	


	     
	C3 Req. No.:
	

	
	C3 PO No.:
	



TAX INVOICE NO:

	Authorised Clinician’s Name
	     

	
	

	
	

	Payment Name 

(The name that will appear on the cheque)
	     

	
	

	ABN
	     

	
	

	Payment Address
	     

	
	     

	
	Suburb:      
	 FORMDROPDOWN 

	Postcode:      


Note: Payments will be processed on the basis of this form only. Please send only one invoice for each report/court/ADR appearance. Failure to complete all sections may cause delays in processing and/or the invoice may be returned for completion..
	Client Surname
	CCC Client File No/s:

	     
	     

	Details
	Amount ($)
	GST ($)
	Subtotal ($)

	Assessment Report*
	     
	     
	     

	Court Appearance (3 hrs plus $140.00/hr additional)**
	     
	     
	     

	Court Appearance Reading Time [     ] hrs @ $140.00/hr
	     
	     
	     

	Alternate Dispute Resolution Attendance (3 hrs plus $140.00/hr additional)**
	     
	     
	     

	Travel Hours Claimed [     ] hrs @ $80.00 per hour***
	     
	     
	     

	Fares/Accommodation/Meals*
	     
	     
	     

	*Copies of Director's approval and receipts attached           Totals
	     
	     
	     

	** Copies of Notice to Attend and receipts attached      *** For assessment reports only: deduct one hour.

	I hereby declare that I undertook the above report/court/ADR attendance myself.

	Signature of Authorised Clinician
	
	Date
	     



	Section 12 Expenditure Approval:

Signature: ______________________________________



	Mark Allerton, Director, Children’s Court Clinic
	Cost Code:
__________________________________________

	Date: 
	

	Certified Correct Under Section 13 of the Public Finance and Audit Act, 1983:
	Authorisation Checks:

	Checked for double payment_____________________________________

Marked off against Authority and/or Order___________________________

Appropriation correct and funds are available_________________________

Checked for discounts allowed____________________________________

Performance of service__________________________________________

Rates of charge________________________________________________

Computations and costings_______________________________________
	Category
(
Travel
(
Accommodation
(


	
	

	(To be certified by Court Registrar/ Children’s Court Clinic Authorised Officer)
	 Payment authorised under s.134 of PF&A Act


Children’s Court Clinic 


Children’s Hospital Westmead


Locked Bag 4001


WESTMEAD  2145





Office Use Only








Assessments: Please either fax this invoice to 8688 1520 or scan and send it to the clinic by email as an attachment with your assessment. 


Court/ADR Attendance: Please attach a copy of the Notice to Appear in Court/ADR to this invoice, and either post or fax it to the Care Registrar of the relevant court.





We recommend that you retain a copy of this invoice for your records. If you have any queries in relation to the use of this form, please contact the clinic’s Client Service Manager on 8688 1530.








