(Add your Department Letter Head or name and Address here)





___________________________________
Date



___________________________________
Name
___________________________________
Address
___________________________________

___________________________________


Please complete and sign this form so we may process payment for your Services in the______________________________________________________.  Thank you.

************************************************************************


__________________________________________agrees to accept __$___________for
                             (Name)

________________________________________________________________________

______________________________________________on________________________
									     (Date)

                                                             __________________________________________
                                 Signature

__________________________________________
                              Social Security #

__________________________________________
                             Company Name (if applicable)



					_______________________________________________________
 Department, Authorized Signature			Date
