
EXHIBIT B, ATTACHMENT II


SAMPLE QUARTERLY INVOICE

USE YOUR OFFICIAL AGENCY LETTERHEAD

Date:  (Must be after last day of billing period)

Muslimah Jaavaid
Department of Health Services

Genetic Disease Branch

850 Marina Bay Parkway, F175

Richmond, CA 94804

Agreement No.:
06-XXXXX (See Agreement for 7 digit number)

Invoice No. 
 :
XX (Number invoices beginning with 01)

Billing Period :
(Use inclusive dates: July 1, 2007 to September 30, 2007)

Project Title   :
Cystic Fibrosis Special Care Center


Position


Name

Hourly Rate

Hours Billed

Total

1.
Medical Director         
Jane Doe

$40


100

4,000.00

2.
Registered Nurse

Sue Thomas

$30


20

  600.00

3.
Dietician


Jean Morgan

$25


0

     0.00

4.
Genetic Counselor

Carol Roth

$50


20

1,000.00

5.
Fringe Benefits




       




   300.00

6. 
Travel











   500.00

7.
Indirect Costs                    








   400.00

TOTAL INVOICE AMOUNT


 



         $6,800.00

Authorized Signature
      


             





Typed Name & Title




               Date
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