First Steps No-Show Monthly Invoice
Central Finance Office c/o Covansys
P.O. Box 2507 Greenwood, IN 46142 
Provider Claims 866-711-2573 ext. 1                               http://dese.mo.gov/divspeced/FirstSteps/ProviderInfo.html 
	Provider Name:
	
	Discipline:
	

	
	
	
	

	Payee Name:
	
	Tax ID Number:
	


All fields are required for reimbursement of a no-show visit. Invoices must be submitted within 60 days from the date of service.
	Date of Service
	Service Authorization #
	Child

Last Name
	Child

First Name
	Location of visit
	Unit
	Intensity in Minutes
	Charges
	Progress Note (√)

	
	
	
	
	
	1 Unit
	15 minutes
	$17.00
	

	
	
	
	
	
	1 Unit
	15 minutes
	$17.00
	

	
	
	
	
	
	1 Unit
	15 minutes
	$17.00
	

	
	
	
	
	
	1 Unit
	15 minutes
	$17.00
	

	
	
	
	
	
	1 Unit
	15 minutes
	$17.00
	

	
	
	
	
	
	1 Unit
	15 minutes
	$17.00
	

	
	
	
	
	
	1 Unit
	15 minutes
	$17.00
	

	
	
	
	
	
	TOTAL CHARGES:
	$
	


I certify that the information entered as required documentation for payment of a First Steps No-Show Visit is accurate and correct to the best of my knowledge.  I agree to the conditions as outlined in the First Steps Provider/Payee Agreement and guidance regarding no-show visits. I understand that the CFO will adjust any and all missed visits payments if errors are found in the information I have submitted. 
	
	
	

	Provider Signature
	
	Date


Effective 12/1/11
