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STATE OF TENNESSEE
DEPARTMENT OF INTELLECTUAL AND DEVELOPMENTAL DISABILITIES
OFFICE OF RISK MANAGEMENT & LICENSURE

Invoice Form

The fees indicated below are being remitted for the following: 	 Initial License	 License Renewal
In the following region:	 East	 Middle	 West

Licensee Name:
Address:
City, State, Zip Code:	Date:
SEND PAYMENT ALONG WITH THIS INVOICE TO:
STATE OF TENNESSEE
DEPARTMENT OF INTELLECTUAL & DEVELOPMENTAL DISABILITIES
CITIZENS PLAZA
ATTN: BILL CLAY
[bookmark: _GoBack]400 Deaderick Street
Nashville, TN 37243
________________________________________________________________________________________________________________________________
NON-RESIDENTIAL SERVICE AND/OR FACILITY FEES
No. of sites operating One (1) category of services and/or facility: 		________ x $ 810.00 = 	   _______________

No. of sites operating Two (2) categories of services and/or facilities: 		________ x $1,010.00 =	   _______________	

No. of sites operating Three (3) categories of services and/or facilities:		________	 x $1,220.00 =	   _______________

No. of sites operating Four (4) categories of services and/or facilities: 		________ x $1,420.00 =	   _______________

No. of sites operating more than 4 categories of services and/or facilities: 	________ x $1,620.00 =	   _______________	

__________________________________________________________________________________________________________________
RESIDENTIAL FACILITY FEES
Capacity of Two to Three (2-3) Beds:					________	Site(s) x $200.00 =	   _______________

Capacity of Four to Ten (4-10) Beds: 					________	Site(s) x $280.00 =	   _______________

Capacity of Eleven to Fifteen (11-15) Beds: 				________	Site(s) x $410.00 =	   _______________

Capacity of Sixteen to Fifty (16-50) Beds: 				________	Site(s) x $810.00 =	   _______________

Capacity of More than Fifty (50) Beds: 					________	Site(s) x $1,220.00 =  _______________ 

FEE FOR INTELLECTUAL AND DEVELOPMENTAL DISABILITIES INSTITUTIONAL FACILITIES

Total Number of Beds at All Sites = $175.00 (per bed) =			________	Bed(s) x$175 =  	 _______________



       TOTAL LICENSE FEES $ _______________



FOR DIDD OFFICE USE ONLY - DO NOT WRITE IN THE SPACE BELOW

	1. FISCAL SERVICES SECTION:
	2. REGIONAL LICENSURE OFFICE VERIFICATION:

	Date Fee Rec'd:                           Amnt. Rec'd:$
	Date Fee Verified:                                 Correct Fee:

	Receipt Number:
	 Correct  Insufficient   Overpayment
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