Z88-CONSUMER DIRECT VENDOR PAYMENT
For Internal Use Only
[}AEE NETWORK REQU EST FORM Initiall:sor internal Use\loe:flication

Mail or Drop Off __ Participant Name & ID
WMail or Drop Oft
1010 Vermont Ave NW, Suite 1003 Requests for Vendor Payments that are _ Vendor Name & Address
Washington, DC 20005 received by Consumer Direct before
5:00 pm every Monday will ordinarily be — ltem/Service is Authorized
S(e(réd?‘;l; ;gl:lg F;(;-EGFSaX paid on the fOIIOWing Monday' __ Serv.Code on VPR Matches Auth

» Consumer Direct must have authorization from the Department of Health Care Finance (DHCF) to process payment for
all goods and services.

» All requests must be submitted by Monday at 5pm, for payment to be issued on the following Monday. Payments
received after Monday at 5pm, will be processed and paid a week from the following Monday.

> All receipts must include this Request for Vendor Payment form to ensure proper processing.

» Participant/Representative-Employer is responsible for allowing adequate processing time for payments to be made by
due dates.

» Incorrect or incomplete vendor payment forms may be returned for corrections, which will result in delay of pay.

Participant Name Consumer Direct Participant ID #
Make check payable to: NEW ADDRESS — MUST CHECK HERE [
Vendor Name Indicate NEW address below
Address
City/State/Zip
Date of Service
Invoice Category Description of Service Amount
(mm/dd/yy) Code
72514 X1
72514 X1
72514 X1
72514 X1
Total Check Amount

*Please attach a copy of the voided receipt, agency invoice or signed bid/estimate.*
| approve Consumer Direct to issue payment directly to the above-named Vendor for the services/goods listed above. |
certify that the above Vendor provided services in accordance with the budget. Falsification of this Vendor Payment
Request is considered Medicaid Fraud and may result in dismissal from the program and/or criminal prosecution.

Participant/Representative-Employer Signature Date
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