Employee Assistance Program (EAP)
Provider Network Invoice 

Do not include any protected health information on this form. 
[bookmark: _GoBack]This is a billing form and the EAP referral number is required to receive reimbursement.




Provider’s Name: 

Make Check Payable To: 

Billing Address: 

Phone Number: 

Provider’s EAP Contract Number: 

EAP Referral Number (required): 


	   Date of Service
	Service Rendered
	 # of Clients             
	       Time Spent

	
	

ASSESSMENT SESSION
	

          
	

	

	
SUBSEQUENT SESSION
	

	

	

	
SUBSEQUENT SESSION
	

	





Provider Signature (required): ____________________________________________Date: ________________________





Please FAX to 360-664-0498
EAP Contracts Manager 
Washington State Employee Assistance Program







	For EAP Use Only

	Fund

	Program Index

	Sub Object
	Amount $ (Hours x $70)


	Authorizing Signature:
________________________________________________
	Date:
_______________________________________________
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