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VTA

NAME DISCIPLINE
PERIOD COVERING /[1/ TO /15 /
FACILITY NAME FACILITY NAME FACILITY NAME
ADDRESS ADDRESS ADDRESS
HOURS PROVIDED HOURS PROVIDED HOURS PROVIDED
TOTAL TOTAL TOTAL
SIGNATURE OF FACILITY SIGNATURE OF FACILITY SIGNATURE OF FACILITY
ADMINISTRATOR (REQUIRED) ADMINISTRATOR (REQUIRED) ADMINISTRATOR (REQUIRED)

SIGNATURE OF CONSULTANT THERAPIST

TOTAL HOURS

Please print, complete, and fax the form to 866-527-1976



