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	State of Delaware
The Department of Services 

For Children, Youth and

Their Families
	Division of Prevention and Behavioral Health Services

	
	
	Non-Residential Services /Activity Billing Summary Form



A copy of this summary form MUST be included on the top of each monthly billing submission

Date of Bill        




Provider Name
     
Check One:   FORMCHECKBOX 
OP, MH        FORMCHECKBOX 
OP, SA     FORMCHECKBOX 
 TSF
  FORMCHECKBOX 
Other, please specify ___________________
Person Preparing Bill/Activity Report      
For Services Rendered in the Month of          20     
	Number of client fee sheets submitted this month
	     

	
	

	CPT/HCPCS Codes

Total Amount Due: 

	 $       

	Flex Funds – Require an itemized bill to be included with the client billing sheet.  It MUST have the date and type of expenditure.
Total Amount Due: 

	 $       

	Drug Screens-Include itemized bill (Substance abuse clients without other insurance-SA agencies only)
Total Amount Due: 

	 $       

	
	

	Grand Total Amount Due:
	$       
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