INVOICE

MID-AMERICA REGIONAL COUNCIL SOLID WASTE MANAGEMENT DISTRICT
600 Broadway, 300 Rivergate Center
Kansas City, MO 64105
816/474-4240	816/421-7758 (fax)


GRANTEE: _____________________________________	PROJECT:  _______________________________
Address	_____________________________________
	_____________________________________


	
	

	Project Manager:
	Grant Number:

	Invoice Number:
	Grant Amount:

	Date:
	Billing Period:



PART A: EXPENSES (Total Project Expenses Less Contributed Services)
	BUDGET CATEGORY
	DESCRIPTION
	GRANT FUNDS
	CASH MATCH
	TOTAL

	













	
	
	
	

	
	TOTAL:
	
	
	

	
	PERCENTAGE:
	
	
	100%

	
	
	
	
	



PART B: CONTRIBUTED SERVICES or IN KIND
	BUDGET CATEGORY
	DESCRIPTION
	RATE/HOUR
	AMOUNT

	





	
	
	

	
	
	 Subtotal of Contributed Services  
	

	
	
	Subtotal of Expenses (Part A)
	

	
	
	         Total Expenses (Part A + B)
	



	

	COMMENTS

	

	

	



I certify that the above information is true and correct.

______________________________________________________	_________________
Signature of Authorized Official					Date
