check

(Check your BPA to

determine which

,:-vour calculations. If you under-bill

..' Probation cannot pay you the correct

|
|
services fall under |
|

. °*amount unless you submit a revised

this categor

Authorized Administrator == =
6. PROJECT CODE 7. QUANTITY 8. UNIT PRICE| 9. TOTAL PRICE
1010 2 $20.00 $40.00
1012 3 $20.00 $60.00 L — _——
= 1201 $25.00
1202 $1.25
CPAY ($50.00)
- 1501 $2.50
1504 1 $15.00 $15.00
2010 B $45.00 $180.00
P
Total: ( $273.75

sinvoice or sugplemental bill. .




A
Part B: Correct g

« RESIDENTIAL EXAMPLE

Page 2 of 2
ADMINISTRATIVE OFFICE OF THE UNITED STATES COURTS
TREATMENT SERVICES INVOICE

Client’s Pacts # is listed here (you can find this number on
the client’s Program Plan). Please do not list Social

Security numbers (for security reasons) nor your internal (PART B)
client numbers since this may result in billing
delays/revisions/deductions. \ 5.
2.CLIENT 3. DATES OF 4. SERVICE |QUANTI| 6.UNIT
1.CLIENT NAME [ (iueen SERVICE RENDERED | TY | PRICE | '-COST
(UNITS)
T. Cat 12345 10/1-2/2015 2002 2 $100.00 | $200.00
10/5-31/2015 2002 27 $100.00 | $2,700.00
'
H. Hedgehog 23456 10/1-10/31/2015 \ 6002 305 $250.00 $7,625.00
As residential clients are seen for multiple days in a row, service / A

dates may be grouped together.

: Please make sure you list the service code provided on the client’s program :
1 plan. Services billed under the wrong code will be deducted and you will be 1
| asked to submit supplemental billing. :




Part

B: Check It twice

1.CLIENT NAME

2.CLIENT
NUMBER

3. DATES OF
SERVICE

4. SERVICE
RENDERED

5.
QUANTI
TY
(UNITS)

6. UNIT
PRICE

7. COST

T. Cat

12345

10/1-2/2015

2002

2

$100.00

$200.00

10/5-31/2015

2002

27

$100.00

$2.700.00

10/31/2015

1501

q

10/1-31/2015

$7.625.00

10/31/2015




PROGRAM PLAN: PROB 45

Residential Examples

P L e Probation clients are always “Post Conviction”. Please
e S T o TIHTTIEET USER do not include services for Pretrial clients on Probation
Prob. Form 45 b||||ng is found here \ Today's Date: Prob. Form 45 invoices--they will be deducted. Today's Date|
Client Identifying Information )‘\ ' =1 Client Identifying Information /
client: C AT, TOM pactsi: (12345, Client: HEwsHmo Henvpry  pacTse: 23456 :
Address: ¢, 5 Llﬂﬂfu'{ﬁ Lane zretriztl.ll::s T CoNVIETION Address: 7 3‘6 Wmds Iife z:::::{:
A Ll D v, anv: H —~— 3 .
Client Phone: 555 -555 =555 Officer: be%g,zj p,,?qo,f'o Client Phone: & $5-555 - 5555
DOB: : Officer Phone: DOB: :
1a/a1/2002 HIG-426-F540 ot joi/2010

ent’s program plan

C ontact the person listed here should you have question

Provider Information Provider informatio
provider:  Treatment USA ProcurementNo: O9FH -201(p-3-RD Provider: ngmn’r VS Procurement No: <H2RD
Provider Location: TUSA Effective Date: 09 /30/2015 Provider Location: TugA Effective Date: ID/OF/ZCNF
Attn: John Dee Termination Date: Attn: dohn Dee Termination Date:
Location Address: | ;.4 Location Address: | 24 [0/50/20! L
ERE - >} )y ] 7. - "

Phone: 555 . 1. see Phone: &g 525 1t doesn’t matter how many units are listed on the
Fat oo e Fax: — :

§55-5¢]-555G 5'sy -57¢)| program plan if the start & end dates are less than the

number of units listed you will have problems claiming

Authorized Services ::?:::;T:::m any extradays/services.
Your agency Is authorized to provide the following services beginning on the plhin effective date indicated above. Any services provided outside of those listeq below and/or outside the Effective and

indicated above. Any services provided outside of those listed below and/or outside the Effective and

Termination Dates of the Plan will not be authorized for payment. Termination Dates of the Plan will not be authorized for paymeht.

Servicas Ordered Services Ordered
Project Code  Description Of Services Phase Frequency (Units} Interval Copay Amount Project Code  Description Of Services Phase Frequsvcy (Units) Interval :::;a:n.::;wum
{per uni
2002 Lay “Tern pﬂSd@Gfﬂ[ 3y mOrn-h‘ &{5'00 QOO M‘TE)ZM pﬁ&tuwﬁkb Mo ’Y
Trectptent \! (0 -Oecof@ It DISNEDERS

@: Admn shrhve Fee If is listed 7 Please make sure the code listed on a client’s program plan matches services
2 7Y (S5 GE58) @l & [Tl el being billed on your invoice—if they do not match services may be deducted.

plan 1501 should also be listed

Instructions to Provider Regarding Client Needs and Goals of Treatment

Instructions to Provider Regarding Client Needs and Goals of Treatment

= AN
e e D )
I' f// /I W L L‘\(;_(/VU oﬁé%/ yﬁé/ Refef: o— Client:

Officer— Referral Agent: Client:



Invoice Submittal:
Services by “Project Code”

ADMINISTRATIVE OFFICE OF THE UNITED STATES COURTS
TREATMENT SERVICES INVOICE

ADMINISTRATIVE OFFICE OF THE UNITED STATES COURTS

TREATMENT SERVICES INVOICE

(PART A)

Judicial District NDCA 3.BP.AZ 0971-2016-XXXX
Vendor Treatment Inc. 4. Service October 2015

Delivery:
a. Address: 123 Mail Payment Here Rd.

San Francisco, CA 94102 5. Total £

Individuals
b. Telephone: 415-436-7540 Served: 5
Vendors Certification: | certify that all expend and requests for remb inthis

voucher are accurate and comect to the best of my knowledge and include only charges for
services actually rendered to clients under the terms of the agreement and for which no other
compensation has been receved from either the chent or the United States District Court.

Redboios b

6. PROJECT CODE 7. QUANTITY 8. UNIT PRICE[9. TOTAL PRICE]
6001
6002
CPAY - -
1501 D N
Residential
1 \\» ||

+

Total:

0.00]

(PART A)
Judicial District NDCA 3.B.P.AZE 0971-2016-XXXX
Vendor Treatment Inc. 4. Service October 2015
Delivery:
a. Address: 123 Mail Payment Here Rd.
San Francisco, CA 94102 5. Total #
Individuals
b. Telephone: 415-436-7540 Served: 5
Vendors Certfication: | certify that all di and for remb in this

wvoucher are accurate and comect to the best of my knowledge and include only charges for
services actually rendered to chients under the terms of the agreement and for which no other
compensation has been received from either the chent or the United States District Court.

—
6. PROJECT CODE| __ 7.QUANTITY __|8. UNIT PRICE9. TOTAL PRICE
2001
2002 -
CPAY | )
1501 | =
I\

fial

Total:

0.00|




Part B: Correct _

» SA/DAC EXAMPLE

Page 2 of 2
ADMINISTRATIVE OFFICE OF THE UNITED STATES COURTS Remember tggt unitssforfcoulr)selihg
sessions are 30 min. So if a client is
TREATMENT SERVICES INVOICE seen for a full hour 2 units should be
charged. If a client arrives late or is
(PART B) only seen for 30 min you may only bill
for one unit:”
5.
2.CLIENT 3. DATES OF 4. SERVICE |QUANTI| 6.UNIT |[.-
1L.CLIENT NAWE NUMBER SERVICE RENDERED TY PRICE},«"”
(UNITS) )
H. Hedgehog 23456 10/2/2015 1012 1 $2000 | $20.00
10/4/2015 2020 3 $35’.00 $105.00
10/4/2015 1202 o / $25.00
10/4/2015 1201 ,_b $1.25
10/6/2015 2010 /2 \/ $40.00 $80.00 S
10/15/2015 2010 \1% $40.00 [  $40.00 co- '
10/20/2015 1010 T $20.00 $20.00 payments
Check your BPA, if the unit for the serviceis _10/21/2015 2020 3 $35.00| $105.00 / are always
a Report—you may not bill by the hour for 10/21/2015 CPAY ($15.00) deducted
this service; you bill only for the report and 10/21/2015 1501 $0.75
you include a copy of the report with the 10730720151 2011 w $550.00 $550.00
R _ 10/31/2015 1010|NO TEST

Urinalysis sometimes cannot be performed on a specimen for a variety of reasons—instances such as these are classified as “No Test” and will
not be paid by Probation. Probation along with your UA contact will be notified of No Tests. “No Test” 1010 services will be deducted if charged.




Part B: Check 1t twice

Testing is usually only done once a day, so if more than one unit is

o SA/ DAC EXAM P L E charged supporting documentation will be checked to verify the

number charged is correct.

/
-
1L.CLIENT NAME | SGUEEY | 3 DFFes OF | L omenee | AT/ B T | 7.cOST|  Please check your BPA and enter
(U)H{g the correct unit price for each
ice. Listi i t pri
H.Hedgehog 23456 107212015 1012] \3) | 52000 $60.00 fneg,'ﬁssul'tsi:lnge%lgicoorgzcr ;;Lce
10/4/2015 2020] 3 $25.00 $75.400 :
— . may be asked to submit
Transportation, 101412015 ( 1202 §25.00 .
L B = supplemental billing for the
Medication, Co-pays, 10/6/2015 2 $40.00 $80.00 hi
_— amount under-billed.
and Emergency Funds all 10/15/2015 20100 1 $40.00 $40.00
| have fees associated with 10/20/2015 1010 1 $20.00 $20.00
[ them. If you forget to 10/21/2015 2020 3 $35.00| $105.00
claim these fees on an 10/21/2015 CPAY $15.00 i<— Probation will deduct any co-
[ invoice you may not be 10/21/2015 1501 $0.75 | payments not deducted from the
[ notified of your error. 10/30/2011 (3) $550.00 | $1.650.00 total or mistakenly added to the
10/22/2015 6010\ Z’x| $60.00 | $120.00 total amount of an invoice.
_____ ___10/17/2015__ \ 4010 $381.25
QU AT CEO Y \ Services which list their unit price by Report

system, mental health services
may not be charged on the same
invoice as SA/DAC services. Any
MH services listed on a DAC
invoice will be deducted and you
will be asked to submit
supplemental MH invoices for
these services.

should be charged by the Report and not by
units of time. Check your BPA for unit types.
Extra units will be deducted.




Program Plan: PROB 45
DAC/MH Example

Client’'s PACTS number can be found here please use ...

this number on invoices
Prob. Form 45 Today's Date:

Client Identifying Information

Client: HEDGL Hok, Hﬂ\nzy PACfST;p 3450
Address: ’ Pretrial/Post
2326 Weed s Lang PosT ConVicTioN e : G
, § oed Lok? o Comiction: Client’s Probation Officer is listed here
Officer ME.R P Client Phone: SSEC PSS
Officer 3 L4 DOB: : %
415 4% - F540 Gifer) 2010 —— e —

PO LT ‘ This is the date services should start. If you provide services before this date you
Provider: TREATMERST US A procurement No: 097 - 2ol 40P  may not be paid for those services. Also, if a Termination Date is listed and

Provider Location: - MgasDociNe Effective Date:  (J0/0 3/20155 services are provided after the termination date, you may not be paid for these

Attn: Jchn SmidTh ~ Termination Date:
Location Address: [ 21} Services.
S e 50222

FF’hone: 555-525 -555 <
ax: -

>S5 -S8-65 TS Be mindful of the interval: services may be listed as Monthly, Bi-
Weekly, Weekly, or Per-Plan. If you provide more services than

Authorized Services :
Your agency is authorized to provide the following services beginning on what is asked for on the plan, you may not be paid for the extra
indicated above. Any services provided outside of those listed below and/or|outside the Effective and services
Termination Dates of the Plan will not be authorized for payment. :
Services Ordered
Project Code  Description Of Services Phase Frequency (Units) Interval Copay Amount
(per unit)
(012  Suweat Pode o Monthl

11010 Unine Collechon o Month o :

L2020 G (eunsebnc 3 Bi-tuieekly If a copay amount is listed, 1501 should also be listed on the plan.

[polo  Indwdual fow-sc‘x £ weell

Yolo Prysical Eﬁo“’*?gpd | pw_pfl,

(900 Advwingyahve Fee—

Instructions to Provider Regarding Client Needs and Goals of Treatment . : SR - #
Please sueat potch chent onw a week € potch Gulls off please UA fest cliewt. Officer will list important notes/instructions here.

—_—

ﬁﬁ’gﬂ L[

Officer: Referral Agent: Client:




A

Part B: Correct " gq

« MH EXAMPLE

Page 2 of 2
ADMINISTRATIVE OFFICE OF THE UNITED STATES COURTS
TREATMENT SERVICES INVOICE
(PART B)
5. )
2.CLIENT 3. DATES OF 4. SERVICE |QUANTI| 6.UN
1.CLIENTNAME |  NumBER SERVICE RENDERED | TY | pRice | 7-COST
(UNITS)
H. Hedgehog 23456 10/2/2015 6010 1 Y $60.00 $60.00
10/4/2015 6051 (1¥¢ | $180.00 [ $180.00
10/4/2015 crPaY] Y ($25.00)
10/4/2015 1501 $1.25
10/6/2015 6010 2 $60.00 | $120.00
10/15/2015 6040 $1,000.00
10/20/2015 6041 $50.00
10/25/2015 4020 C $200.00 |
T. Cat 12345 10/4/2015 6036| 2 $35.00 $70.00
10/10/2015 6010 2 $60.00 | $120.00
10/15/2015 50100 (1 ) $826-00-]
10/15/2015 1202 $50.00
10/15/2015 1201 $2.50

Some services are
charged per visit.
Check your BPA

For services paid at
“Actual Cost” please
list the total amount
only since the unit
price will vary and
include a receipt with
the invoice.

'

—— Some services are

charged per Report.
Check your BPA




* MH EXAMPLE

Part B: Check 1t twice

5.
2.CLIENT 3. DATES OF 4. SERVICE |QUANTI| 6.UNIT
RSN r—- NUMBER SERVICE RENDERED TY PRICE }CQST/
(UNKES)
H. Hedgehog 23456 10/2/2015 6010[ (3 $60.00 $180.00
Services are charged by month. You may not _10/4/2015 6051 \2 $180.00 | $360.00
submit invoices listing services for multiple 10/4/2015 CPAY o ($25.00)
months. Services listed outside of the month 10/6/2015 7\ 6010 2 $60.00 $120.00
listed on Part A will be deducted and you will - "10/15/2015 / 6040 $1.000.00
be asked to submit supplemental invoices for >79/2/2015 / /;_;020 £200 00
each month a service was provided. . 7 :
T. Cat 12345 10/4/2015 / / 6036 2 $35.00 $70.00
10/10/2015 / / 6010 2 $60.00 $120.00
10/15/2015 // 5010 (3 ) | $825.00 | $2,475.00
10/15/2015 // 1202 A $50.00
/a4 AN

You may not be notified if you fail to charge for fees associated with Transportation,

Medication, Emergency Funds, and/or co-pays.

Extra units will
be deducted if
supporting
documentation
does not
support the
charge and/or if
the incorrect
service units
were used.
Please check
your BPA for
unit
measurements:
30 min
increments,
Report, Visit,
Actual Cost, etc.




Invoice Submittal:
Services by : “Project Code”

ADMINISTRATIVE OFFICE OF THE UNITED STATES COURTS
TREATMENT SERVICES INVOICE

ADMINISTRATIVE OFFICE OF THE UNITED STATES COURTS
TREATMENT SERVICES INVOICE

(PART A) (PART A)
1. Judicial District NDCA 3.BP.AZ 0971-2016-XXXX 1. Judicial District NDCA 3.BPAZ 0971-2016-XXXX
2, Vendor Treafment Inc. 4, Service QOctober 2015 2 Vendor Treatment Inc. 4. Service October 2015
] Delivery: Delivery:
a. Address: 123 Mail Payment Here Rd. a. Address: 123 Mail Payment Here Rd.
San Francisco, CA 94102 5. Total # San Francisco, CA 94102 5. Total &
Individuals Individuals
e - ——— b. Telephone:  415-436-7540 Served: 5

Vendors Certification: | certify that all expenditures and requests for rembursement in this

voucher are accurate and comect to the best of my knowledge and incilude only charges for

services actually rendered to chents under the terms of the agreement and for which no other
ion has been d from either the chent or the United States District Court.

Vendors Certification: | certify that all expenditures and requests for reimbursement in this
voucher are accurate and comect to the best of my knowledge and inciude only charges for
services actually rendered to chents under the terms of the agreement and for which no other
compensation has been received from either the client or the United States District Court

6. PROJECT CODE 7. QUANTITY 8. UNIT PRICE|9. TOTAL PRICE

a . A

4010 6. PROJECT CODE 7. QUANTITY 8. UNIT PRICE[9. TOTAL PRICE]|
4020 1010
5010 1012
5011 1504
5020 2000
5030 2011 s
5000 2022
6010 2010
6020 2020
6030 e . 2030
5040 = =
| 1201 [ @

6041 |
7201 1301 e
1202 1302
1301 1401
1302 1402
1401 CPAY
1402 1501
CPAY
1501

Total: 0.00] Total: 0.00




A

Part B: Correct " gq

» SO EXAMPLE

ADMINISTRATIVE OFFICE OF THE UNITED STATES COURTS

TREATMENT SERVICES INVOICE

Page 2 of 2

If a service is charged in 30 min
increments and the client is seen for an
hour and a half, 3 units should be

charged.
(PART B) /
5. é
2.CLIENT 3. DATES OF 4. SERVICE |QUANTI| 6.U
1.CLIENT NAME NUMBER SERVICE RENDERED TY PRICE 7.COST
(UNITS)
H. Hedgehog 23456 10/2/2015 6012 1 4 $60.00 $60.00
10/4/2015 6022 3£ $3500| $105.00
10/4/2015 CPAY 2 ($100.00)
10/4/2015 1501 $5.00
10/6/2015 6012 2 $60.00 | $120.00
10/15/2015 6022 3 $3500| $105.00
10/20/2015 5012 >1 $1,200.00 | $1,200.00 | Some services are
li charged by the
T. Cat 12345 10/4/2015 6022 2 ~ $3500| $70.00 | Report/Polygraph;
10/10/2015 6012] 2 $60.00 | $120.00 g:)%‘}';gg?t’hBePA-
10/15/2015 6022 3 $3500| $105.00 R
10/17/2015 5023 >1 $500.00 | $500.00 | will be included

with the invoice.




Part B: Check 1t twice

Make sure to list the correct unit
o SO EXA M P . E / price for each service and also check
5 your totals to make sure they are
2.CLIENT | 3.DATESOF | 4.SERVICE |QUANTI| 6.UNI s

1.CLIENT NAME 7.COST pay more than the total listed on the

NUMBER SERVICE RENDERED TY | PRIC DAYl : .
(UNITS) invoice you submit. If you under-bill
H.Hedgehog 23456 10/2/2015 6012] 1 $60.00 | S6000| Yoo Wg'.”ee‘.’ o S”bm'tle'ther a|
10/4/2015 6022 3 $35.00 | $105.00 [RB t m e R b3
You may not be notified if you fail to 10742015 7 1202 $25 00 billing to claim the correct total
claim fees for any Transportation, - amount due.
Haditidodbeid dstda s 10/4/2015 CCPAY /| (5100.00)
gency ’ pays. 10/6/2015 6012] 3 | ( $40.00) <$T20.W>/
10/15/2015 6022] 3 | \820.0¢'| $60.00
10/20/2015 5012] (4 ) [$1.200.00 [$4,800.00
T Cat 12345 10/4/2015 6022] 2\ | $3500| s70.00| Servicescharged by the
10/10/2015 6012] 2 . $60.00| s12000 | Report/Polygraphcompleted may
10/17/2015 1202] A $25.00 | WesCOTIECEAMOUNTOEER 5 :
10/17/2015 1201 \ $1.25 Reports/Polygraphs will be paid for
N as long as copies are provided with

the invoice submitted.




Invoice Submittal:
Services by “Project Code”

7013 and 7023 services should
never be charged to U.S.

be charged to Pretrial Services.

ADMINISTRATIVE OFFICE OF THE UNITED STATES COURTS
TREATMENT SERVICES INVOICE

BOC: 2526
(PART A)
1. Judicial District NDCA 3.B.P.AZ 0971-2016-XXXX
2. Vendor Treatment Inc. 4. Service October 2015
Delivery:
a. Address: 123 Mail Payment Here Rd.
San Francisco, CA 94102 5. Total #
Individuals
b. Telephone: 415-436-7540 Served: S

Probation—these services are for
Pretrial clients only & should only

Vendors Certfication: | certify that all expenditures and requests for rembursement in this
voucher are accurate and commect to the best of my knowledge and inciude only charges for
services actually rendered to chents under the terms of the agreement and for which no other
compensation has been receved from either the chent or the United States District Court.

Authorized Administrator

6. PROJECT CODE 7. QUANTITY 8. UNIT PRICE|9. TOTAL PRICE

5012

6012

6022

5032 ]

6090
6091
5021

5022

Total: 0.00




Monthly Treatment Report: PROB 46

PROB 46
(Rev. 06/10) Thus form must be completed and submitted with

MONTHLY TREATMENT REPORT each monthly billing Additional sheets may be used.

—
1. PROGRAM NAME:
Treatment USA

l1a. PROVIDER NAME
Dr. No

1052015

2. DATE OF CURRENT TX PLAN (ATTACH REVISIONS):

3. CLIENT NAME: 3a. PACTSNO. 4. FOR PERIOD COVERING: -
Hedgehog, Henry 23456 October 2015
5. PHASENO 5a. TIME IN PHASE: 6. PRETRIAL CLIENT: 7. CLIENT EMPLOYED
1 30 days OYes #No OYes ONo Smdent O Other
8. CONTACTS SINCE LAST REPORT
e. Copay
N k Ni 4 s (N 5, 5. I . ssed)
a. Date b. Service (Name & No.) c. Length of Contact d. Comments (No Shows, Tardiness, Issues Addressed) :(oaﬂ?\‘%'
10/04/2015 2011 60 min Intake
2010 build rapport. go over tx plan
2020
2010 work on goal # s to get there
2020 thought records
2010 Client 20 min late. issues w roommate
9., URINE TESTING RECORD
DATE Scheduled | Sample Not Tested Drug Use Adminted | COLLECTED | SPECIAL TESTS TEST RESULTS Copay
COLLECTED BY REQUESTED (Posmive Nezanve) Spouny,
Te_s No |Insuf Qty. Et_a'_l No Ym&lf\' dm_s) v
06/2 v v J.R negative v
= v v v TP
1072272015 i v J.R sweat patch negative
10. COMMENTS REGARDING CLIENT'S TREATMENT PROGRESS
a. Describe the treatment goals addressed this month @Met ] Not Met):
Build rapport with client. Worked on treatment plan with client and came up with 3 goals with the client. Currently working on steps to

reacn goais

b. Describe any steps taken by the client this month toward these zoals !ﬁ Positive O Negative):

Client outlined steps to reach Goal #1 and has started step 1

¢. Descnibe any obstacles or setbacks the chent encountered this month:

Client had conflict with a roommate and we have been working on conflict resolution and listening technigues

d. Descnibe one unique way the PO/PSO can assist/support the chient in treatment over the next month:

Client is unsure what he needs to disclose to those ground him and PO can go over these reguirements with the client

e If continued

15 TeX

ded &xu::d:eplanfnrne:nmomh@l?mommdpd [ Not Recommended):

Will work with client on steps for goals #2 & #3 and progress on steps for goal #1

f. Discuss your observations of the chent’s behavior and commutment to treatment (_E Positive _E_ Negatve):

Client is E"Tq(:%‘: n sessions and contnbutes to group sessions

e ————

~

?Cmb:

plegse see p 2 for more information 7.

b Overall Progress: £ Acceptable U Unacceptable

L

Please do not use another !
form or even modify this
form. If you need to add
more information you
may attach a 2" page.

P.2

| am attaching a second page because | want
to add more information to this client’s
program plan

10/4/2015: jfksajflkdjsljfsljdks
ajfsfjslasjfkdsjfkldsjfk

Sjlfjdslajfskdlsjf

10/12/2015: Sjlfjdskfjsljfsdla
Alsfjdkslajfksljfsljfdkslajfs
Jslfjsdkajfdlsja’lsdjdiska

10/15/2015: Ajskfjdkslaj skljfkslajlfj

Fjsdklajfkd skljfklsajklajkdsa jfksajfkldsjakl jfdksal
10/20/2015: Ajfkdjalksfjdks jfdksjfkldsajlkfjd
jskfjklsajfklsd

Jskfjklsa jfksajfldjklsa jfksljafkdlsja ksjklafsj
10/22/2015: Jakfsdjlkfjs jksjaflsjklisja fjskajfkldsjal
Jfdkdsljfsl ksjfklsajlsj fkajfkdlsjlas ksjflsajkljsalsjall
10/25/2015: Akfsa;fikdsjfal fjkslajflska jfkslsaj
jfkldsajfklsal

Ajfkdjlsajf jafksjlsa kfdsjaljfklsa jfdksaljfa

SIGNATURE OF COUNSELOR DATE

11/01/2015




DAILY TREATMENT LOG

DAILY TREATMENT LOG
COMPLETE ONE FORM PER CLIENT PER MONTH Make sure
Client Namej"'ll@(af:h%] /‘]é- #23‘{% Month/Ycar GEFDBER— 2015 to record
Date Client’s Signature/Initials | Time In Purpose of Visit Co-Pay | Time Client’s Vendor’s any CO-
Collected | Out lni-ﬁals Initials p ay S
o4 | F. FHedsehon (l0:00 ROR0 — 30| /. # JT Il d
7 — T |- collecte
(/4 |F. m@%&i TRANSIT 325 | tH | Me
ole 7 T q:30 |] 200 — ot DKL
phis | H Fedgohan |9:30 ) 2010 — (o7 | K
fat | _ezt==* |oof| 2000 5o “ipsol st LD
10/30 |F Hedgotiogy 6/.'52) 201/ — Lol H.t | KR

— Please make sure /!—
— to have clients

- 1sign for any

' transit, and/or

' emergency funds

—_—

Services may be deducted and you may be asked to
— submit supplemental billing if any information is
" missing so please be sure all forms are complete
before submitting.




URINALYSIS TESTING LOG

e e Make sure
Client Name CA T’, T PACTS#__/123%S"  Month/Year JCToBI=, 215" to reco rd
any co-
Date Client’s Signature/Initials Bar Code Special | Medications | Collector’s Test Co-Pay
Collected Number Tests Taken Initials | Results/Date | Collected pays
L. Received I I t d
(0 J20 7@——%\ N25-25%| — |IBiermv| JT__|Mde Yzs | —— / LORELLED
7 =
(0/30 Jw2s-asfg | = | —— | 71 |NoTEST |TI§%<

Services may be deducted and you may be asked to
submit supplemental billing if any information is
missing so please be sure all forms are complete
before submitting.




SWEAT PATCH TESTING LOG

et e A L iy Make sure

COMPLETE THE FIRST FIVE COLUMNS UPON APPLICATION, AND THE LAST FOUR UPON REMOVAL to reco rd
Client Name Wﬁ%’ fem PACTS# 23450 Month/Year WOB-EE 2015 any co
Applgj:::m Sigucl::::;':illuls Chﬂgnii‘:::::rnar M‘}'ﬁ?;““ Ccl'::iet?:l':'s Rel';::a] I:::l: ?11':::1; Rﬁl;l;;tl)ale cim payS
927 | H.4. |7es02359 | — | JT ||z |Hd | KR |#s."% |— || _ collected
wofz | _dg Nwgzpasx | — |er N7 (I Ng7 et
g | EH (36502615 lcoene | TF |1¥)s | PN AMCal—| [ (oot notohae are
Plis H-H  |F65028 20 e ( \ X H s a3 | — L P
oy | Ui |reswpas | — | €r |27 10| £R [wesgy] —] | billed on the date
wja? | H-H _|Fesvassz | — | 74 \\\ ' they are

\ removed only.

Comments (please note any unusual occurrences):

before submitting.

Services may be deducted and you may be asked to
submit supplemental billing if any information is
missing so please be sure all forms are complete




BREATHALYZER LOG

BREATHALYZER LOG
COMPLETE ONE FORM PER CLIENT PER MONTH
Client Name _ CAT T pACTS# /2345 MonthYear OCTOBEE 2015~
Client’s Signature/Initials Collector’s Reason Tested Test Results Refusal
Initials
__ > KR L g.¢3

Services may be deducted and you may be asked to
Comments (please note any unusual occarrences): submit supplemental billing if any information is
missing so please be sure all forms are complete
before submitting.




Mail all invoices to:
U.S. Probation Office
Attn: Treatment
450 Golden Gate Ave. Ste 17-6884
P.O. Box 36057
San Francisco, CA 94102-3487

Treatment Phone number: 415-436-7568
Treatment Fax number: 415-581-7401
Officer-in-Charge USPO Jennifer James



