Click here to enter Hospital Name.
Click here to enter Hospital Address.
City.  State.  Zip.					INVOICE


Click here to enter contact phone number.

To:
Megan Polster
Wisconsin Office of Rural Health				Click here to enter today’s date.
310 N Midvale Blvd #301
Madison, WI  53705
mepolster@wisc.edu					Invoice #	Click here to enter invoice #
608-347-9391

Purchase Order (P.O) Number: Click here to enter University Requisition (P.O) Number.

	Dates of Service
	Description
	Amount

	Expense Date.	Click here to enter a description of the expense.	Amount.
	Expense Date.	Click here to enter another expense.	Amount.
	Expense Date.	Click here to enter another expense.	Amount.
	Expense Date.	Click here to enter another expense.	Amount.

	TOTAL DUE

	Enter Total For This Invoice 
	
	☐ Check if this is the FINAL invoice


Remit Payment To:
Click here to enter Contact Person.				
Click here to enter Hospital Name.				
Click here to enter Hospital Address.
City.  State.  Zip.By signing this report, I certify to the best of my knowledge and belief that the report is true, complete, and accurate, and the expenditures, disbursements and cash receipts are for the purposes and objectives set forth in the terms and conditions of the Federal award. I am aware that any false, fictitious, or fraudulent information, or the omission of any material fact, may subject me to criminal, civil or administrative penalties for fraud, false statements, false claims or otherwise. (U.S. Code Title 18, Section 1001 and Title 31, Sections 3729-3730 and 3801-3812).


Signature of Authorized Official at the Hospital:     _________________________________________
						Click here to enter name of Authorized Official.
						Click here to enter this person’s Title.
						
