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From:






      Remit to:

       Local Public Health Authority Name
Email the Invoice to:



         Local Public Health Authority Address
heidi.behm@dhsoha.state.or.us
If mailing a paper copy send to:
Oregon Health Authority
Tuberculosis Control Program
800 NE Oregon Street, Ste 1105
Portland, OR 97232
QUANTIFERON/TSPOT LAB TEST INVOICE
Date:






Invoice#: 
Do Not put patient names on invoice
Maximum reimbursement amount: $150.00 per lab test
	# of Labs Billed
	Date

of Service
	Place of Service
	Reimbursement
	Total $ amount

	
	
	
	
	

	
	
	
	Invoice Total:
	


Authorization for the QFT/TSPOT Labs Given By:  _____________________________________
Local Public Health Authority Representative Signature






   _____________________________________
Type or print name of authorizing individual
Copy of Hospital or Lab invoice is attached













OHA-PHD fiscal program use only - do not write below this line
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