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Remit to:
PAY ONLINE AT MASSPAYS.COM/MCD
MASS. COMMISSION FOR THE DEAF
AND HARD OF HEARING

600 Washington St
Boston M2 G213%

Bill to:

CITY OF SOMERVILLE

165 BROADWAY

SOMERVILLE MA 02145-2102
Payment Method: Check [] . Money Order [j

[] Please check if address has changed. Write correct Please write Invoice No on front of
address on back of stub and attach with payment check or Money Order. DO NOT MATL CASH

Piease detach the above stub and return with your remittance payable to COMMONWEALTH OF MASS OR ONLINE AT MASSPAYS.COM/Mi

Commonwealth of Massachusetts

COMMISSION FOR THE DEAF AND HARD OF HEARING
T, =

Page : 1

CITY OF SOMERVILLE 06-22-19 08-14-19
Invoice Charges
Ref Invoice . No.of Unit of Unit Charqges/ |
Line Date Units Measure Price Credit
No. DESCRIPTION
1 SIGN LANGUAGE INTERPRETATION SERVICE 05-23-19 ) 5140.00
5/23/19
Credit Payments Applied 50.00
Total Amount Due By 08-14-19 $140.00
Instructions
INVOICES ONLINE AT MASSPAYS.COM/MCD

**NEW, OUR PAYMENT SITE HAS CHANGED** VIEW AND PAY ALL CURRENT AND PAST DUE MCD
If you have recently made a payment it will be reflected in your next bill.

HEARING ADDRESS: IF THIS IS A& DAST DUE NOTICE (AND NOT AN INITIAL
MASS COMMISSION FOR THE DEAF AND HASD OF HEARING 150 MT

Please check this bill for accuracy.

Questions? Please call the Contact listed bhelow.
INVOICE) YOU MAY MAIL A WRITTEN REQUEST FOR A HEARING TO:
VERNON STREET - SUITE 550 BOSTON, MA 02125




600 Washington Street

The Cormenonwenith of Massachusetts Boston, Massachusetts 02111
i . Tel. (617) 740-1600
Executive Office of Heaith and Himan Services TTY (617) 740-1700
. - VP 326-75486

Massachusetts Commission for the Deaf and Hard of Hearing bt
http:/iwww.mass.gov/imedhh

Staff Interpreter Billing Form

Staff Interpreter Name: \ Requester Name:
e thb‘\ﬁxfhfﬂ‘f??, 5 . : /\1&1:'(1 S}\{f{ My
illing Contact Name: . er Bifone Number:
— \’\M(L{ S«Jc:umCH'Y M&M{METT @(7-¢2S - (600
ompany Name:

‘ / Appointment Address/Department: —f'
(S 9raaém? SV MA get4s 'Z/Zp S

Billing Address: m W‘ )'C M ’A_.’

.\a.am,llg&g(%c{ N1

Assignment # Servige Date Start Time End Time
1S 24900 S[23]19 102 |
Quantity Item Description Unit Price Total
9 gﬂ:’iﬁmm Sign Language Interpretation Service ?;(/ (40
Mileage Odometer reading: to
Travel Time |
Other Fee [ Parking [] Tolls [] Public Transportation

*Travel time formula - (total miles + 50 = X ¥ of hourly rate = travel reimbursement) Total f {)
Note: Must travel a minimum of 20 miles each ways to be eligible for travel reimbursement ota L{

An invoice payable to MCDHH will be issued shortly

ify that the above information is true and correct. Information will be kept strictly confidential.
Staff I terprg_e/rpSi%na ure — by my sig\m* I certify that the above information is true and correct
LM o 2\

Signaturd\a Verification — by my signature, Pcertify that the above information is fruc and correct

X
For MCDHH Use Only Reference Number:
J?(Tb WZS cancelled Dlif of Cancellation: : Time ofC‘a.ucel_[nliun: : By: f-_.}
i ORI AEST Jmﬁﬁb SR
MMARS Document ID#; S
e rel T | e
Sub-Fund Revemue Depertment Unit Description;

Fund
0300 | 2697; | 3500 | MCD | 0001

3 [ Date:

Entered By: i“ : . \l\ Date; (]A/ ! V/A!/‘m{

Submitted/Approved By: //: G Gy 2 Date- f A
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