PLEASE COMPLETE IF NOT PAYING THE EXACT 'AMOUNT DUE' ON THE STATEMENT

= .
2 COUN- o
LTH CARE v &
GROUP NAME:

GROUP NUMBER:
FOR INVOICE/MONTH OF:

John Doe

New Hire

4/1/2022| $1,234.00

Hired on 3/15 & missed bill cutoff

Authorized Representative Name PRINTED:

Authorized Representative SIGNATURE:

TOTALS $0.00

$0.00

STATEMENT "AMOUNT DUE"

Total Additions (Above)

Total Reductions (Above)

AMOUNT PAID

Title:

Date:

Please remit this form with your payment to:
MACO Health Care Trust

2717 Skyway Drive
Helena, MT 59602




	Sheet1

