
COUNry OF SHASTA
OFFICE OF AUDITOR-CONTROLLER

REPORT OF CTAIMS REQUIRING BOARD ACTION IN ORDER TO
AUTHORIZE PAYMENT BY AUDITOR.CONTROLLER

11t7 t2017
FUND/DE ACCT DEPARTMENT PA E DESCRIPTION Amount REASON DEPARTM EXPLANATION

50100-0343'10

50100-034310

50100-034310

50100-034310

50100-034310

50100-034310

50100-034310

50100-034310

50100-034310

SOCIAL SERVICES

SOCIAL SERVICES

SOCIAL SERVICES

SOCIAL SERVICES

SOCIAL SERVICES

SOCIAL SERVICES

SOCIAL SERVICES

SOCIAL SERVICES

TOTAL

PROFESSIONAL MEDICAL
COPY

PROFESSIONAL MEDICAL
COPY

PROFESSIONAL MEDICAL
COPY

PROFESSIONAL MEDICAL
COPY

PROFESSIONAL MEDICAL
COPY

PROFESSIONAL MEDICAL
COPY

PROFESSIONAL MEDICAL
COPY

PROFESSIONAL MEDICAL
COPY

PROFESSIONAL MEDICAL
COPY

MEDICAL COPIES

MEDICAL COPIES

MEDICAL COPIES

MEDICAL COPIES

i/EDICAL COPIES

MEDICAL COPIES

i,4EDICAL COPIES

MEDICAL COPIES

MEDICAL COPIES

30.93

29 21

30.18

29 00

26 55

15.10

20.38

27 95

26 23

235.53

$

$

$

$

$

$

$

$

$

Per Admin Policy 2-201 and Gov Code
sections 910 and 9'11.2 invoices older
than one year require Board approval.

Per Admin Policy 2-201 and Gov Code
sections 910 and 9'l'1.2 invoices older
than one year require Board approval.

Per Admin Policy 2-201 and Gov Code
sections 910 and 91 '1.2 invoices older
than one year require Board approval.

PerAdmin Policy 2-201 and Gov Code
sections 9'10 and 91'1 2 invoices older
than one year require Board approval.

Per Admin Policy 2-201 and Gov Code
sections 910 and 911.2 invoices older
lhan one year require Board approval

Per Admin Policy 2-201 and Gov Code
sections 910 and 911.2 invoices older
ihan one year require Board approval.

Per Admin Policy 2-201 and cov Code
sections 910 and 911.2 invoices older
than one year require Board approval.

Per Admin Policy 2-201 and Gov Code
sections 910 and 911.2 invoices older
than one year require Board approval.

Per Admin Policy 2-201 and cov Code
sections 9'10 and 9'l'1.2 invoices older
than one year require Board approval.

SEE ATTACHED MEMO FROM
DEPARTMENT

SEE ATTACHED MEMO FROM
DEPARTMENT

SEE ATTACHED MEMO FROM
DEPARTMENT

SEE ATIACHED MEMO FROM
DEPARTMENT

SEE ATTACHED MEMO FROM
DEPARTMENT

SEE ATTACHED I\IEi,4O FROi/
DEPARTi,4ENT

SEE ATTACHED I\,IEI\.4O FROIVI
DEPARTIVFNT

SEE ATTACHED MEMO FROM
DEPARTMENT

SEE ATTACHED MEIUO FROM
DEPARTMENT

Aud r's Ce rtification:
I certify that the foregoing is a true list of claims properly and
regularly coming before the Shasta County Board of Supervisors,
and that the computations are correct.

Approval of Claims:
These claims were allowed and the Claims List was approved as correct, by vote
of the Board of Supervrsors on this date

Date S nature
Date

Chairman

Iti,U H
{

f{t

SOCIAL SERVICES

$



Health and Human Services Agency
Donnell Ewert, MPH, Director

Business and Support Services
Tracy Tedder, Branch Director

1810 Market SEeet
Reddin& CA 96001-1930

P.0. Box 496005
ReddinS, CA 95049-5005

Phone: (530) 229-8419
Fax: (530) 225-5555

CA Relay SeMce: (800) 735-2922

Inter- Office Memorandum

To:

From:

Date:

Re:

Brian Muir, Auditor-Controller

Trary Tedder, HHSA Branch Director

October 9, 2017

Board Claim for Professional Medical Copy

Professional Medical copy (PMC) provides medical record copy services for shasta county.
A Health and Human Services Agency staffperson requested copies of medical records for a client.
The employee responsible for approving and routing the invoices for services rendered departed
unexpectedly. The invoices were pending on the employee's desk and not followed up on in a
timely manner to confirm that the services were received. The services have been confirmed and
the department is requesting payment. A new process has been developed that incorporates these
invoices being tracked by an analyst to ensure timely processing. The invoices listed below are now
over one year old and must be approved by the Board of supervisors for payment, per Admin poliry
2-101 Government Code 910 and 911.2.

PMC049379-01-01
PMC413714-01-01
PMC413585-01-01
PMC474929-07-07
PMC416871-01-01
PMC424151-01-03
PMC424532-01-07
PMC424581-01-03
PMC424447-01-07

07 /3r/2075
77/05/207s
77/09/201s
LZ/70/201.s
0L/26/2016
06/21/2076
06/30/2076
06/30/2076
07 /0s/2076
TOTAL:

$30.93
$30.18
$29.27
$29.00
$26.55
$20.38
$15.10
$27.95
$26.23

$235.53

"Healthy people in thriving and safe communities"

www.shastahhso.net

I

I
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I
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lnvoice
Federal Tax l.D. No. 68-0037053

ACCOUT'lT NO: II.IVOICE DATE; tNvotcE No

scoosscFs July 31, 201s PMC409379-0'l-O1

,/Lt<97

Marci Oller, Senior Social Worker, Childre
Shasta County Children & Family Services
1313 Yuba Street
Redding, CA 96001

-n{t4

professionaI
MEDICAL COPY

"iilrci Otler, Senior Social Worker, Children Services
Shasta County Children & Family Services
1313 Yuba Street
Redding, CA 96001

Patient:

DOB:

SSN: xxx-xx-
File No:

Facility Name: Roltlng Hills Clinic- Red Blllff
Doctor Name: Dr. B€nton

Recipient Name: Shasta County Children & Family So.vices

Thank you for choosing Professional lredical Copy!
For billing inquiries, please contaci our Accounting Department at (530) 953-2872

LOCATION AND DESCRIPT|ON OF SERVICES RENDERED QUANIry UNIT PRICE AMOUNT

Delivery By U.S. Postal Servlce
Handling
Records (PHl)
Service Fee/Clerical Fee

50100--034500
WLlCFS--WL3OOO

MEDICAL COPIES

RES. 2004-118

29.00 10

eas)

SUB.TOTAL

SALES TAX

PREPAYMENT

2.55

4.00
2.90

'19.50

raug

1.€

28.95

1.98

This involce has b6€n generatsd as a aesult ot a request oa youl behalt to transter
your medicrl records or health infoamationfrom Rolling Hills Clinic- Red Bluft to
shasta county children & Family services by you oryour ropresentative. tt is not for
lreat nent o, olficevisits to Rolling Hills Cllnic- Red Brutf.

TOTAL OUE $ 30.93

FORPROPER CREDII DEIACX THIS PORTION AND RETURN WIfII YOUR PAYMENI Remittance Copy
ACCOUNT NO: INVOICE OATE: INVOICE NO

SCDOSSGFS July 31,201s PMC409379-01-Or

ot'+ bra 6?0
ENTEMED

oCI 16 20fl

Professional Medical Coov
P.O Box 991522

Redding, CA 96099

$ 30.93TOTAL DUE:

1, PLEASE INCTUDEINVOICE NUUAERON PAYMEIVI.

2. MAx€ cHEcKspayaBLETo Professional Medlcal Copy.

D6'CVEI

-.d.E@ ord.rr:PMcao9!79{rcrNv

i



REQUEST/CLAIM FOR ADMINISTRATIVE FI.INDS

Emergency Request (Date Check Needed): PM Approval

CASE NAME (first initial, last name) See Attached SW: Mitchell

INSTRUCTIONS
Note: This is not a referral form. SWs arranging services for a client must complete the appropriate referral
form and have it reviewed and approved by your program manager.

This form is used for all purchases made for clients in CWS cases including:
l. Non-Contracted Services (i.e. mental health, anger

management)
2. CalCard Reconciliation- (items purchased for clients)
3. Direct reimbursements to staff, clients, and care

providers (for items purchased for clients)
4. Requests for monthly RABA bus passes

5. Respite payments (see backside of form)

Justification for Payment or Item(s) (be ise, do NOT include case specific or confidential information):
in CWS Inv # PMC409379-01-01

Reviewed by (Supervisor):

CLAIM AND PAYMENT INSTRUCTIONS:
Submit this form at the completion of service. Be sure to sisn and date. Submit form and appropriate billing
information to; Shasta County [IHSA"/Children's Services, Attn: Analyst, 1313 Yuba St, Redding, CA 96001

The undersigned, under penalty of perjury, states that the above claim and the items as therein set out are true and

correct; that no part thereof has heretofore been paid, and that the amount herein is justly due this claimant, and

that the same is presented within one year after the last item thereof has accrued. Furthermore, ifI am a county
or district employee, I also certiff that I have deducted the value of any personal gain I may have received
including, but not limited to, cash back eamed on a personal credit card, frequent flier miles, and room-stay
rewards.

Date: TOTAL COST:$ 30.93
Signature/Payee

Professional Medical Copy: V8ND004887
PRINT NAME

P.O, Box 991522, Reddine, CA 96099

*Include an original itemized receipt,
Do NOT tape or highlight on printed
information on receipt.

Social Security Number (when applicable) OR Worker
ID Number (staff reimbursements /CALCard
Reconciliation)

Msiling Address (Street, City, State, ZIP ) (or CWS Email for staff reimbursement)

IV. CLIENT/FOSTER PARENT VALIDATION :

that this is a true statement.
signature Date

I have received the respite services as shown and certifu

Payment Authorized By @Nr)
Must be siged BEFORE bein8 forwarded

Analyst Review: \-/+- Date:

Budget Code: 50100/034500/ WLICFS. WL3000

BUDGET CODES: To be completed by Children's Services Analyst

DSS ?266 (rcv. 8i 16 DW)

out",?rf /rl

/



,/ r+gs1
lnvoice

Federal Tax l.D. No. 68{037053

ACCOUNT iTO: INVOICE DATE;

scDosscFs November OS, 2015 PMC413585-.01.01

l.

t.
t;
t'

i,
il

profession,aI
MEDICAL CoPY

dl To:

Starla Kissinger MSC
Shasta County children & Family Services
1313 Yuba Street
Redding, CA 96001

Starla Kissinger MSC
Shasta County Children & Family Servicel
13't 3 Yuba Street
Redding, CA 96001

,>o4rf

Patient:

DOB:

SSN: xxx-xx.
File No:

Facility Name: Las6en Medical croup
Doctor Name: . custodhn ot Records

Recipient Name: Shasta County Chlldren & Family Services

LOCAI1ON AND DESCRIPTION OF SERVICES RENDERED QUAI'ITITY UI'/IT PRICE AMOUNT

Dsllvery By U.S. Poslal Servlce
Haodling
Records (PHl)
Servico Feerclerical Feo

s0100--034500
WLlCFS-.WL3OOO

MEDICAL COPIES

RES.2004-118

.10

&t

SUA.TOTAL

SALES TAX

PREPAYi/IENT

2.55

4.00
1.30

t 9-50

ttou*

,1,6
27.35

1.86

This involce has been generated as a result ol a request on your behalf to transter
your medical records or health into,mationtrom Lass€n Medical Group to Shasla
County Children & Family Services by you or you, representative. ll is not ror
Ireatment oa offico vlsits to Las5en Medlcal Group.

TOTAL DUE 5 29.2'.1

FOR PhOPER CREOII DEIACI THIS PORTTO ATID RE'I!RT{ WfI] YOUR PAYME'{T Remittance Copy
ACCOUNT NO: INVOICE DATE: tNvotcE No:

scDosscFs November09,20t5 PMC4t3s8s.0l-01

ot+ bezbz
ENTERED

ocr t6 2017

Professional Medical Copy
P.O. Box 991522

Redding, CA 96099

3

$ 29.2'l

I, PLEASC IIICLUOEINT'OrcE NUMETRON PAYMENT,

z. iu{E cnEcxs payAarETo Protessional MedicalCopy.

Drsc+vtR"adffi@ Ord..d:PMel,l3S3SlrcltW

INVOICE NO:

Thank you for choosing Probssional Medic€l Copyl
For billing inquiries, please contac{ ourAccounting Department at (530) 953-2872.

13.00

TOTAL DUE:



REQUEST/CLAIM FOR ADMINISTRATIVE FLINDS

PM Approval

CASE NAME (first initial, last name) : See Attached SW: Barber

INSTRUCTIONS
Note: This is not a referral form. SWs arranging services for a client must complete the appropriate referral
form and have it reviewed and approved by your program manager.
This form is used for all purchases made for clients in CWS cases including:
1. Non-Contracted Services (i.e. mental health, anger

management)
2. CalCard Reconciliation- (items purchased for clients)
3. Direct reimbursements to staff, clients, and care

providers (for items purchased for clients)
4. Requests for monthly RABA bus passes

5. Respite payments (see backside of form)

Justification for Payment or ltem(s) (be concise, do NOT include case specific or confidential information):
Medical ies for in In 135 85-01-01

Reviewed by (Supervisor):

CLA AND PAYMENT INSTRUCTIONS:
Submit this form at the completion of service. Be sure to sisn and date. Submit form and appropriate billing
information to: Shasta Couaty HHSA/Children's Services, Attn: Analyst, 1313 YubaSt, Redding, CA 96001

The undersigned, under penalty ofperjury, states that the above claim and the items as therein set out are true and
correct; that no part thereofhas heretofore been paid, and that the amount herein is justly due this claimant, and
that the same is presented within one year after the last item thereofhas accrued. Furthermore, ifl am a county
or district employee, I also certi$ that I have deducted the value of any personal gain I may have received
including, but not limited to, cash back eamed on a personal credit card, frequent flier miles, and room-stay
rewards.

Signature/Payee

Professional Medical Cop : VEND004887
PRINT NAME

P.O. Box 991 522, Reddin cA 96099

Social Security Number (when applicable) OR Worker
ID Number (strff reimbursements /CALCrd
Reconciliatlon)

Date:

Mailing Addrcss (Street, City, Stats, ZIP ) (or CWS Email for staff reimbursement)

IV. CLIENT/FOSTER PARENT VALIDATION:
that this is a true statement.
Sign ature

I have received the respite services as shown and certifu

Date

Payment Authorized By
Must be signed BEFORE being

Analyst Review: ua-= Date:

Budget Code: 000

BUDGET CODESI To be completed by Children's Services Analyst

DSS 266 (rev. 8/16 DW)

nut", ( /2 /r)

Emergency Request (Date Check Needed): _

Date:_ TOTAL COST:$ 29.21_

*Include an original itemized receipt.
Do NOT tape or highlight on printed
information on receipt.



lnvoice
Federal Tax l.D. No. 68-0037053

ACCOUNT NO: INVOICE DATE: INVOICE NO:

scDosscFS November 05, 2015 PMC4137't+01-01

\/ry8&1

. oo {*l

I

C
professionat

MEDICAL COPY
Br0 To:

Starla Kissinger MSC
Shasta County Children & Family Services
1313 Yuba Street
Redding, CA 96001

Patient:

ooB:
SSN: )Oq.)fi-

File No:

Facility Name: Lassen Modical croup
Doctor Namo: - Custodlan ot Records

Recipient Name: Shasta County children & Family Services

LOCATION AND OESCRIPTION OF SERMCES RENDERED qUANTITY UNIT PRlCE AMOUNT

Delivery By U,S. Postal Service
Handling
Records (PHl)
Service Fee/Clerlcal Fee

50100--034500
wLICFS--W13000

MEDICAL COPIES

RES. 2004-118

22.0O .10

rt trll' ,'tl ,1," r7o

SUB.TOTAL

SALES TAX

PREPAYI'ENT

2.55
4.00
2.20

19.50

raag

\6
28.25

1.93

Thts lnvoice has beefl generaled as a rssult o, a request on your bshala to tEnstet
your medlcal rocords or health Informatlontrom l.rssen Medlcal Group to Shasta
County ChlldrBn & Farnily Servlcos by you or your .epressntative. lt ls not fol
treatmenl or oftlce visils to Lassen Medical Grorrp.

TOTAL OUE $ 30.18

Thank you for choosing Professional Medical Copy!
For billing inquiries, please contact our Accounting Departrnent at (530) 953.2872

FOR PROPER CREOI' DEIAC}I T}]IS PORI]ON AND RETURN I{IT}I YOUR PAYUEIII Remittance C v
olbtS 6e>_
ENTER ED

ocT 16 2017

Professional Medical Copy
P.O. Box 991522

Redding, CA 96099

TOTAL DUE:

i, PLEASE INCLUOE I''IVOICE NUUAER ON PAYMENT

2- n AxE crEc(s pAyaaLE ro Professional Medical Copy,

s 30.'18

INVOICE DATE: INVOICE NO

scDosscFs Hovember 05, 2015 PMc.41 371+O1-O1

m@@ orde.r:PMc4t371rt4t/ctNv

Starla Kissinger MSC
Shasta County Children & Family Service!
13't 3 Yuba Street
Redding, CA 96001

ACCOUNT NO:



REQUEST/CLAIM FOR ADMINISTRATIVE FUNDS

Emergency Rcqucst (Date Check Needed) PM Approval

INSTRUCTIONS
Note: This is not a referral form. SWs aranging services for a client must complete the appropriate refenal
form and have it reviewed and approved by your program manager.
This form is used for all purchases made for clients in CWS cases including:
l. Non-Contracted Services (i.e. mental health, anger

management)
2. CalCard Reconciliation- (items purchased for clients)
3, Direct reimbursements to staff, clients, and care

providers (for items purchased for clients)
4. Requests for monthly RABA bus passes

5. Respite payments (see backside ofform)

Justification for Payment or Item(s) (be ncise, do NOT include case specific or confidential infonnation):
edical ies lor uth in CWS .i ce # PMC4l3714-01-01

Reviewed by (Supervisor):

CLAIM AND PAYI,IENT INSTRUCTIONS:
Submit this form at the completion of service. Be sure to sisn and date. Submit form and appropriate billing
information to: Shasta County HHSA,/Children's Services, Attn: Analyst, 1313 Yuba St, Redding, CA 96001

The undersigned, under penalty of perjury, states that the above claim and the items as therein set out are true and
correct; that no part thereofhas heretofore been paid, and that the amount herein isjustly due this claimant, and
that the same is presented within one year after the last item thereofhas accrued. Furthermore, ifI am a county
or district employee, I also certify that I have deducted the value of any personal gain I may have received
including, but not limited to, cash back eamed on a personal credit card, frequent flier miles, and room-stay
rewards.

Date:-- TOTAL COST:$ 30.18_
Signature/Payee

Professional Medical Copy: VEND004887
PRINT NAME

P.O. Box 991522, Reddin

*Include an original itemized receipt,
Do NOT tape or highlight on printed
information on receipt.

Social Security Number (when applicable) OR Worker
ID Number (staff reimbursemerts /CALCsrd
Reconciliation)

, cA 96099
Mailing Address (Street, City, State, ZtP ) (or CWS Email for staff reimbursemetrt)

IV. CLIENT/FOSTER PARENT VALIDATION: I have received the respite services as shown and certi$
that this is a true statement.
Sign ature Date

Payment Authorized By (P
Must bc signcd BEFORE being

Analyst Review: Date:

Budget Code: 0100/034s0 WLICF wL3000

BUDGET CODES: To be completed by Children's Services Analyst

DSS 7266 (rev. 8/16 DW)

Date:

-)

I /t/rt

CASE NAME (first initial, last name): See Attached SW: Kissinger_



v qggl
lnvorce

Federal Tax l.D. No- 68-0037053p
Frofessional

ACCOUNT NO INVOICE DATE: tNvorcE No:

scDosscFs Oecember 1O, 2Ol5 PMC414929{1{l

Patient
DOB:.

SSN: Xxx.Xx.
File No:

Facility Name: Lassen lledical Group
Dodor Name: - Custoqian of Records

Recipient Name: Shasta Cou.rty Children t Family Services

Thank you for choosing Professional Medical Copyl
For billing inquiries, pbase contacl ourAcclunting Department at (530) 953-2872.

<fi
LOCATION ANO DESCRIPTION OF SERVICES RENDERED OUANNTY UNIT PRICE A''TOUNT

Delivery By U-S. Postal Service
Handling
Records (PHl)
Servica Fse/Clerical Fes

50100--034500
wLICFS--W13000

MEDICAL COPIES

RES. 2004-118

SUB.TOTAL

SALES TAX

PREPAYI'ENT

'10

haovl,erfuur

$

2.55

4.00
1.10

19.50

27.15

1.85

This involce has been generaled as a result ol a rcquest on your bahal, to transfer
your hedical records or hoalth inromationtrom Lasson Medical Group to Shasta
County Chlldren & Famlly Services by you or you, rgprosentative. lt is nol tor
tueatnent or otflce vlEll6 to Lassen Msdical G.oup.

TOTAL DUE s 29.00

FOR PROPERCREDIT DETACH T}iIS PORTTON AND RETURII WIB YOT'R PAYMENI Remittance C

TOTAL DUE:

,I- PIEASE'NCIUDEINVOICE NUMAER ON PAYMEII'

z. MAKE cHEcas payaBlE ro Professional Medical Copy,

5 29.00

Professional Medical Copy
P.O. Box 991522

Redding, CA 96099

ACCOUNT NO: INVOICE DATE: INVOICE NO:

scDosscFs December 1O, 2Ol5 PMC414929{1-01

-':ktffi@ od.rr:PMc4r4s2collclilv

Starla Kissinger MSC
Shasta County Children & Family Servicer
'13'13 Yuba Street
Redding, CA 96001

MEDICAL COPY

Starla Kissinger MSC
Shasta County Children & Family Services
1313 Yuba Street
Redding, CA 96001

I

11.00

oH b52 6zb
ENTEFIED t

ocr162ol77.



REQUEST/CLAIM FOR ADMINISTRATIVE FLINDS

PM Approval

INSTRUCTIONS
Note: This is not a referral form. SWs arranging services for a client must complete the appropriate referral
form and have it reviewed and approved by your program manager,
This form is used for all purchases made for clients in CWS cases including:
1. Non-Contracted Services (i.e. mental health, anger

management)
2. CalCard Reconciliation- (items purchased for clients)
3. Direct reimbursements to staff, clients, and care

ptoviders (for items purchased for clients)
4. Requests for monthly RABA bus passes
5. Respite pal,rnents (see backside of form)

Justification for Payment or Item(s) (be concise, do NOT include case specific or confidential information):
Medi uth in CWS 9-01

Reviewed by (Supervisor):

CLAIM AND PAYMENT INSTRUCTIONS:
Submit this form at the completion ofservice. Be sure to siqn and date. Submit form and appropriate billing
information to: Shasta County HHSA/Children's Services, Attn: Analyst, 13i3 Yuba St, Redding, CA 96001

The undersigned, under penalty ofperjury, states that the above claim and the items as therein set out are true and
correct; that no part thereof has heretofore been paid, and that the amount herein is justly due this claimant, and
that the same is presented within one year after the last item thereof has accrued. Furthermore, ifI am a county
or district employee, I also certi$, that I have deducted the value of any personal gain I may have received
including, but not limited to, cash back eamed on a personal credit card, frequent flier miles, and room-stay
rewards.

Date:--
Signature/Payee

Professional Medical Cop : VEND004887

*Include an original itemized receipt
Do NOT tape or highlight on printed
information on receipt

Social Security Number (when applicable) OR Worker
ID Number (staff reimbursemetrts /CALCard
Reconclllatlon)

PRINT NAME

P.O. Box 991522 , Redding, C496099
Mailing Address (Street, City, State, ZIP ) (or CWS Email for staff reimbursement)

IV. CLIENT/FOSTER PARENT VALIDATION
that this is a true statement.

I have received the respite services as shown and certi$

DateSignature

DSS 7266 (rev, 8/16 DW)

8/z/r>Payment Authorized By (P
Nrust be signed BEFORE being fonyarded

Analyst Review: \/\-"'- Date:

Budget Code: 50100/034500/ WLlCFS. wL3000

BUDGET CODES: To be completed by Children's Services Analyst

Emergency Request (Date Check Needed): _

CASE NAME (first initial, last name): Sce Anached SW: Kissinger_

TOTAL COST:$ 29.00

Date:



v \gs1
lnvoice

Federal Tax l.D. No. 68-{,037053

ACCOUNT NO: INVOICE OATE: INVOICE NO:

SCDOSSCFS January 26, 20'16 PMC4t6871-0r-01

prof€ssionaI
MEDICAL COPY

BrI To:

Patient
DOB:
SSN: xxx-xx-

File No:

Jamie Jacobs, PHN
Shasta Gounty Children & Family Services
1313 Yuba Street
Redding, CA 96001

Jamie Jacobs, PHN
Shasta County Children & Family Servicer
1313 Yuba Street
Redding, CA 96001

Facility Name: L6ssn !/le.llcal croup
Doctor Name: - CuatoElan o, Rocords

Recipient Name: Shasta County Children & Family Se.vices

Thank you for choosing Protessional Medical Copy!
For billing lnquir,es, please contact our Accounting Department at (530) 953-2872

LOCAIION AND OESCRIPTION OF SERVICES RENDERED QUAt{Iry UNIT PRICE AMOUNT

Delivery By Facslmile
Records (PHl)

SerYice Fee/Clerical Fee
12.00 .10

Pdt

SUB.TOTAL

SALES TAX

PREPAYMENT

4.00
1.20

't9.50

TrWE

1,<
24.70

1.85

This invoice has been geneftfed as a ]esult of a igquest on your behalrto transrer
your medical reco.ds o. h€allh Informationfrom Lassen Medical Group to Shasta
County Childrcn & Famlly Servicos by you or your reprosenlative. lt is not tor
lreatrnent ot oflice v,sits to Lassen Medical Group.

TOTALDUE $ 26.ss

FOR PROPER CREOIT OETACT IHIS POhNON AND RETURN \^l,Ttl YOI'R PAYMENT Remittance Copy
ACCOUNT NO: INVOICE OATEi lNvotcE No:

scDosscFs January 26, 2016 PMC41687t{1-01

TOTAL DUE: $ 25.55

', 
PLEAIIE INCIUOE INVOICE NUIIIBER ON PAYiIEI{T,

z rraxE cHEcxs pAyABL€ To Professional Medical Copy,

Professional Medical Coov
P.O. Box 991522

Redding, CA 96099

-':t4m@ Ordc.r:PM()tt6a71-ol/crw

s0100--034500
WLlCFS--WL3OOO

MEDICAL COPIES

RES. 2004-118

I

o r\ ta6a621
ENTERED ,J
ocT t6 2otiY



REQUEST/CLAIM FOR ADMINISTRATIVE FI.INDS

Emergency Request (Date Check Needed): PMA

CASE NAME (first initial, last name) : See Attached SW: Thomas

INSTRUCTIONS
Note: This is not a referral form. SWs ananging services for a client must complete the appropriate refenal
form and have it reviewed and approved by your program manager.
This form is used for all purchases made for clients in CWS cases including:
1. Non-Contracted Services (i.e. mental health, anger

management)
2. CalCard Reconciliation- (items purchased for clients)
3, Direct reimbursements to staff, clients, and care

providers (for items purchased for clients)
4, Requests for monthly RABA bus passes

5. Respite payments (see backside of form)

Justification for Payment or Item(s) (be ise, do NOT include case specific or confidential information):
Medical es for th in In

Reviewed by (Supervisor):

CLA ND PAYMENT INSTRUCTIONS:
Submit this form at the completion ofservice. Be sure to sisn and date. Submit form and appropriate billing
informatjon to: Shasta County HHSA/Children's Services, Attn: Analyst, 1313 Yuba St, Redding, CA 96001

The undersigned, under penalty of perjury, states that the above claim and the items as therein set out are true and
correct; that no part thereofhas heretofore been paid, and that the amount herein isjustly due this claimant, and
that the same is presented within one year after the last item thereofhas accrued. Furthermore, if I am a county
or district employee, I also certi$ that I have deducted the value of any personal gain I may have received
including, but not limited to, cash back eamed on a personal credit card, frequent flier miles, and room-stay
rewards.

Date:_ TOTAL COST:$ 26.55_
Sigllature/Payee

Professional Medical Copy: VEND004887
PRINT NAME

P.O. Box 991522, Reddine,CA96099
Mailing Address (Street, City, State, ZIP ) (or CWS Email for stalT reimbursement)

IV. CLIENT/FOSTER PARENT VALIDATION: I have received the respite services as shown and certifu
that this is a true statement.

Date

*Include an original itemized receipt.
Do NOT tape or highlight on printed
information on receipt.

Social Sccurity Number (when applicable) OR Worker
ID Number (staff reimbursements /CALCard
Reconciliation)

Signature

Date:

Date: 3 /z/,'tPayment Authorized By (Pl\tt):
Must b! si8ncd BEFORE bcinS forwarded

Analyst Review: Date:

Budget Code: 50100/034500/ WL I CFS. WL3000

BUDGET CODES; To be completed by Children,s Services Anatyst

?)
t

DSS 7266 (rev. 8/16 DW)



p
professionaI

lnvoice
Federal Tax l.D. No. 68-0037053

INVOICE DATE: It{votcE No:

June 22,2016 PMC424532{l{1

't 
qgYl

Accounts Payable
Shasta County Health and Human Service
PO Box 496005
Redding, CA 96049

MEDICAL COPY

Accounts Payable
Shasta County Health and Human Services Agency
PO Box 496005
Redding, CA 96049

Patient:
DOB:

SSN: xrx-xx-
File No:

Facjlity Name: North Staie Orthopedics
Doclor Name:

Recipient Name: ,ra[a Xlong, MSC

LOCAT1ON AND DESCRIPTION OF SERVICES RENDERED QUANTITY UNIT PRICE AMOUNT

Sheet Charge (1-20)

s0100--034500
wLICFS--W13000

MEDICAL COPIES

RES.2004-118

P,$gr 
0,

SUB-TOTAL

SALES TAX

PREPAYI'Et{T

14.05

!tr/&i

\1
14.05

1.05

This involce has been genorated as a result o, a request on your behalf to transl€r
you, medlcal rocords or heallh intormationrrom North Stale Orthopedlcs to Malta
Xiong, MSC by you or your representative. lt is not for treatment or otlice visits to
Noilh State Orlhopedics.

TOTAL DUE s 15.r0

Thank you for choosing Professional Medical Copy
For billing inqujries, please contact ourAccountjng Department at

!

(530) 953-2872

rOR PROPERCR€OII OEIACH THIS PORNONAND REIURN I1JIIH YOURPAYMENT Remittance C

Professional Medical Coov
P.O. Box 991522

Redding, CA 96099

$ '15.'l o

1. PLEASE IXCl.UOE !NVOICE NUMSER ON PAYAI€III.

2. i/rAxE cHEcxs payaBlE ro Professional MedicalCopy-

ACGOU}'IT NO: INVOICE DATE: INVOICE NO:

scDoss June22. 2O'16 PMC42,rs32{1-01

orderr:PMc.a2653241/CINV

ACCOUNT NO:

scDoss

ot{b5a 6so
ENTEBFN L -

oCT 16 zovfft/
TOTAL DUE:

E@@



REQUEST/CLAIM FOR ADMINISTRATIVE FLTNDS

Emergency Request (Date Check Needed): PM Approval

CASE NAME (first initial, last name) : Sec Attached SW: Mitchell

INSTRUCTIONS
Note: This is not a referral form. SWs arranging services for a client must oomplete the appropriate referral
form and have it reviewed and approved by your program manager.
This form is used for all purchases made for clients in CWS cases including:

Justification for Payment or Item(s) (be conci , do NOT include case specifi c or confi dential information):
s for outh in CWS vot # c424 2-01-0

Reviewed by (Supervisor):

CLAIM AND PAYMENT INSTRUCTIONS:
Submit this form at the completion of service. Be sure to siqn and date. Submit form and appropriate billing
information to: Shasta County HHSA/Children's Services, Attn: Analyst, l313 Yuba St, Redding, CA 96001

The undersigned, under penalty ofperjury, states that the above claim and the items as therein set out are true and
correct; that no part thereof has heretofore been paid, and that the amount herein isjustly due this claimant, and
that the same is presented within one year after the last item thereofhas accrued. Furthermore, ifI am a county
or district employee, I also certi$ that I have deducted the value of any personal gain I may have received
including, but not limited to, cash back eamed on a personal credit card, frequent flier miles, and room-stay
rewards.

Date:_ TOTAL COST:$ 15.10
Signature/Payee

Professional Medical Copy: V8ND004887
PRINTNAME

P.O. Box 991522, Reddine, CA 96099
Mailing Address (Street, City, State, ZIP ) (or CWS Email for staff rcimbursement)

IV. CLIENT/tr'OSTER PARENT VALIDATION: I have received the respite services as shown and certify
that this is a true statement.

Date

*Include an original itemized receipt.
Do NOT tape or highlight on printed
information on receipt.

Socinl Sccurity Number (whcn applicable) OR Worker
ID Number (staff reimburs€merts /CALCard
Reconciliation)

Signature

DSS 7266 (rcv. 8rl6 DW)

Date: I /> /r>Payment Authorized By (PM):
Must be sign.d BEFORE being forwarded

Analyst Review: ---'\ Date:

Budget Code: 50 r 00/034500/ wLlcFS. 3000

BUDGET CODES: To be completed by Chitdren's Services Analyst

I

1. Non-Contracted Services (i.e. mental health, anger
management)

2. CalCard Reconciliation- (items purchased for clients)
3. Direct reimbursements to staff, clients, and care

providers (for items purchased for clients)
4. Requests for monthly RABA bus passes

5. Respite payments (see backside of form)



nj!ri
a,

r/ q8s1
lnvoice

Federal Tax l.D. No. 68-0037053

ACCOUNT NO: tNvotcE No:

SCDOSS June 2l,2016 PMC424151-0r-03

professional
MEDICAL COPY

Bll To:

Accounts Payable
Shasta County Health and Human Services Agency
PO Box 496005
Redding, CA 96049

o,dsld By:

Leann Scott
(Use Account CCOSHAHS) Shasta Count)
2640 Breslauer Way
Reddins, CA 96001

-r{4

Patier.'
DOL. .

SSN: xxx-xx{ogg
Fils No:

Facility Name: Aiderson Medical Associatos
Doctor Name:

Recjpient Name: Shasta County M.nial Health

LOCAIION AND DESCRIPNOIT OF SERVICES RENOERED OUANTITY UNIT PRICE AMOUNT

'Service Fee/Clerical Fee
'Records (PHl)

50100-034500
WLlCFS--WL3OOO

MEDICAL COPIES

RES.2004-118

20.00

(

25

I 4 ri r..],.'-,rd/

SUB.TOTAL

SALES TAX

PREPAYIIIENT

15.00

5.00

,,lts ,
VT\(

20.00

1,6 .ss y'
This invoice has been generated as a result of a request on youi bohalfto transfer
youl medkal racords or heallh lnrormallontrom Anderson MecllcSl Associates to
Shasta COUntt, M€ntal Health by you or your rep.esentative. lt is not lor IreatDent or
onice visits lo Anderson lltedacal Associates,

TOTAL OUE $ 20.38

FOR PROPER CTED'I DETACII Ni(S PoRT|oN ANO RETUR'T Wll}i YOUR PAYMEI{T Remiltance CooPag2 62{
EIIJTEHE D
oCI r 6 20fi

TOTAL DUE: $ 20.38

Professional Medical Coov
P.O. Box 991522

Redding, CA 96099
1. pLEASE tNcLUoE lr{votcE NUMaERoN pAyMEir

2 MAXE cirEcr(s payaalE ro Professional Medical Copy

ACCOUNT NO: li.lvotcE DATE: II{VOICE NO:

SCDOSS Juno 21,2016 PiIAn2415 'l -01-03

O.derr:PMCi24151o1/clNV

IT{VOICE DATE:

Thank you for choosing Professional Medic€l Copyl
For billing inquiries, please contact our Accounting Departnent at (530) 9532872.

I ffi@EB



REQUEST/CLAIM FOR ADMINISTRATIVE FUNDS

PM Approval

CASE NAME (first initial, last name) : See Attachcd SW: Mitchell

INSTRUCTIONS
Note: This is not a referral form. SWs aranging services for a client must complete the appropriate referral
form and have it reviewed and approved by your program manager,
This form is used for all purchases made for clients in CWS cases including:
1. Non-Contracted Services (i.e. mental health, anger

management)
2. CalCard Reconciliation- (items purchased for clients)
3. Direct reimbursements to staft clients, and care

providers (for items purchased for clients)
4, Requests for monthly RABA bus passes
5. Respite payments (see backside of form)

Justification for Payment or Item(s) (be conclse, do NOT include case specific or confidential information):
Medical .Invoic PMC424l5l -01-03

Reviewed by (Supervisor):

Signature/Payee

Professional Medical Copy: VEND004887

*Include an original itemized receipt.
Do NOT tape or highlight on printed
information on receipt.

Socirl Security Number (when applicable) OR Worker
ID Number (stafl reimbursements /CALCard
Reconcilistion)

PRINT NAME

P.O.Box991522 Redding, CA96099

Date:

a-t ,

Mailing Address (Street, City, State, ZIP ) (or CWS Emait for staff reimbursem€nt)

IV. CLIENTi}'OSTER PARENT VALIDATION:
that this is a true statement.

I have received the respite ssrvices as shown and certifo

Datesignature

DSS 7266 (rcv.8/16 Dw)

o^t,?/2/rtPayment Authorized By (PM):
Must bc signed BEFORE bcing forwarde/ ro

Analyst Review: Date:

Budget Code:50100/034500/ WL 1CFS. WL3000

BUDGET CODES: To be completed by Children's Services Analyst

Emergency Request (Date Check Needed): _

CLAIM AND PAYMENT INSTRUCTIONS:
Submit this form at the completion of service. Be sure to sisn and date. Submit form and appropriate billing
information to: Shasta County HHSfuChildren's Services, Attn: Analyst, 1313 Yuba St, Redding, CA 96001

The undersigned, under penalty ofperjury, states that the above claim and the items as therein set out are true and
correct; that no part thereofhas heretofore been paid, and that the amount herein isjustly due this claimant, and
that the same is presented within one year after the last item thereofhas accrued. Furthermore, ifl am a county
or district employee, I also certifu that I have deducted the value of any personal gain I may have received
including, but not limited to, cash back eamed on a personal credit card, frequent flier miles, and room-stay
rewards.

Date:_ TOTAL COST:$ 20.38_



!
!
i:
i

I

lnvoice
Federal Tax l.D. No. 68-0037053

ACCOUNT NO: INVOICE OATE:

June 30, 2016 PMOl2458t-01-03

u*rs7

Starla Kissinger MSC
Shasta County Children & Family Service!
1313 Yuba Street
Redding, CA 96001

I
.1.

pr,ofessionaI
MEDICAL CO PY

Starla Kissinger, MSC
Shasta County Health and Human Services Agency
PO Box 496005
Redding, CA 95049

Patient
DOB;

SSN: /\)(x.XX-
File No:

Facility Name: North stats Orthopedics
Doc{or Name:

Recipient Name: Shasta County Children & Famlly Se.vices

Thank you for chooslng Professional Medic€l Copy!
For billing inquir,es, please contacl our Accouning Department at (530) 953-2872

LOCATION AND DESCRIPTTON OF SERVICES RE}IDERED QUANIITY UNIT PRICE AMOUNT

Delivery By Facsimile
Records (PHl)
Service Feerclerical Fes

50100-034s00
WLlCFS--WL3OOO

MEDICAL COPIES

RES. 2004-118

25.00

I

.10

?jsro{

SUB.TOTAL

SALES TAX

PREPAYMENT

4.00
2.50

19.50

thtlt
l{:

t.(
25.00

1.95

This invoice has been gonerated as a result ot a requesl on your behalf to transfer
your medical records oi heallh inlormationfroD Nonh Sbte Onhopedics to Shasta
County Children & Family Servicas by you or your .€prEsontative. I is not for
treatmeirt o. oflice vislts to North Statq Orthopedics.

TOTAL DUE $ 27.95

o f.l

FoR pRopEi CRED|I DETACH THts poRnoN aNo RETURN wrH youapayMENr RemittanCe C v

ENTEBE'D

oCI ,6 zo,i
TOTAL DI.JE: s 27.95

Professional Medical Coov
P.O. Box 991522

Redding, CA 96099
i, PLEAgE INCIUf,IE IiIVOICE I{UMAER ON PAYTEI{I.

2- rraxE cHEcxs payAsLE ro Professional Medical Copy.

ACCOUNT NO: INVOICE DATE: INVOICE NO:

scDoss PMC424581-01-{)3

oErert:PMc,12(trr.{)1/clNv

tNvotcE No:

scDoss

b{aao\
June 30, 2015

m@m



REQUEST/CLAIM FOR ADMINISTRATIVE FLINDS

Emergency Request (Date Check Needed): PM Approval

CASE NAME (first initial, last name) See Attachcd SW: Brooks

INSTRUCTIONS
Note: This is not a referral form. SWs arranging services for a client must complete the appropriate referral
form and have it reviewed and approved by your program manager.
This form is used for all purchases made for clients in CWS cases including:
1. Non-Contracted Services (i.e. mental health, anger

management)
2. CalCard Reconciliation- (items purchased for clients)
3, Direct reimbursements to stafi clients, and care

providers (for items purchased for clients)
4. Requests for monthly RABA bus passes

5. Respite payments (see backside of form)

Justification for Payment or Item(s) (be co se, do NOT include case specific or confidential information):
Medical C ies for ln WS . Inv # PMC42458 r-01

Reviewed by (Supervisor):

CLAIM AND PAYMENT INSTRUCTIONS:
Submit this form at the completion ofservice. Be sure to siqn and date. Submit form and appropriate billing
information to: Shasta County HHSA/Children's Services, Attn: Analyst, 1313 Yuba St, Redding, CA 96001

The undersigned, underpenalty ofperjury, states that the above claim and the items as therein set out are true and
correct; that no part thereofhas heretofore been paid, and that the amount herein is justly due this claimant, and
that the same is presented within one year after the last item thereofhas accrued. Furthermore, ifI am a county
or district employee, I also certiff that I have deducted the value of any personal gain I may have received
including, but not limited to, cash back eamed on a personal credit card, frequent flier miles, and room-stay
rewards.

Date:_ TOTAL COST:$ 27.95_
Signature/Pryee

Professional Medical Copy: VEND004887
PRINT NAME

P.O. Box 991522, Reddi cA 96099

*Include an original itemized receipt.
Do NOT tape or highlight on printed
information on receipt.

Date:

Mailing Address (Sreet, City, State, ZIP ) (or CWS Email for staff reimbursement)

IV. CLIENT/FOSTER PARENT VALIDATION:
that this is a true statement.

I have received the respite services as shown and certifu

DateSignature

Payment Authorized By (PM):
Musl be siSncd BEFORE bcing forwardcd ro

Analyst Review: Date:

Budget Code: 34500t l CFS wL3

BUDGET CODES: To be completed by Children's Services Analyst

DSS 7266 (rcv.8/16 Dw)

Date:

-

Social Security Number (when applicable) OR Worker
ID Number (staff reimbursements /CALCard
Reconciliation)

g '. /r:



Federal Tax l.D. No. 68-0037053

accouNT Io: INVOICE DATE: INVOICE NO:

scDosscFs July 05, 2016 PMC424441{',t -O1

\rq vs1
lnvoice

Malia Xiong, MSC
Shasta County Children & Family Service!
13'13 Yuba Street
Redding, CA 96001

p
prof€ssionaI

MEDICAL COPY

Malia Xiong, MSC
Shasta County Children & Family Services
1313 Yuba Sheet
Redding, CA 96001

Patient ,

, DOB::
SSN: )O(x-)U-

File No:

Facility Name: Lasson Medical croup
- .Doctor Name: -

Recipient Name: Shasta county children & Family Services

Thank you for choosing Professional Medical Copyl
For billing inquiries, pbase contact our Accounting Department at (530) 953-2872.

LOCATION A D DESCRIPTION OF SERVICES RENDERED QUANTITY AMOUNT

Delivery By Facsimile
Records (PHl)
Service Feerclerical Fee

50100--034500
wLICFS--W13000

MEDICAL COPIES

RES.2004-118

9.00 .10

R,q
" riq

SUB.TOTAL

SALES TAX

PREPAYMENT

4.00
.90

19.50

frfi#g

1,6

This Involco has boen genereted as e result o, a equest on your behalt to transler
your medical rocords or health lnlormationrrorh Lassen llJledical Group to Shasta
Counly Children & Family Servlco6 by you or your reprosentalive. lt ls not tor
troalmerlt orofflcevlsits to Lassgn Medlcal Group.

TOTAL DUE $ 26.23-

FORPROPERCR€OIT DE-rACH 
'IIIS 

PORTION ANO RETURN $IlrH YOURPAYMENT Remittance Copy
ACCOUNT NO: INVOICE DATE: INVOIGE NO:

scDosscFS July 05, 2016 PMC4244414141

TOTAL DUE: s 26.23

1. PIEASE II"CLUOE INVOICE NUMBER ON PAYMENT.

z naxE cHEcKs payaBLE ro Protssslonal Medical Copy.

o* b6?b57
ENTEREII)

OCI r g 2nu

Professional Medical Coov
P.O. Box 991522

Redding, CA 96099

Dls(avEFim@ o.nad:PMc,t2a4,114trctNv

i

UNIT PRICE

24.AO ,

'r.", /



REQUEST/CLAIM FOR ADMINISTRATIVE FI.-]}IDS

Emergency Request (Date Check Needed): PM Approval

CASE NAME (first initial, last name) : See Attached SW: Anderson

INSTRUCTIONS
Note: This is not a referral form. SWs arranging services for a client must complete the appropriate referral
form and have it reviewed and approved by your program manager.
This form is used for all purchases made for clients in CWS cases including:
1, Non-Contracted Services (i.e. mental health, anger

management)
2. CalCard Reconciliation- (items purchased for clients)
3. Direct reimbursements to staft clients, and care

providers (for items purchased for clients)
4. Requests for monthly RABA bus passes
5. Respite payments (see backside of form)

Justification for Payment or Item(s) (be cise, do NOT include case specific or confidential information):
Medical Co ies for ln MC424441-0t-01

Reviewed by (Supenisor):

CLAIM AND PAYMENT INSTRUCTIONS:
Submit this form at the completion ofservice. Be sure to sign and date. Submit form and appropriate billing
information to: Shasta County HHSA/Children's Services, Attn: Analyst, 1313 Yuba St, Redding, CA 96001

The undersigned, under penalty of perjury, states that the above claim and the items as therein set out are true and
correct; that no part thereof has heretofore been paid, and that the amount herein is justly due this claimant, and
that the same is presented within one year after the last item thereof has accrued. Furthermore, if I am a county
or district employee, I also certifu that I have deducted the value of any personal gain I may have received
including, but not limited to, cash back eamed on a personal credit card, frequent flier miles, and room-stay
rewards.

Signature/Payee

Professional Medical Copy: VEND004887
PRJNT NAME

P.O. Box 991522, Reddine, CA 96099

*Include an original itemized receipt.
Do NOT tape or highlight on printed
information on receipt

Social Security Number (when applicable) OR Worker
ID Numb€r (stsff reimbursemetrts /CALCard
Reconciliation)

Date:

Mailing Address (Street, City, State, ZIP ) (or CWS Email for staff reimbursement)

IV. CLIENT/}'OSTER PARENT VALIDATION:
that this is a true statement.
Signature

I have received the respite services as shown and certifl

Date

DSS 7266 Gev. 8/16 DW)

out", 3 /7 /t )Payment Authorized By (PM):
Musl be signed BEFORE being forwarded to

Analvst Review Date:

Budget Code: 50100/034500/ WLICFS. WL3000

BUDGET CODES: To be completed by Children's Services Analyst

Date:_ TOTAL COST:$ 26.23_


