
 

ITEM DESCRIPTION RATE # OF HOURS TOTAL 

 
 

   

 
 

   

 
 

   

 
 

   

 INVOICE 
 

INVOICE DATE: ____________________ 
 
INVOICE NUMBER: ________________ 

PAYABLE TO: 
 

NAME: ___________________________________________________________ 

ADDRESS: ________________________________________________________ 

CITY, STATE, ZIP ___________________________________________________ 

EMAIL ADDRESS: __________________________________________________ 

PHONE NUMBER: __________________________________________________ 

PROGRAM NAME: __________________________________________________ 

 

TOTAL ________________ 

THANK YOU! 

BILL TO: 
Contra Costa Regional Health Foundation 
50 Douglas Drive, Ste 310 
Martinez, CA  94553 
info@ccrhf.org 
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