Request for Vendor Payment/Reimbursement Form /0

Participant Name Participant Prime ID #

Employer Name Month/Year

Payment Instructions
Make Check Payable To:

Vendor FEIN or SS# Vendor Name
Vendor Address Vendor City/State/Zip

Pay from Contingency Funds (CONT) Pay from Discretionary Funds (DISC)
Invoice/ Description Total Amount

Service Date

Total Check Amount

Invoice Number

REMINDER: Please attach a copy of proof of item and cost such as the voided receipt or invoice

By signing this form, | attest that services were delivered and received consistent with the Spending Plan and | have rendered
and/or approved the above payment request in accordance with the Program regulations. | understand that payment and
satisfaction of this claim may be from Federal and State funds, and that | may be prosecuted under applicable Federal or State
laws, for any false claims, statements or documents or concealment of a material fact. Any misuse of funds may result in
being fined or penalized including but not limited to the repayment of claim. Collection costs or legal fees will be my
responsibility.

Participant or Representative’s Signature Date

Case Manager’s Signature Date
*Case Manager’s signature indicates that item purchased is consistent with and is intended to be purchased through the service budget.

Return completed form to Acumen (choose one option):

Email: customerservice@acumen2.net
Mail: 5416 E Baseline Rd., Suite 200, Mesa, AZ 85206
Fax: (866) 235-4745
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mailto:customerservice@acumen2.net

INSTRUCTIONS FOR PARTICIPANT-EMPLOYER or DESTIGNATED REPRESENTATIVE

You, the Participant-Employer must have contingency or discretionary funds in your budget to
purchase items that Medicaid, local community resources or SNAP do not cover, and are
approved by your Case Manager.

1. The Participant-Employer/Designated Rep - completes the Request for Payment form.

2. The Participant-Employer/Designated Rep - attaches a copy of the itemized receipt(s) or
invoice(s), or other proof of item or services cost, signs the form, and gives to the Case
Manager for signature.

3. The Participant-Employer/Designated Rep - submits the signed Request for Payment
form with necessary documentation to Acumen Fiscal Agent for payment. The form must
be signed by both the Participant-Employer/Designated Rep AND the Case Manager.

4. Acumen will process payment according to dates listed on the Acumen Payment
Schedule form.
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