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NEW YORK PSYCHIATRIST OR PHYSICIAN 
.1..1 Originating Agency l°rig Agency Code I Interest Eligible !YIN) P-Contrlllct 

Paymenl Dale (MM) (DO) iVY) CSC Use Only 1 Uability Date (MM) (00) IVY) 

..:J Payee 10 Additional Zip Code I Route Payee Amount I MIR Date (MMJt)O/YY 

.J..J PaY" Name (Limit to 30 spaces) IRS Code IRS Amount 

Payee Name (Limit to 30 spaces) Stat. Type Statistic I' o Puc-..1Indlca.or-S •••• wlde 

Address (Limit to 30 spaces) ..sJ Refflnv. No.lSurname 

Addrh$ (Limit to 30 spaces) Refllnv. Date (MM) (DO) IVY) 

City (limit to 20 spaces) (Limit to 2 spaces) ~ I State I Zip COOe 

6. NATURE OF PROCEEDING (Check Onel Statutory Authority for Payment: JURISDICTION OF COURT 
o HABEAS CORPUS 0 OTHER CIVil (Check One) 

PROCEEDING o ORIGINAL 0 APPELLATE 

7. REQUIRED BILLING INFORMATION AU SECTIONS MUST BE COMPLETED FOR PAYMENT TO BE MADE 

A. Type of Service rendered 0 Legal D Psychiatrist D Physician D Psychologist D Other 

B. Judge's Name:' _________________ _ C. Court Oocketllndex/File Number{s): _____________ _ 

S. 
AMOUNT 

DATE(Sl SUMMARY OF SERVICES PROVIDED: DOLLARS CENTS 

TOTAL FEE: 

TWO OR MORE PROFESSIONALS ASSIGNED TO CASE (PHYSICIANS, PSYCHIATRISTS, OR COUNSEL) D 

9. CERTlACA TlON: I HEREBY CERTlfY THAT TIlE ABOVE STATEMENT OF SERVICES IS TRUE A NO CORRECT. AND THAT NO PART THEREOF HAS BEEN PAID EXCEPT AS STArED TIlEREIN 
AND TliA.T THE BAlANCE STATED IS DUE AND OWlNG AND THAT TAXES flIOM WHICH THe STATE IS EXEMPT ARE EXCLUDED TMEREFROM. 

SIGNATURE om SOCIAL SECURITY NUMBER 

10. COURT USE: I HEREBY CERTIFY THAT 11'1 ACCDADANCE WITH THE ABOVE STATEMENT OF SERVICES. THE TOTAL FEE AWARND FOR SUCH SERVICES IS FAIR ANO JUST ANO 
IS SET FORTM ABOVE. 

SIGNATURE om ''''~ 

". FDA APPELLATE DIVISION USE ONlY: I HEREBY CERTIFY THAT THIS VOUCMER IS CORRECT AND JUST AI'IO PAYMENT IS HEREBY APPROVED. 

SIGNATURE 0'" 


