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EAP Invoice for Services Provided by Affiliates

	Session Date
	Client Name
	Company
	Session #
	Rate

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Total Amount Due:  $______________

Make Check Payable to:

Affiliate/ Agency Name: _____________________________________

Address: __________________________________________________

State & Zip:  _______________________________________________ 

Federal EIN:  ______________________________________________

Please send initial intake paperwork along with your first session for each client.  Remember to close client files by completing closing details after final session and re-sending the form.

Send Invoice to:

Associated Employee Assistance Services





1820 Post Road, Suite 5





Plover, WI  54467





FAX 715-342-2058
