                                                            WASHINGTON VOLUNTEER FIREFIGHTERS’ AND RESERVE OFFICERS’                                         AR_______

RELIEF AND PENSION ACT
Invoice Voucher

	Date: 
	


	NAME & ADDRESS OF CLAIMANT
	
	CLAIMANT MUST COMPLETE THIS SECTION

	
	
	VENDOR'S CERTIFICATE.  I HEREBY CERTIFY UNDER PENALTY OF PERJURY THAT THE ITEMS AND TOTALS LISTED HEREIN ARE PROPER CHARGES FOR SERVICES FURNISHED TO THE STATE OF WASHINGTON, AND THAT ALL SERVICES RENDERED HAVE BEEN PROVIDED WITHOUT DISCRIMINATION ON THE GROUNDS OF RACE, CREED, COLOR, NATIONAL ORIGIN, SEX OR AGE.

	
	
	Signature of Claimant

	
	
	X

	
	
	SSN or Tax ID #

	
	
	Phone #


NAME OF FIREFIGHTER or RESERVE OFFICER: _______________________

	DATE OF SERVICE
	ITEMIZE CLAIM OR ATTACH INVOICE
	CPT CODE
	AMOUNT BILLED
	AMOUNT ALLOWED*

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	FOR AGENCY USE ONLY
	   APPROVED BY LOCAL BOARD

	
	X

	
	SIGNATURE OF CHAIR OR MAYOR

	
	X 

	
	SIGNATURE OF SECRETARY OR CLERK

	* We are required by RCW 41.24.110 to pay for physicians’ services at a rate not to exceed Labor & Industries fee schedule.  Your bill will be audited to conform.    State Board for Vol Firefighters & Reserve Officers
	

	
	NAME OF FIRE DISTRICT OR CITY

	
	CURR DOC
	SWV # 
	 VENDOR MESSAGE
	DEPT ID

	
	
	
	
	

	TRANS CODE
	FUND
	APPN IND
	PROG IND
	SUB OBJ
	SUB SUB
	MG/ MS
	SUB SRC
	GL ACCT
	AMOUNT

	
	      
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


APPROVED BY:                                                                       WARRANT DATE:                                          WARRANT #:
