@€ connecTticut TB Program Attestation and Contact Form

Public Health

Instructions: Fill in every field on this form and submit a signed copy via fax to 860-706-1232 with appropriate
supporting documentation and a completed CO-17 form. For questions regarding TB billing and reimbursement,
please call the DPH TB Control Program at 860-509-7722. On the CO-17 form on the following page, fields with an
asterisk are required.

Section 1. Attestation

Forms submitted without signature will be rejected and returned for signature. By signing below, you agree to the
following attestation:

| hereby certify that

(1) this is a valid claim for the treatment and care of tuberculosis.
(2) said claim has not been paid.
(3) all efforts have been made to obtain payment for said services from all potential third-party payers.

(4) no outstanding requests for payment for said services are currently pending with the patient or third
party.

(5) Iwill not submit a billing request for said services to the patient or any third-party after the date hereof.

(6) if I receive payment for said service from anyone other than the State, | will promptly contact the
Department of Public Health and comply with its reimbursement instructions.

(7) I recognize and accept that the Department of Public Health may deface the invoice by marking or
altering it so the billed amount matches the DSS MAP Medicaid rate or other applicable rate, and that
this adjusted amount will be used to reimburse my organization.

Signature* Date*

Print Name* Title*

Section 2. Vendor Contact Information

Point of Contact* Fax Number*
Phone Number* Email*
Vendor Name* Vendor Address*

*Indicates a required field



VENDOR INVOICE FOR GOODS OR SERVICES
RENDERED TO THE STATE OF CONNECTICUT

CO - 17 REV. 12/2025

VENDOR: PLEASE COMPLETE THIS FORM AND SEND IT TO THE TB PROGRAM VIA FAX TO 860-706-1232 FOR PROCESSING.

STATE OF CONNECTICUT
OFFICE OF THE STATE COMPTROLLER
ACCOUNTS PAYABLE DIVISION

(1) BUSINESS UNIT NAME (2) BUSINESS UNIT NO. (3) INVOICE NO.(for DPH use ONLY) (4) INVOICE AMOUNT (for DPH use ONLY)
DPH DPHM1 B $
(5) DOCUMENT DATE (for DPH use ONLY) (6) INVOICE DATE (7) ACCOUNTING DATE (8) REPORT TYPE* (9) VENDOR FEIN/SSN ID / ADDRESS CODE*
(for DPH use ONLY) (for DPH use ONLY)
VENDOR / PAYEE: FIELDS 8-10 and 14-18 ARE MANDATORY FOR PAYMENT (Field 16 is mandatory for Pharmacy only)
10 (11) VOUCHER NO. (For DPH use ONLY)
PAYEE:*
PAYEE:*
ADDRESS:* @2 VOUCHER DATE (For DPH use ONLY)
ADDRESS:*
ADDRESS:* PREPARED BY
CITY:* STATE:* COUNTRY:* ZIP CODE:*
(13) VENDOR COMMENTS
(14) (15) (16) 17) (18)
GIVE FULL DESCRIPTION OF GOODS AND / OR SERVICES QUANTITY* UNITS* UNIT PRICE* AMOUNT*
(TO BE COMPLETED BY VENDOR - SEE INSTRUCTIONS)
. - - - Total:
BUSINESS UNIT USE ONLY
(19) (20) (21) (22) (23) (24) (25) (26) (27) (28) (29)
BUDGET
AMOUNT QUANTITY FUND DEPARTMENT S PROGRAM ACCOUNT ngiﬁ?/ CHARIFIELD CHAREFIELD ErEREnCE

N/A 12004 DPH48666 16112 42010 DPH16112XRYSCRN| N/A N/A N/A

(30) DEPARTMENT NAME AND ADDRESS (31) PONO. (32) COMMODITIES RECEIVED OR SERVICES RENDERED - SIGNATURE

State of Connecticut Department of Public Health

TB Billing Program

Fax #: 860-706-1232

(33) PO BUSINESS UNIT (34) RECEIVING REPORT NO. |(35) DATE(S) OF RECEIPT(S)

SHIPPING INFORMATION

(36) DATE SHIPPED

(37) FROM - CITY / STATE

(38) VIA - CARRIER (39) F.O.B.
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