Exhibit 4a

Maternity Service Projects - New
Enrollments Invoice Forms



Month:

Attachment T-1

Maternity Services Program
New Enrollments Invoice*

Health Care: Hospital:

This is to request reimbursement for the following patients, who have been denied Medical
Assistance for reasons cited. Please forward payment to:

Social Security Number
or Health Center Chart #

Reason for Medical Assistance Reimbursable Cost
Denial

TOTAL: |

Prepared by:

Phone: Date:

Authorized Signature:

Phone:

Title:

*Use separate sheet for each site.




Exhibit 4b

Maternity Service Projects — Special Testing

Invoice



