Form 124

FY 2009 & 2010

COMMUNITY MENTAL HEALTH CENTER

ENHANCED SERVICE ACCESS 

FOR PERSONS WHO ARE DEAF OR HARD OF HEARING

Region: _     ___________________________________________________________

Interpreter Services

	Client Identification Number

Do not use Social Security Number
	Service Date
	Program

(MH/MRSA)
	No. of Units (Hourly Rate)
	Cost Per Unit
	Total

	     
	From:     
To:     
	     
	     
	     
	     

	     
	From:     
To:     
	     
	     
	     
	     

	     
	From:     
To:     
	     
	     
	     
	     

	     
	From:     
To:     
	     
	     
	     
	     

	     
	From:     
To:     
	     
	     
	     
	     


	



Travel:_     ___miles @ __     __ per mile =
	     

	GRAND TOTAL
	     


Interpreter Name: _     _______________________________________________________________

Certification Level: __     _____________________________________________________________

CMHC Authorized Signature: __________________________________   Date: _____     ________

Please Submit To:

Division of Mental Health/Deaf Services

100 Fair Oaks Lane, 4 E-D
Frankfort, KY  40621-0001
