Your City/County Letterhead

Your Address

Civil Detention Program Invoice

Total Amount Requested: $         Billing Period:      
Civil Detentions – Reimbursed by the State

	Suspect ID/ RVCT#
	Detention Site
	Dates of Detention for this Billing Period
	Rate Per Day
	# of Days1


	Total 

Amount
	Disposition 

Code2
	Location/

Specify

	
	
	Date Began
	Date Ended
	
	
	
	
	

	     
	     
	     
	     
	$      
	     
	$      
	     
	     

	     
	     
	     
	     
	$      
	     
	$      
	     
	     

	     
	     
	     
	     
	$      
	     
	$      
	     
	     


Other Civil Detention Expenses – Reimbursed by the State

	Suspect ID/RVCT #
	Other Civil Detention Expense Description
	Total Amount

	     
	     
	$      

	     
	     
	$      

	     
	     
	$      


	1If patient was detained more than once, enter each episode as a separate detention on a separate line.

2Disposition Codes (use more than one if necessary)

A – Treatment discontinued – detention order lifted - please circle (completed therapy/moved/uncooperative or refused meds/not TB). Submit RVCT follow-up 2.

B – Patient continuing TB Rx. 
Patient remains under detention order - location specified 

C – Patient continuing TB Rx – detention order not lifted – 
Patient discharged from detention facility to place of residence

D – Patient continuing TB Rx – detention order lifted – Patient discharged from facility – location specified 

E – Patient AWOL, detention order not lifted – ongoing investigation to locate patient.

F – Patient expired while on civil order of detention

G – Other, specified above

*Other expenses may include transportation costs or medical appointments (e.g., dental, eye exams) that the patient requires in order to complete detention.
	CERTIFICATION:

This reimbursement request (invoice) is certified to be correct and is supported by accounting information and documentation held available for the State Tuberculosis Control Branch’s review.

      

TB PROGRAM MANAGER (PRINT)

___________________________

TB PROGRAM MANAGER (SIGNATURE)

DATE          TELEPHONE NUMBER (    )      -      

	
	








TBCB Internal Use Only


Bill to:	California Department of Public Health


	Tuberculosis Control Branch


	850 Marina Bay Pkwy, Bldg P 2nd Floor


	Richmond, CA 94804-6403


Attention:  Jan Young











