
(USE AGENCY’S OFFICIAL LETTERHEAD)

 

(Date)
 

(Contract Manger’s Name)
Maternal, Child and Adolescent Health Branch
MS 8305
P.O. Box 997420
Sacramento, CA  95899-7420
 

MATERNAL, CHILD AND ADOLESCENT HEALTH BRANCH AGREEMENT # _____________
 

Enclosed for payment is our invoice number ___ for the _____________ Program in the amount of $____________, which covers the period of ___________ through______________ (inclusive dates) for services rendered pursuant to the terms and conditions established in the above referenced MCAH Allocation Plan and Budget.  
 

Should you have any questions regarding this invoice payment request, please contact _____________________at, _________________.
 

Sincerely,

(Original Signature)

(Title of signer)

 

