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Broker Invoice 

Broker’s Name: ________________________________ Broker Authorization Number: __________________ 
Check one:           Start-Up Broker               Support Broker 
Participant’s Name: _____________________________________ Participant’s Medicaid CIN: ____________ 
 

Invoice for the Month of (Month/Year): ________________ 
 
Date: _______ Hours Worked: From _________ to ________ Hours Charged: ______ Face to Face:       yes           no 
Specify the Broker’s Action Provided in Support of a Valued Outcome (Service locations may be noted). 

               
                              

Initials ____ 
Date: _______ Hours Worked: From _________ to ________ Hours Charged: ______ Face to Face:       yes           no 
Specify the Broker’s Action Provided in Support of a Valued Outcome (Service locations may be noted). 

               
                              

Initials ____ 
Date: _______ Hours Worked: From _________ to ________ Hours Charged: ______ Face to Face:       yes           no 
Specify the Broker’s Action Provided in Support of a Valued Outcome (Service locations may be noted). 

               
                              

Initials ____ 
Date: _______ Hours Worked: From _________ to ________ Hours Charged: ______ Face to Face:       yes           no 
Specify the Broker’s Action Provided in Support of a Valued Outcome (Service locations may be noted). 

               
                              

Initials ____ 
Date: _______ Hours Worked: From _________ to ________ Hours Charged: ______ Face to Face:       yes           no 
Specify the Broker’s Action Provided in Support of a Valued Outcome (Service locations may be noted). 

               
                              

Initials ____ 
Date: _______ Hours Worked: From _________ to ________ Hours Charged: ______ Face to Face:       yes           no 
Specify the Broker’s Action Provided in Support of a Valued Outcome (Service locations may be noted). 

               
                              

Initials ____ 
Initial for each date of service. This attests that the service was provided on that day.  
Invoice Amount = Total Hours Charged _____________ x Hourly Rate $ ___________ = $ ______________ 
Signature of Broker: ___________________________________ Initials: ________________ Date: ________ 
Signature of Participant/Designee ______________________________________________  Date: _________ 
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