ALL FULL TIME EMPLOYEES GET LIFE INSURANCE WHICH THE
COUNTY PAYS 100% AT $5.99 PER MONTH PER EMPLOYEE

FARNHAM AND VOIGT ALSO GET THE LIFE INSURANCE PAID BY THE
COUNTY \

THE FOLLOWING DO NOT TAKE COUNTY HEALTH INSURANCE:
AUGUST GRIFFIN
ED MOTLEY
MIKE HELTSLEY
DERRICK LORENZEN
PETE TEMPLETON
ALAN ZUBER
ANDY PATRICK
CHRIS PATRICK



AGENCY : 1 EDGAR COUNTY

VERSION: 2.01.00

E-H FSA PLAN

EMPLOYEE NAME
WISEMAN, DONALD G

9 /13 70

DEDUCLTLIUN WLLHABLD KREEPUKL
PERIOD 12/01/12 TO 09/30/13

ese., eummil SE——

TOTAL

Vaoft

ravn
DATE
TIME

- L
: 09/30/15
: 15:41:05

REFERENCE NO

Q&QGIS O

DEDUCTION AMT
305.00



CCpragalt

i
2013 EDGAR COUNTY HEALTH RENEWAL OPTION 4{€$/4‘ ]l i

S
Blue Cross/Blue Shield of lllinois WL/

Current PPO New PPO Current HSA New HSA \
NPP 73423 NPP9352C NPEC1807 RPSC3805

Plan Plan Plan Plan
Deductible $500/$1,500 $1,500/$3,000 $2,500/$5,000 / $2,500/$5,000
Emp/Family
Coinsurance 80% 80% 100% 80%
After Deductible
Out of Pocket Maximum $2,000/$6,000 $3,000/$9,000 $2,500/$5,000 $5,000/510,000
Emp/Family
Office Visit/Specialist $20/$40 $20/$40
Prescription Card $15/$30/$50 | $8/$35/575/5150 | 100% after Deductible | 80% after Deductible
Employee Only
Monthly Cost $192.30 $118.61 $88.20 0

570,50 (3.0 Teeso
Please circle the plan you are choosing. * 52;. 449
€38 .20

I am waiving health insurance coverage.

Employee Name b 0‘14,)% Co. VFS{MC!«V\

Employee Signature j\_j }%M/(?W

Date7/-23-15

*1f you wish to add or drop dependent (spouse/children) coverage, please contact
Billie Anne @ 466-7428.



AGENCY : 1 EDGAR COUNTY

VERSION: 2.01.00

NN --H FsA PLAN

iy EMPLOYEE NAME
Jr WISEMAN, DONALD G

DEDUCTION WITHHELD REPORT PAGE : 1
PERIOD 10/01/14 TO 09/30/15 DATE : 09/30/15
TIME : 15:39:58
)
)

TOTAL

REFERENCE NO DEDUCTION AMT
254.80



BLUECROSS/BLUESHIELD OF IL RATES
10/01/2012— 09/30/2013

NPEC 1807 (HSA) Group # P66562

Employee $30.00
Employee/Spouse 668.97
Employee/Child(ren) 372.24
Family 1,041.21

NPP73423 (PPO) Group # P66256

Employee $120.00
Employee/Spouse 779.74
Employee/Child(ren) 433.87
Family 1,213.61

Directions for Searching
Network Doctors and Dentists

BlueAccess for Members

www.bcbsil.com/members

.



2014 EDGAR COUNTY HEALTH RENEWAL OPTIONS

BC/BS of lilinois (
Ly

PLEASE CIRCLE THE PLAN YOU ARE CHOOSING* 1A \\\Em/_._/ INS COVERAGE

Option 1 Option 2 Option 3 _ \ Option 4 \ Option 5

NPP 73423 NPEC 1807 NPP 9352C NPSC 3805 NPP 8353C

PPO Plan HSA Plan PPO Plan X HSA Plan \ PPO Plan
Annual Ded. In Network $500 $2,500 $1,500 $2,500 $1,000
Annual Ded.Out Network $1,000 $5,000 $3,000 $5,000 $2,000
Coinsurance (in Network) 80% 100% 80% 80% 80%
After Deductible
In Network Max Out Pocket $2,000 $2,500 $3,000 $5,000 $4,000
Doctor's Office Copay $20 100% after Decut 520 80% after Deduct S30
(In-Network)
Prescription Card $15/$30/550 100% after Deduct $8/535/$75 80% after Deduct $8/535/575
Total Premium $671.58 $556.74 $586.39 $436.75 $611.13
County Share $463.40 $477.94 $460.92 $450.02 462.16
Employee Share 5§208.18 $78.80 $125.47 (513.27) $148.97

Employee Name y o nald O - T\\%..& downan

Date AW\N ,w\\_fM\

Employee Signature

If you wish to add/drop dependent, please call Billie Anne @ 466-7428 or 466-7433

-~

LN e

&

b WIS V)



PLEASE CIRCLE THE PLAN YOU ARE CHOOSING*

2015-2016 EDGAR COUNTY HEALTH RENEWAL OPTIONS

BC/BS of lllinois

1AM S.Eq—aﬂfzmb_.._. INS COVERAGE
!

Option 1 Option 2 Option 3 Option 4 / Option 5
NPP 73423 NPET 1V07 NPP 9382C NPSC 3805 NPP 83D3C

PPO Plan HSA Plan PPO Plan HSA Plan PPO Plan
Annual Ded. In Network $500 $2,600 $1,500 $2,500 $1,000
Annual Ded.Out Network $1,000 $5,200 $3,000 $5,000 $2,000
Coinsurance (in Network) 80% 100% 80% 80% 80%
After Deductible

g

In Network Max Out Pocket $2,000 $2,600 $4,500 $5,000 $4,000
Doctor's Office Copay m.No Deductible and Co-Ins $20 Deductible and Co-ins $30
(In-Network) |
Prescription Card $15/530/550 Deductible and Co-Ins $8/$35/575 Deductible and Co-Ins $8/535/575
Total Premium $715.13 $585.45 $649.28 $512.81 $672.48
County Share $456.00 $456.00 $456.00 $456.00 456
Employee Share 5§259.13 $129.45 §193.28 r 556.81 $216.48

Employee Name NVQ\S@% ® w«\m\wﬂw&_\wns

Date W,\ N\ﬁ\ \“

Employee Signature

Q5. Yo sk 5.4/

*1f you wish to add/drop dependent coverage, please call Terri @ 466-7429 or 466-7433
**please return to County Clerk's Office by 9345

% 23]~




AGENCY : 1 EDGAR COUNTY DEDUCTION WITHHELD REPORT PAGE : 1
VERSION: 2.01.00 PERIOD 12/01/12 TO 09/30/13 DATE : 09/30/15
TIME : 16:37:57

EMPLOYEE NAME REFERENCE NO DEDUCTION AMT
ISAF, MARK R 305.00

E-H FSA TOTAL 305.00

GRAND TOTAL 1952.36

0-1-l4 te G-30-15
We voledl aeeado W\E‘H

S /b Q& ,,



AGENCY : 1 EDGAR COUNTY DEDUCTION WITHHELD REPORT PAGE : 1
VERSION: 2.01.00 PERIOD 10/01/13 TO 09/30/14 DATE : 09/30/15
TIME : 16:38:22

O, - rc: PLAN O SR,

E-H FSA TOTAL 0.00

GRAND TOTAL

EMPLOYEE NAME REFERENCE NO DEDUCTION AMT
ISAF, MARK R 0.00



BLUECROSS/BLUESHIELD OF IL RATES
10/01/2012- 09/30/2013

Group # P66562

Employee $30.00
Employee/Spouse 668.97
Employee/Child(ren) 372.24
Family 1,041.21

NPP73423 (PPO) Group # P66256

Employee $120.00
Employee/Spouse 779.74
Employee/Child(ren) 433.87
Family 1,213.61

Directions for Searching
Network Doctors and Dentists

BlueAccess for Members

www.bcbsil.com/members




GO Pyl

2013 EDGAR COUNTY HEALTH RENEWAL OPTIONS

Blue Cross/Blue Shield of lllinois

Current PPO New PPO Current HSA New HSA
NPP 73423 NPP9352C NPEC1807 RPSC3805
Plan Plan Plan Plan
Deductible $500/$1,500 $1,500/%3,000 $2,500/55,000 $2,500/$5,000
Emp/Family
Coinsurance 80% 80% 100% 80%
After Deductible
Out of Pocket Maximum $2,000/56,000 $3,000/59,000 $2,500/$5,000 $5,000/$10,000
Emp/Family
Office Visit/Specialist $20/540 $20/$40
Prescription Card $15/$30/550 | $8/$35/575/5$150 | 100% after Deductible | 80% after Deductible
Employee Only
Monthly Cost $192.30 $118.61 $88.20 0

Please circle the plan you are choosing. *

X I am waiving health insurance coverage.

Employee ‘Name

Employee Signature

Date 7/22/0/;3
/7

MK afsA‘Q

.
/

FILED

SEP 2 7 2013

.
A

7
g
EERIK

EOGAR COUN,

*If you wish to add or drop dependent (spouse/children) coverage, please contact
Billie Anne @ 466-7428.



2014 EDGAR COUNTY HEALTH RENEWAL OPTIONS

BC/BS of lllinois

PLEASE CIRCLE THE PLAN YOU ARE CHOOSING* vm | AM WAIVING HEALTH INS COVERAGE
Option 1 Option 2 Option 3 Option 4 Option 5
NPP 73423 NPEC 1807 NPP 9352C NPSC 3805 NPP 8353C
PPO Plan HSA Plan PPO Plan HSA Plan PPO Plan
Annual Ded. In Network $500 $2,500 $1,500 $2,500 51,000
Annual Ded.Out Network $1,000 $5,000 $3,000 $5,000 $2,000
Coinsurance (in Network) 80% 100% 80% 80% 80%
After Deductible
In Network Max Out Pocket $2,000 $2,500 $3,000 $5,000 $4,000
Doctor's Office Copay $20 100% after Decut $20 80% after Deduct 530
(In-Network)
Prescription Card $15/$30/550 100% after Deduct $8/$35/575 80% after Deduct $8/$35/575
Total Premium $671.58 $556.74 $586.39 $436.75 $611.13
County Share $463.40 S§477.94 $460.92 $450.02 462.16
Employee Share 5§208.18 578.80 $125.47 (§13.27) $148.97

Employee Name \E/ENR H&Pv

Date \0\\ w\\\ ..\

Employee Signature

If you wish to add/drop dependent, please call Billie Anne @ 466-7428 or 466-7433

M Do

L

1m0 1J) ~4%ST Favy



PLEASE CIRCLE THE PLAN YOU ARE CHOOSING*

2015-2016 EDGAR COUNTY HEALTH RENEWAL OPTIONS

BC/BS of lllinois

| AM WAIVING HEALTH INS COVERAGE

Option 1 Option 2 Option 3 Option 4 Option 5
NPP 73423 NPET 1vV07 NPP 9382C NPSC 3805 NPP 83D3C

PPO Plan HSA Plan PPO Plan HSA Plan PPO Plan
Annual Ded. In Network $500 $2,600 $1,500 $2,500 $1,000
Annual Ded.Out Network $1,000 $5,200 $3,000 $5,000 $2,000
Coinsurance (in Network) 80% 100% 80% 80% 80%
After Deductible
In Network Max Out Pocket $2,000 $2,600 $4,500 $5,000 $4,000
Doctor's Office Copay $20 Deductible and Co-Ins $20 Deductible and Co-ins $30
(In-Network)
Prescription Card $15/$30/$50 Deductible and Co-Ins $8/$35/575 Deductible and Co-ins $8/$35/575
Total Premium $715.13 $585.45 $649.28 $512.81 $672.48
County Share $456.00 $456.00 $456.00 $456.00 456
Employee Share $259,13 $129.45 5193.28 5$56.81 , 5216.48

Employee Name

MarK TeAY

Date m \L&_ VA

*If you wish to add/drop dependent coverage, please call Terri @ 466-7429 or 466-7433

**Pplease return to County Clerk's Office by 8/28/15

Employee Signature

\v,\.m\ﬁ\.




AGENCY : 1
VERSION: 2.01.00

EDGAR COUNTY

DEDUCTION WITHHELD REPORT
PERIOD 12/01/14 TO 09/30/15

PAGE : 1
DATE : 10/01/15
TIME : 08:08:32

E-H FSA PLAN

EMPLOYEE NAME
WOOD, JEFFREY D

E-H FSA

TOTAL

REFERENCE NO

DEDUCTION AMT
1520.51

1520.51

GRAND TOTAL




2014 EDGAR COUNTY HEALTH RENEWAL OPTIONS

BC/BS of lllinois

PLEASE CIRCLE THE PLAN YOU ARE CHGOSING* | AM WAIVING HEALTH INS COVERAGE
Option 1 s Option 2 Option 3 % Option 4 Option 5
NPP 73423 NPEC 1807 NPP 9352C NPSC 3805 NPP 8353C
PPO Plan HSA Plan PPO Plan HSA Plan PPO Plan
Annual Ded. In Network $500 52,500 $1,500 $2,500 $1,000
Annual Ded.Out Network $1,000 $5,000 $3,000 $5,000 $2,000
Coinsurance (in Network) 80% 100% 80% 80% 80%
After Deductible
In Network Max Out Pocket $2,000 $2,500 $3,000 $5,000 $4,000
Doctor's Office Copay $20 100% after Decut $20 80% after Deduct $30
(In-Network)
Prescription Card $15/$30/S50 100% after Deduct $8/535/875 80% after Deduct $8/$35/575
Total Premium $671.58 $556.74 $586.39 $436.75 $611.13
County Share $463.40 §477.94 .m\p.m_.D.om $450.02 462.16
Employee Share ¢ $208.18) $78.80 ¢ $125.47 ($13.27) $148.97
— T
] . . ;
Employee Name £/ \\\\\M\w\\u k\ﬁmu\\\ Employee Signature \\\X@a - R\\&.\ /
s

Date /Z- - /<Y

If you wish to add/drop dependent, please call Billie Anne @ 466-7428 or 466-7433

\ \_.\\




2015-2016 EDGAR COUNTY HEALTH RENEWAL OPTIONS
BC/BS of lllinois

PLEASE CIRCLE THE PLAN YOU ARE CHOOSING*

I AM WAIVING HEALTH INS COVERAGE

Option 1 Option 2 Option 3 Option 4 Option 5
NPP 73423 NPET 1V07 NPP 9382C NPSC 3805 NPP 83D3C

PPO Plan HSA Plan PPO Plan HSA Plan PPO Plan
Annual Ded. In Network $500 $2,600 $1,500 $2,500 $1,000
Annual Ded.Out Network $1,000 $5,200 $3,000 $5,000 $2,000
Coinsurance (in Network) 80% 100% 80% 80% 80%
After Deductible
In Network Max Out Pocket $2,000 $2,600 $4,500 $5,000 $4,000
Doctor's Office Copay $20 Deductible and Co-Ins $20 Deductible and Co-ins $30
(In-Network)
Prescription Card $15/$30/550 Deductible and Co-ins $8/$35/S75 / Deductible and Co-Ins $8/535/575
Total Premium $715.13 $585.45 $649.28 \ $512.81 $672.48
County Share $456.00 $456.00 $456.00 $456.00 456
Employee Share §259.13 §129.45 5$193.28 5§56.81 5$216.48

Employee Name__ Je £l )\ {/uedd

Date. 9-20 - />

*If you wish to add/drop dependent coverage, please call Terri @ 466-7429 or 466-7433

**please return to County Clerk's Office by 9/3/15

Employee Sighature

I

g7




DEDUCTION WITHHELD REPORT

AT

L
09/30/15

AGENCY : 1 EDGAR COUNTY

VERSION: 2.01.00 PERIOD 10/01/13 TO 09/30/14 DATE :
TIME : 16:53:05

- ;- rs> PLAN P e R ) SN ey

EMPLOYEE NAME REFERENCE NO AN DEDUCTION AMT
ENGLISH, DALE E Oy 961.50
E-H FSA  TOTAL ] 961.50
LTS, 961.50

GRAND TOTAL

g .t.J(,rLof

&

—

wtdde Jutoad o

0 1S oo B




BLUECROSS/BLUESHIELD OF IL RATES
10/01/2012— 09/30/2013

NPEC 1807 (HSA) Group # P66562

Employee $30.00
Employee/Spouse 668.97
Employee/Child(ren) 372.24
Family 1,041.21

NPP73423 (PPO) Group # P66256

Employee $120.00
Employee/Spouse 779.74
Employee/Child(ren) 433.87
Family 1,213.61

Directions for Searching
Network Doctors and Dentists

BlueAccess for Members

www.bcbsil.com/members




AGENCY : 1 EDGAR COUNTY

VERSION: 2.01.00

DEDUCTION WITHHELD REPORY
PERIOD 12/01/12 TO 09/30/13

rasn
DATE
TIME

L
10/01/15
07:58:10

GEEE———, ¢ £ PLAN

q EMPLOYEE NAME

FARNHAM, KARL E

E-H FSA

REFERENCE NO

TOTAL

1210.00

GRAND TOTAL

1210.00

O e
DEDUCTION AMT
1210.00



(CPrgete

2013 EDGAR COUNTY HEALTH RENEWAL OPTIONS

Blue Cross/Blue Shield of lllinois

A

Current PPO New PPO Current HSA New HSA
NPP 73423 NPP9352C NPEC1807 RPSC3805
Plan Plan Plan Plan
|
Deductible $500/$1,500 $1,500/$3,000 $2,500/$5,000 $2,500/$5,000
Emp/Family
Coinsurance 80% 80% 100% 80%
After Deductible
Out of Pocket Maximum $2,000/$6,000 $3,000/$9,000 $2,500/$5,000 $5,000/$10,000
Emp/Family
Office Visit/Specialist $20/$40 $20/5$40
Prescription Card $15/$30/$50 $8/$35/$75/515 100% after Deductible | 80% after Deductible
Employee Only
Monthly Cost $192.30 \ $118.61 $88.20 0

Please circle the plan you are choosing. g

Employee Name

I am waiving health insurance coverage.

’K‘PHZL szu }JHM

Employee Signature \ EEBAL (4 Tﬂmtﬂrfn m‘}'j PR DI%G‘FK/

Date__ 4 !7/3! 1%

*If you wish to add or drop dependent (spouse/children) coverage,

Billie Anne @ 466-7428.

FILED

SEP 23 2013

,4
df{’ - 4" ‘7
EDGAR COUM l, RK

please contact



EDGAR COUNTY DEDUCTION WITHHELD REPORT PAGE : 1
o»em“HO\ou\Hm

AGENCY : 1
PERIOD 10/01/13 TO 09/30/14
TIME 07:58:39

VERSION: 2.01.00

Jy - s PLAN o) e N «NE
EMPLOYEE NAME REFERENCE NO DEDUCTION AMT
FARNHAM, KARL E 1421.93
E-H FSA  TOTAL S 1421.93
20l 1421.93

GRAND TOTAL




AGENCY : 1 EDGAR COUNTY DEDUCTION WITHHELD REPORT
VERSION: 2.01.00 PERIOD 10/01/14 TC 09/30/15

PAGE : 1
DATE 10/01/15
TIME 10:18:33

e ve

- - rs: PLAN [ om——  oetase—

EMPLOYEE NAME REFERENCE NO
FARNHAM, KARL E

E~-H FSA TOTAL

GRAND TOTAL

DEDUCTION AMT
1623.98

1623.98

1623.98



2015-2016 EDGAR COUNTY HEALTH RENEWAL OPTIONS
BC/BS of lllinois

PLEASE CIRCLE THE PLAN YOU ARE CHOOSING* | AM WAIVING HEALTH INS COVERAGE
Option 1 Option 2 Option 3 _/H Option 4 Option 5
NPP 73423 NPET 1vV07 NPP 9382C | NPSC 3805 NPP 83D3C
PPO Plan HSA Plan Y PPO Plan ,.\ HSA Plan PPO Plan
Annual Ded. In Network $500 $2,600 1,500 $2,500 $1,000
Annual Ded.Out Network $1,000 $5,200 $3,000 $5,000 $2,000
Coinsurance (in Network) 80% 100% 80% 80% 80%

After Deductible

In Network Max Out Pocket $2,500 $2,600 $4,500 $5,000 $4,000

Doctor's Office Copay $20 Deductible and Co-Ins $20 Deductible and Co-ins $30
(In-Network)

Prescription Card $15/$30/$50 Deductible and Co-Ins $8/535/$75 Deductible and Co-Ins $8/$35/575
Total Premium $715.13 $585.45 $649.28 $512.81 $672.48
County Share $456.00 $456.00 $456.00 $456.00 456
Employee Share , §259.13 5129.45 5193.28 556.81 ~ $216.48
_\x.. T ; 7 .
Employee Name__ (/1 \ \V& Vo \\_. .\H“I‘um\. Employee Signature \\\mxm w\b‘ A
0 3 \ s { .

Date ﬂWnP\\ \\A\

*If you wish to add/drop dependent coverage, please call Terri @ 466-7429 or 466-7433
**Please return to County Clerk's Office by 9/3/15



BLUECROSS/BLUESHIELD OF IL RATES
10/01/2012- 09/30/2013

NPEC 1807 (HSA) Group # P66562

Employee $30.00
Employee/Spouse 668.97
Employee/Child(ren) 372.24
Family 1,041.21

NPP73423 (PPO) Group # P66256

Employee $120.00
Employee/Spouse 779.74
Employee/Child(ren) 433.87
Family 1,213.61

Directions for Searching
Network Doctors and Dentists

BlueAccess for Members

www.bcbsil.com/members




AGENCY : 1
VERSION: 2.01.00

EDGAR COUNTY

E Health PLAN

EMPLOYEE NAME
BHALLORAN, KAREN D

E Health

DEDUCTION WITHHELD REPORT
PERIOD 12/01/12 TO 09/30/13

SRR T Tiea DTS

REFERENCE NO

TOTAL . - -

wrany TOTAL

PAGE : 1
DATE : 10/01/15
TIME : 09:17:55

DEDUCTION AMT
305.00

305.00

3396.28

220416.84



e gt

2013 EDGAR COUNTY HEALTH RENEWAL OPTIONS

Blue Cross/Blue Shield of lllinois

/—3\&4«0

Current PPO New PPO / Current HSA New HSA
NPP 73423 NPP9352C NPEC1807 RPSC3805
Plan Plan Plan Y Plan
N __~
Deductible $500/51,500 $1,500/$3,000 $2,500/$5,000 $2,500/$5,000
Emp/Family
Coinsurance 80% 80% 100% 80%
After Deductible
Out of Pocket Maximum $2,000/$6,000 $3,000/5$9,000 $2,500/$5,000 $5,000/$10,000
Emp/Family
Office Visit/Specialist $20/$40 $20/540
Prescription Card $15/$30/$50 | $8/$35/575/5150 | 100% after Deductible | 80% after Deductible
Employee Only
Monthly Cost $192.30 $118.61 $88.20 0

Please circle the plan you are choosing. *

Employee Name
Employee Slgnature

Date

| am waiving health insurance coverage.

% S

FILED

SEP 13 2013

EDGAR COU%RK

*1f you wish to add or drop dependent (spouse/children) coverage, please contact
Billie Anne @ 466-7428.

!

pr”

P

o



AGENCY : 1 EDGAR COUNTY DEDUCTION WITHHELD REPORT PAGE : 1
VERSION: 2.01.00 PERIOD 10/01/13 TO 09/30/14 DATE : 09/30/15
TIME : 16:40:34

JdEEEES : scalth PLAN TN N Sy

EMPLOYEE NAME REFERENCE NO DEDUCTION AMT
HALLORAN, KAREN D 882.00

E Health TOTAL 882.00

GRAND TOTAL i m—




BLUECROSS/BLUESHIELD OF IL RATES

10/01/2012— 09/30/2013

NPEC 1807 (HSA) Group # P66562

Employee $30.00
Employee/Spouse 668.97
Employee/Child(ren) 372.24
Family 1,041.21

NPP73423 (PPO) Group # P66256

Employee $120.00
Employee/Spouse 779.74
Employee/Child(ren) 433.87
Family 1,213.61

Directions for Searching
Network Doctors and Dentists

BlueAccess for Members

www.bcbsil.com/members

g

J



AGENCY : 1 EDGAR COUNTY DEDUCT1ION WLTHHELD REPOUKIL £awn
DATE

VERSION: 2.01.00 PERIOD 12/01/12 TO 09/30/13
TIME

10/01/15
07:53:30

T

S - e PLAN &, O G SN
EMPLOYEE NAME REFERENCE NO BT DEDUCTION AMT

VOIGT, DONALD J P =i 1210.00

E-H FSA  TOTAL - 1210.00

e 1210.00

GRAND TOTAL

—

€A
7
L

o-1-d e Q-0 Zo g dacord o ﬂ.fﬁ

L)



Qo pryltd

2013 EDGAR COUNTY HEALTH RENEWAL OPTIONS
Blue Cross/Blue Shield of lllinois
Current PPO New PPO Current HSA New HSA
NPP 7342 NPP9352C NPEC1807 RPSC3805
Plan Plan Plan Plan
Deductible $500/$1,500 $1,500/$3,000 $2,500/$5,000 $2,500/$5,000
Emp/Family
Coinsurance 80% 80% 100% 80%
After Deductible
Out of Pocket Maximu $2,000/ $6,000 $3,000/ $9,000 $2,500/ $5,000 $5,000/$10,000
Emp/Family
Office Visit/Specialist \ $20/540 ) $20/540
Prescription Card $15/$30/550 /58/5351575/5150 100% after Deductible | 80% after Deductible
Employee Only
Monthly Cost \ $192.30 $118.61 $88.20 0
v

Please circle the plan you are choosing. *

Employee Name
Employee Signature

q\uw\;'a

Date

*If you wish to add or drop dependent

/G Fr \/0 GT

——015¢ /Vﬂomé CORVERSATIO

Billie Anne @ 466-7428.

| am waiving health insurance coverage.

»/w( Pucre

(spouse/children) coverage, please cont

mo




EDGAR COUNTY DEDUCTION WITHHELD REPORT PAGE 1

bOMZOMnH n
VERSION: 2.01.00 PERIOD 10/01/13 TO 09/30/14 DATE : 10/01/15
HHEm.ou"mw“mq

OEEEEEEE, =: rs2 PLAN ST e R,

EMPLOYEE NAME REFERENCE NO
VOIGT, DONALD J

U Sy
E-H FSA  TOTAL ' 2115.30

DEDUCTION AMT
2115.30

GRAND TOTAL 2115.30



CLAIM FOR PAYMENT

VYENDER NO: 6191
*USE A SEPARATE FORM FOR EACHVENDOR* | BOARD
o APPROVED: | 10/08/2014
COMMITTEE
NO: 40
G/L DATE: 10/08/2014
VENDOR DONALD J VOIGT
ADDRESS | 18664 US Hwy 36 FUND: 100 .
CITY DEPT: 40
STATE, Chrisman IL | 61924 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
09/10/14 | 110114 Medicare Reimbursement Effective 10/01/2014
OCTOBER 2014 $327.00
NOVEMBER 2014 $327.00
TOTAL CLAIMS $654.00

NOTE* Invoices(s) must accompany ALL requests for payment.

DATE: | @égéf
TE: | g2¥e

DEPT. HEAD |, _,

CO.CLERK | AUGUST H/GRIFFIN DATE: |

'CO. TREAS. | DONALD G. WISEMAN DATE: i
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6191
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD

APPROVED: | 11/12/2014

COMMITTEE

NO: 40

G/L. DATE: 11/12/2014

VENDOR | DONALD J VOIGT

ADDRESS | 18664 US Hwy 36 FUND: 100
CITY DEPT: 40
STATE Chrisman IL | 61924 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
10/20/14 | 120114 Medicare Reimbursement Effective 10/01/2014

Decempere=. NOVEMBER 2014 $327.00

TOTAL CLAIMS $327.00

NOTE* Invoices(s) must accompany ALL requests for payment.

- )
DEPT. HEAD | /¢ e/, DATE: | anfoo/is

CO.CLERK | AUGUST H/GRIEFIN DATE:
CO. TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6191
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD

APPROVED: | 12/10/2014

COMMITTEE

NO: 40

G/L DATE: 12/10/2014

VENDOR | DONALD J VOIGT

ADDRESS | 18664 US Hwy 36 FUND: 100
CITY DEPT: 40
STATE Chrisman IL | 61924 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
112614 oo s Medicare Reimbursement Effective 10/01/2014

JANUARY 2015 $305.00

TOTAL CLAIMS $305.00

NOTE?* Invoices(s) must accompany ALL requests for payment.

DEPT. HEAD %z;{/ A DATE: | (o((cy

CO. CLERK | AUGUST H,GRIFFIN DATE:
CO. TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6191
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 01/14/2015
COMMITTEE
NO: 40
G/L DATE: 01/14/2015
VENDOR | DONALD J VOIGT
ADDRESS | 18664 US Hwy 36 FUND: 100
CITY DEPT: 40
STATE Chrisman IL | 61924 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
13/23/14 | 020115 Medicare Reimbursement Effective 10/01/2014
FEBRUARY 2015 $305.00
TOTAL CLAIMS $305.00
NOTE?* Invoices(s) must accompa } ALL requests for payment.
brrAD | [T [oate ool
CO.CLERK | AUGUST H. GRIKFIN DATE:
CO.TREAS. | DONALD G. WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

YENDER NO: 6191
~ %USE A SEPARATE FORM FOR EACH VENDOR* BOARD
_ R . - APPROVED: | 02/11/2015
COMMITTEE
NO:; 40

G/L DATE: 02/11/2015

VENDOR | DONALD J VOIGT

ADDRESS | 18664 US Hwy 36 FUND: 100
cITY B - DEPT: |40
STATE | Chrisman | IL | 61924 | AccT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
e,
INVOICE

DATE INVOICE # DESCRIPTION AMOUNT
01/28/15 | 030115 Medicare Reimbursement Effective 10/01/2014
MARCH 2015 $305.00

TOTAL CLAIMS

NOTE" Invowes(s) must accompany ALL requests fon payment

| DEPT. HEAD | /M

CO. CLERK AUGUSTH- RIFF . 'E:
CO. TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD

oAt |l




CLAIM FOR PAYMENT

VENDER NO: 6191
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
- APPROVED: | 03/11/2015
COMMITTEE
NO: 40
G/L DATE: 03/11/2015
VENDOR | DONALD J VOIGT
ADDRESS | 18664 US Hwy 36 FUND: 100
CITY DEPT: 40
STATE Chrisman IL | 61924 ACCT: 8020
FOR PAYMENT OF TIE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
j—== ——— ——————— " ==
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT

Medicare Reimbursement Effective 10/01/2014

02/28/15 | 040115

APRIL 2015

$305.00

TOTAL CLAIMS

NOTE* Invoices(s) must accompany ALL requests [or payment.

7 - - 1 . ]
DEPT. HEAD é;é ?M%. DATE: | 23/ -
CO.CLERK | AUGUST H GRIFFIN DATE:
CO. TREAS. | DONALD &. WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6191
o *USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 04/15/2015
COMMITTEF,
NO: 40

G/L DATE: 04/15/2015

VENDOR | DONALD J VOIGT

ADDRESS | 18664 US Hwy 36 FUND: 100
ary 'DEPT: 40
STATE | Chrisman IL | 61924 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT

03/19/15 | 050115 Medicare Reimbursement Effective 10/01/2014

MAY 2015 $305.00

TOTAL CLAIMS

NOTE* Invoices(s) must accompany ALL requests for payment.

DEPT.HEAD | [hpwe Gl | DATE: | ol
CO.CLERK |AUGUST H. (gﬁ?ﬁw | DATE:
S

CO. TREAS. |DONALDG.V i/EMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6191
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | (5/13/2015
COMMITTEE
NO: 40
G/L DATE: 05/13/2015
VENDOR | DONALD J VOIGT
ADDRESS | 18664 US Hwy 36 FUND: 100
CITY DEPT: 40
STATE Chrisman IL | 61924 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
04/21/15 | 060115 Medicare Reimbursement Effective 10/01/2014
JUNE 2015 $305.00
TOTAL CLAIMS $305.00
NOTE?* Invoices(s) must accompany ALL requests fm‘ payment.
) i A
| DEPT. HEAD %&/M DATE: | sfboff—
CO.CLERK | AUGUST H. GRIFPIN DATE:
CO.TREAS. | DONALD G, WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6191
*USE A SEPARATE FORM FOR EACH VENDOR* | BOARD
B APPROVED: | 06/10/2015
COMMITTEE
NO: 40

G/L DATE: 06/10/2015

VENDOR | DONALD J VOIGT
ADDRESS | 18664 US Hwy 36 | runp: 100
CITY T)EPT: 40
STATE | Chrisman | IL | 61924 | ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
05/20/15 | 070115 Medicare Reimbursement Effective 10/01/2014

JULY 2015 $305.00

TOTAL CLAIMS

NOTE?* Invoices(s) must accompany ALL requests for payment.
e s i

DEPT. HEAD | /47 o/ DATE: | <750 fir
CO. CLERK | AUGUST H. GEIFFIN DATE:

CO. TREAS. | DONALD G. WISEMAN DATE:

—

COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

VENDER NO: 6191
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
B APPROVED: | 07/08/2015
COMMITTEE
NO: 40
G/L. DATE: 07/08/2015

VENDOR | DONALD J VOIGT
ADDRESS | 18664 US Hwy 36 FUND: 100
CITY DEPT: 40
STATE Chrisman IL | 61924 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
06/17/15 | 080115 Medicare Reimbursement Effective 10/01/2014
AUGUST 2015 $305.00
TOTAL CLAIMS $305.00
NOTE* Invoices(s) must accompany ALL requests for payment.
P =)
DEPT. HEAD | /Zgut" 1A DATE: | &/c7/cs
CO.CLERK | AUGUST H. GRIFEIN DATE:
CO.TREAS. | DONALD G‘WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6191
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 08/122015
COMMITTEE
NO: 40

G/L DATE: 08/12/2015

VENDOR | DONALD J VOIGT

ADDRESS | 18664 US Hwy 36 FUND: 100
CITY DEPT: 40
STATE Chrisman IL | 61924 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
07/30/15 | 090115 Medicare Reimbursement Effective 10/01/2014

SEPTEMBER 2015 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL reques:s for payment.

DEPT. HEAD //m@ﬁ/g%/ DATE: | <fselir
CO.CLERK | AUGUST H,GRIFFIN DATE:
CO. TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6191
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD

APPROVED: | 09/09/2015

COMMITTEE

NO: 40

G/L DATE: 09/09/2015

VENDOR | DONALD J VOIGT

ADDRESS | 18664 US Hwy 36 FUND: 100
CITY DEPT: 40
STATE Chrisman IL | 61924 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT

08/31/15 | 100115 Medicare Reimbursement Effective 10/01/2014

OCTOBER 2015 $305.00

TOTAL CLAIMS $305.00

NOTE?* Invoices(s) must accompany ALL mqucsts _[or payment.

DEPT. HEAD WWM DATE: | QU

CO.CLERK | AUGUST H,GKIFFIN DATE:
CO.TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




1
09/30/15
16:25:37

DEDUCTION WITHHELD REPORT PAGE
PERIOD 10/01/13 TO 09/30/14 DATE
TIME

VERSICN: 2.01.00

AGENCY : 1 EDGAR COUNTY

S - s - O B i T

e, EMPLOYEE NAME REFERENCE NO DEDUCTICON AMT
4 JENNESS, BENJAMIN H 1058.40

E-H FSA TOTAL

GRAND TOTAL 1058.40



(e: et

2013 EDGAR COUNTY HEALTH RENEWAL OPTIONS
Blue Cross/Blue Shield of IIIinois

Current PPO New PPO Current HS \ New HSA
NPP 73423 NPP9352C NPEC1807 RPSC3805
Plan Plan Plan Plan

Deductible $500/$1,500 $1,500/$3,000 $2,500/$5,000 $2,500/$5,000
Emp/Family
Coinsurance 80% 80% 100% 80%
After Deductible
Out of Pocket Maximum $2,000/$6,000 $3,000/$9,000 $2,500/$5,000 $5,000/$10,000
Emp/Family
Office Visit/Specialist $20/$40 $20/$40
Prescription Card $15/530/$50 $8/$35/675/$150 | 100% after Deductible | 80% after Deductible
Employee Only
Monthly Cost $192.30 $118.61 $88.20 0

Please circle the plan you are choosing. *
FILED

SEP 2 3 2013

Employee Name &’A TJenness V.

/f%/ EDGAR COUN RK
Employee Sugnature ///,/7, B
Date ?/ng 2 /

*1f you wish to add or drop dependent (spouse/children) coverage, please contact
Billie Anne @ 466-7428. Qﬂ

{ am waiving health insurance coverage.




BLUECROSS/BLUESHIELD OF IL RATES

10/01/2012— 09/30/2013

NPEC 1807 (HSA) Group # P66562

Employee $30.00
Employee/Spouse 668.97
Employee/Child(ren) 372.24
Family 1,041.21

NPP73423 (PPO) Group # P66256

Employee $120.00
Employee/Spouse 779.74
Employee/Child(ren) 433.87
Family 1,213.61

Directions for Searching
Network Doctors and Dentists

BlueAccess for Members

www.bcbsil.com/members




fytCrn

AGENCY : 1 EDGAR COUNTY DEDUCLLUN WLTHHELD KEFUKL -
VERSICN: 2.01.00 PERIOD 12/01/12 TO 09/30/13 DATE : 09/30/15
TIME : 16:24:43

T R PLAN T s, -
EMPLOYEE NAME REFERENCE NO DEDUCTION AMT
JENNESS, BENJAMIN H 310.00
Jy 310.00

E~H FSA TOTAL

GRAND TOTAL ' 310.00




AGENCY : 1 EDGAR COUNTY DEDUCTION WITHHELD REPORT PAGE : 1
owem“oo\uO\Hm

VERSIGN: 2.01.00 PERIOD 10/01/14 TO 09/30/15
TIME 16:26:12

S - Sk PLAN e o, T Ay i

q EMPLOYEE NAME REFERENCE NO d DEDUCTION AMT
78.80

JENNESS, BENJAMIN H
78.80

E-H FSA TOTAL

GRAND TOTAL 78.80



CLAIM FOR PAYMENT

VENDER NO: | /(2 Lf
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 12/10/2014
COMMITTEE
NO: 40
G/L DATE: 12/10/2014
VENDOR | BEN JENNESS
ADDRESS 524 E MADISON FUND: 100
CITY DEPT: 40
STATE CHRISMAN IL | 61924 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
11/28/14 | 010115 Medicare Reimbursement - EFFECTIVE 11/01/2014
NOVEMBER 2014 $305.00
DECEMBER 2014 $305.00
JANJUARY 2015 $305.00
$915.00

TOTAL CLAIMS

NOTE* Invoices(s) must accompany ALL requests for payment.

- ) —/' P ¢
DEPT. HEAD W P B v DATE: 2/ 2/ vt
CO.CLERK | AUGUST H. GRBFIN DATE: o
CO.TREAS. | DONALD G, WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 1024
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD

APPROVED: | 12/10/2014

COMMITTEE

NO: 40

G/L DATE: 12/10/2014

VENDOR | BEN JENNESS

ADDRESS | 524 E MADISON FUND: 100
CITY DEPT: 40
STATE | CHRISMAN | IL | 61924 ACCT; 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
11/28/14 | 110114 Medicare Effective 11/01/2014

Reimbursement October 2014 payroll deduction for $78.80
November 2014 BC/BS premium '

TOTAL CLAIMS $78.80

NOTE* Invoices(s) must accompany ALL requests [or payment.

A e
DEPT. HEAD c%«f’/@%@ DATE: | c2/3/to
CO.CLERK | AUGUST H. GRI¥FIN DATE:
CO.TREAS. | DONALD G. WISEMAN DATE: B

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 1024
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 01/14/2015
COMMITTEE
NO: 40
G/L DATE: 01/14/2015
VENDOR | BEN JENNESS
ADDRESS | 524 E MADISON FUND: 100
CITY DEPT: 40
STATE CHRISMAN I. | 61924 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
12/28/14 Medicare Reimbursement

020115

FEBRUARY 2015

$305.00

TOTAL CLAIMS

NOTE?* Invoices(s) must accompany ALL requests for payment

DEPT. HEAD // ,,f»‘g/Q/A/ DATE: | (> /os/ek
CO. CLERK AUGUST H. /;zf#rm DATE: -
CO. TREAS. | DONALD G. WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VYENDER NO; 1024
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
- - APPROVED: | (2/11/2015
COMMITTERE
NO: 40
G/L DATE: 02/11/2015
VENDOR | BEN JENNESS
ADDRESS 524 E MADISON FUND: 100
CITY DEPT: 40
STATE CHRISMAN IL | 61924 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE!
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
01/28/15 | 030115 Medicare Reimbursement
MARCH 2015 $305.00
TOTAL CLAIMS
i\IOTE* Invoices(s) must accompany ALL r;n;e_sts_for jJ;}’In;n—l. -
. _ 7 ,—_ﬂf 7] —
DEPT. HEAD DATE: | o/50//—
CO. CLERK DATE
CO. TREAS. DONALD G. W{‘S(EMAN DATE
COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

VENDER NO: 1024
~ *USE A SEPARATE FORM FOR EACH VENDOR* BOARD
| APPROVED: | 03/11/2015
COMMITTEE
NO: 40
G/L DATE; 03/11/2015
VENDOR BEN JENNESS
ADDRESS | 524 E MADISON FUND: 100
CITY DEPT: 40
STATE CHRISMAN | IL | 61924 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
02/28/15 | 040115 Medicare Reimbursement
APRIL 2015 $305.00

TOTAL CLAIMS

NOTE* Invoices(s) must accompany ALL requests for payment.

o . ’/‘ -} " // - — - B
DEPT.HEAD |/ [of'nf 7055 |pATE: | 34

CO. CLERK "AUGUST H,GRIFFIN DATE:

CO. TREAS. | DONALD‘GOWISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 1024
" *USE A SEPARATE FORM FOR EACH VENDOR* BOARD

APPROVED: | 04/15/2015
COMMITTEE
NO: 40
G/L DATE: 04/15/2015

VENDOR BEN JENNESS

ADDRESS | 524 E MADISON FUND: 100

CITY DEPT: 40

STATE CHRISMAN | 1L | 61924 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE;:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
050115 Medicare Reimbursement

03/19/15

MAY 2015

$305.00

TOTAL CLAIMS

NOTE* Invoices(s) must accompany ALL requests for payment,

7 7 o o
DEPT.HEAD | Ziusry/frer)  |DATE: | 3//74—
CO. CLERK Z\UGUST_H.___ y{F'FlN | DATE: _ |
CO. TREAS. | DONALD & WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

VENDER NO: 1024
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
o APPROVED: | 95/13/2015
COMMITTEE
NO: 40

G/L DATE: 05/13/2015

VENDOR | BEN JENNESS

| ADDRESS | 524 E MADISON _ FUND: 100
CITY " DEPT: 40
STATE | CHRISMAN | IL | 61924 | ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
04/21/15 | 060115 Medicare Reimbursement

JUNE 2015 $305.00

TOTAL CLAIMS

NOTE* Invoices(s) must accompany ALL requests for payment.

P pldl .
'DEPT. HEAD /y!&y/m - DATE: | bolvs
'CO.CLERK | AUGUST H. GEIFFIN DATE:
CO. TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

VENDER NO: 1024
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 06/10/2015
COMMITTEE
NO: 40
G/L DATE: 06/10/2015
VENDOR | BEN JENNESS
ADDRESS | 524 E MADISON FUND: 100
CITY DEPT: 40
STATE CHRISMAN | IL |61924 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
05/20/15 | 070115 Medicare Reimbursement
JULY 2015 $305.00
TOTAL CLAIMS $305.00
NOTE* Invoices(s) must accompany ALL requests for payment.
DEPT. HEAD Wﬁ? DATE: | <fho/if
CO.CLERK |AUGUST H. SRIFFIN DATE:
CO. TREAS. DONALD G. WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 1024
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD

APPROVED: | 07/08/2015

COMMITTEE

NO: 40

G/L DATE: 07/08/2015

VENDOR | BEN JENNESS

ADDRESS | 524 E MADISON FUND: 100

CITY DEPT: 40

STATE CHRISMAN | IL |61924 ACCT: 8020 B

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
06/17/15 | 08/0/115 Medicare Reimbursement

AUGUST 2015 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL requests for payment.
=4

P £
DEPT. HEAD | //0/u/i 755 DATE: | g//7/is

CO. CLERK | AUGUST H. £RIFFIN DATE:

CO. TREAS. | DONALD ¢, WISEMAN DATE;:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 1024
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 08/12/2015
COMMITTEE
NO: 40

G/L DATE: 08/12/2015

VENDOR | BEN JENNESS

ADDRESS | 524 E MADISON FUND: 100
CITY DEPT: 40
STATE CHRISMAN | IL | 61924 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
07/30/15 | D9/0H15 Medicare Reimbursement

090175 SEPTEMBER 2015 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL requests for payment.

DEPT. HEAD /(Z;}W)Z DATE: | 7/3: /-

CO.CLERK | AUGUST H. GRIFFIN DATE:
CO. TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

VENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 02/19/2014
COMMITTEE
NO: 40
G/L DATE: 01/2%/2014
VENDOR | Daniel W, Bruner
ADDRESS 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL | 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE;:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
01/28/14 | 020114 Medicare Reimbursement January 2014
Medicare Part B $104.90
Medicare Health Supplement $76.41
Medicare Reimbursement February 2014 $305.00
DEMAND
TOTAL CLAIMS $486.31
NOTE* Invoices(s) must accompany ALL requests for payment.
/15; =)
DEPT. HEAD | /A/et-u/ 24 DATE: | sle/oy
CO.CLERK | AUGUST H. GEIFEIN DATE:
CO. TREAS. | DONALD G. WISEMAN DATE: B
COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

VENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD

APPROVED: | (2/19/2014

COMMITTEE

NO: 40

G/L DATE: 02/19/2014

VENDOR | Danicl W. Bruner

ADDRESS | 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL | 61944 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
02/01/14 | 030114 Medicare Reimbursement MARCH 2014 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL requests for payment.

2 o A
 DEPT. HEAD //;?%W 7/ DATE: | »/%/ly

CO.CLERK [AUGUST H GRIEFIN DATE:
CO.TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

YENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 03/12/2014
COMMITTEE
NO: 40

G/L DATE: 03/12/2014

VENDOR | Daniel W, Bruner

ADDRESS | 624 E Court St FUND: 100

CITY DEPT: 40 1
STATE Paris IL | 61944 ACCT: | 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE

DATE INVOICE # DESCRIPTION AMOUNT
03/01/14 | 040114 Medicare Reimbursement
APRIL 2014 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL requests for payment.

o VPN
DEPT. HEAD _//{W?/M DATE: | ooy

CO.CLERK | AUGUST H. GRIFBIN DATE: ]
CO. TREAS. |DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

VENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 04/09/2014
COMMITTEE
NO: 40
G/L DATE: 04/09/2014
VENDOR | Daniel W. Bruner
ADDRESS | 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
04/01/14 | 050114 Medicare Reimbursement
MAY 2014 $305.00 [/
TOTAL CLAIMS $305.00
NOTE* Invoices(s) must accompany ALL requests for payment.
Z] Z )
DEPT. HEAD 7/2/‘?{%/&59@ DATE: | 3(4/i«
CO.CLERK | AUGUST H. GRJFFIN DATE:
CO. TREAS. |DONALD G.LVVi’SEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

VENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 05/14/2014
COMMITTEE
NO: 40
G/LDATE: | 05/14/2014

VENDOR | Daniel W. Bruner
ADDRESS | 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL | 61944 ACCT: 8020
FOR PAYMENT OF THE F OLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE

DATE INVOICE # DESCRIPTION AMOUNT
04/23/14 | 060114 Medicare Reimbursement
JUNE 2014 $305.00

TOTAL CLAIMS

NOTE* Invoices(s) must accompany ALL requests for payment.

7 e
DEPT. HEAD //,;a(/ ;% DATE: | </58/i
CO.CLERK | AUGUST IL GRIFFIN DATE:
CO. TREAS. | DONALD G-WASEMAN DATE: |

COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

VENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 06/11/2014
COMMITTEE
NO: 40

G/L. DATE: 06/11/2014

VENDOR | Daniel W. Bruner

ADDRESS | 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL | 61944 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
05/21/14 | 070114 Medicare Reimbursement

JULY 2014 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL requests for payment.

) A
DEPT. HEAD //z{%//»/g}/‘@f DATE: | 72/ ¢

CO.CLERK | AUGUST H. GRIFFIN DATE:
CO.TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VYENDER NO: 6530
v *USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 07/09/2014
COMMITTEE
NO: 40

G/L DATE: 07/09/2014

VENDOR | Daniel W. Bruner

ADDRESS | 624 E Court St FUND: 100
CITY - DEPT: 40
STATE Paris IL | 61944 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
06/18/14 | ZoH4~ Medicare Reimbursement

980114 AUGUST 2014 $305.00

TOTAL CLAIMS $305.00

7 .—% ”’7
DEPT. HEAD | ééy{M»%?? _|PATE: | /ey B

CO.CLERK | AUGUST H, GRIFFIN DATE:
CO. TREAS. | DONALD G: WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6530
- *USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 08/13/2014
COMMITTEE
NO: 40

G/L DATE: 08/13/2014

VENDOR | Daniel W. Bruner

ADDRESS 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL |61944 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
07/10/14 |090114 Medicare Reimbursement

SEPTEMBER 2014 $305.00

TOTAL CLAIMS $305.00

NOTE?* Invoices(s) must accompany ALL requests 101 ;‘nymcm

DEPT. HEAD // e, }4@? DATE:
CO.CLERK | AUGUST H. GRJ¥FIN DATE: |
CO. TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




= —]
CLAIM FOR PAYMENT
VENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | (09/10/2014
COMMITTEE
NO: 40

G/L DATE: 09/10/2014

VENDOR | Daniel W. Bruner
ADDRESS 624 E Court St FUND: 100
CITY DEPT: 40
| STATE Paris | 1L | 61944 | ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
08/10/14 | 100114 Medicare Reimbursement
OCTOBER 2014 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL rcquests for pa.yment

'DEPT. HEAD MVM?’M / DATE: | 5(2(/r# |

'CO.CLERK | AUGUST H. GRIEFIN DATE:
CO. TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

YENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
. APPROVED: 10/08/20_14___
COMMITTEE
NO: 40
G/L DATE: 10/08/2014
VENDOR | Daniel W. Bruner
ADDRESS | 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris ‘ IL | 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE;
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
09/10/14 [ 110114

Medicare Reimbursement

OCTOBER 2014 additional $22.00

NOVEN[BER 2014

$22.00

$327.00

TOTAL CLAIMS

NOTE* Invoices(s) must accompany ALL I‘L{]UL\lb for payment

DEPT. HEAD //Wf%/ _[vatE: | ofa/y
CO.CLERK | AUGUST H/GKIFFIN DATE:

CO.TREAS. | DONALD G. WISEMAN | DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD

APPROVED: | 11/12/2014

COMMITTEE

NO: 40

G/L DATE: 11/12/2014

VENDOR | Daniel W. Bruner
ADDRESS 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL | 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE;
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
10/20/14 | 120114 Medicare Reimbursement
DECEMBER 2014 $327.00
TOTAL CLAIMS $327.00
NOTE* Invoices(s) must accompany ALL requests for payment,
DEPT. HEAD WM DATE: | so/oufiy
CO.CLERK | AUGUST H/GRIFFIN DATE:
CO. TREAS. |DONALD ((: WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 12/10/2014
COMMITTEE
NO: 40
G/LDATE: | 12/10/2014

VENDOR | Daniel W. Bruner
ADDRESS | 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL | 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
11/28/14 | 010115 Medicare Reimbursement
JANUARY 2015 $305.00
TOTAL CLAIMS $305.00
NOTE* Invoices(s) must accompany ALL 1cqueqla for payment.
i 10/
DEPT. HEAD //M &y ) YA DATE: | />/5/0y
CO.CLERK | AUGUST H,(j,liﬂ‘rm DATE:
CO. TREAS. | DONALD &. WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT -

VENDER NO: 6530
*USE A SEPARATE FORM FOR EACIH VENDOR* BOARD

APPROVED: | 01/14/2015

COMMITTEE

NO: 40

G/L DATE: 01/14/2015

VENDOR | Daniel W. Bruner

ADDRESS 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL | 61944 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
13/28/14 | 030115 Medicare Reimbursement

FEBRUARY 2015 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL lcquests for payment.

DEPT. HEAD ?M,Qgg//  [DATE: | 2/

CO. CLERK UST H/GRIFFIN DATE:
| CO.TREAS. | DONALD CSWISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* ~ BOARD

APPROVED: | 02/11/2015

COMMITTEE

NO: 4(

G/L DATE: 02/11/2015

VENDOR | Danicl W. Bruner

ADDRESS | 624 E Court St FUND: 100

CITY ‘ DEPT: 40 B
STATE | Paris IL | 61944 " | ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
=————ss =L
INVOICE

DATE INVOICE # DESCRIPTION AMOUNT
01/28/15 [ 030115 Medicare Reimbursement

MARCH 2015 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL requests for payment.

DEPT.HEAD |, ,é;mf/q{M DATE: | /oo//—

CO.CLERK | AUGUST H. GRIFFIN DATE:
|CO.TREAS. | DONALD & WiSLMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD



—

CLAIM FOR PAYMENT
VENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
- APPROVED: | 03/11/2015
COMMITTEE
NO: 40
G/L DATE: 03/11/2015

VENDOR | Daniel W. Bruner
ADDRESS | 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL | 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
02/28/15 | 040115 Medicare Reimbursement
APRIL 2015 $305.00
TOTAL CLAIMS $305.00
NOTE* Invoices(s) must‘accomp any ALL rcqm,sh Jfor payment
DEPT. HEAD |/ géw” 7 /ﬂ | DATE: | 303/
CO.CLERK | AUGUST I;/gﬁmrm DATE:
|CO.TREAS. | DONALI G."WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6530
~ *USE A SEPARATE FORM FOR EACH VENDOR* I  BOARD
. B APPROVED: | 04/15/2015
COMMITTEE
NO: 40
G/L DATE: 04/15/2015

VENDOR | Daniel W. Bruner
ADDRESS | 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL | 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
03/19/15 | 050115 Medicare Reimbursement
MAY 2015 $305.00
TOTAL CLAIMS $305.00
NOTE* Invoices(s) must aucun1|anz1.)T—AZLEquests for payment. ) o
I 27 __,____{ _ —
DEPT. HEAD /{/%(4&/@ DATE: | 3/¢7/ir
CO. CLERK AUGUST H. &k DATE: B
ECLEREAS. DONALD G.u WISEMAN - DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6530
" *USE A SEPARATE FORM FOR EACH VENDOR* 1 BOARD
i | APPROVED: | 05/13/2015
COMMITTEE
NO: 40

G/L DATE: 05/13/2015

VENDOR | Daniel W. Bruner
ADDRESS | 624 E Court St 1 |runo 100
oy | ' DEPT: 40
STATE | Paris | IL | 61944 ' ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT

04/21/15 |060115 Medicare Reimbursement

JUNE 2015 $305.00

TOTAL CLAIMS

NOTE* Invoices(s) must accompany ALL requests for payment.

DEPT. HEAD | /700 DATE: | worlyr

CO.CLERK | AUGUST H. gRIFFIN | DATE:

CO.TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

VENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 06/10/2015
COMMITTEE
NO: 40

G/L DATE: 06/10/2015

VENDOR | Daniel W, Bruner

ADDRESS 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL | 61944 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
05/20/15 | 070115 Medicare Reimbursement

JULY 2015 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL requests for payment.
.

'DEPT.HEAD | /iy DATE: | sfoolis

CO. CLERK |'AUGUST H. ZRIFFIN DATE:
CO. TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

VYENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | (7/08/2015
COMMITTEE
NO: 40
G/L DATE: 07/08/2015
VENDOR | Daniel W. Bruner
ADDRESS 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL | 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
06/17/15 | 080115 Medicare Reimbursement
AUGUST 2015 $305.00
TOTAL CLAIMS $305.00
NOTE?* Invoices(s) must accompany ALL requests for payment.
DEPT. HEAD // /@W DATE: | ¢//7/i—
CO.CLERK | AUGUST H/glgl)l‘FlN DATE:
CO. TREAS. DONALD é/ WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | (8/12/2015
COMMITTEE
NO: 40

G/L DATE: 08/12/2015

VENDOR | Daniel W. Bruner

ADDRESS | 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL | 61944 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE

DATE INVOICE # DESCRIPTION AMOUNT
07230/15 [ 090115 Medicare Reimbursement
7/30//5 SEPTEMBER 2015 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL requests for payment.

o
DEPT. HEAD | /a5 25/ DATE: | /2, /,—

CO.CLERK | AUGUST H/GRIFFIN DATE:
CO. TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

VENDER NO: 6530
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 09/09/2015
COMMITTEE
NO: 40
G/L DATE: 09/09/2015
VENDOR | Daniel W. Bruner
ADDRESS 624 E Court St FUND: 100
CITY DEPT: 40
STATE Paris IL | 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
08/31/15 | 100115 Medicare Reimbursement
OCTOBER 2015 $305.00
TOTAL CLAIMS $305.00
NOTE* Invoices(s) must accmm?ny ALL requests for)mymcnt.
// ¥ i; Fa
DEPT. HEAD |/ /07 S5 DATE: | 9/o/s
CO.CLERK | AUGUST B GRIFFIN DATE:
CO. TREAS. | DONALD!G. WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 72388
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
| APPROVED: | 07/09/2014
COMMITTEE
NO: 40

G/L DATE: 07/09/2014

VENDOR | Sandra K. Willett

ADDRESS | 435 W Madison FUND: 100
CITY Paris a DEPT: 40
STATE | IL 61944 | ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
06/18/14 | 080114 Medicare Reimbursement

AUGUST 2014 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL requesls for payment.

e |
DEPT. HEAD / /y,y%x/g// 44 DATE: | p/is/iy
CO.CLERK | AUGUST H. GRIFFIN DATE:
CO. TREAS. | DONALD G WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 2388
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | 08/13/2014
COMMITTEE
NO: 40

G/L DATE: 08/13/2014

VENDOR | Sandra K. Willett

ADDRESS | 435 W Madison FUND: 100
CITY Paris DEPT: 40
STATE IL 61944 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
07/10/14 | 090114 Medicare Reimbursement

SEPTEMBER 2014 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL requests for payment,

DEPT. HEAD | /, @//M DATE: | sty _

CO.CLERK | AUGUST H, GBAFFIN DATE:
CO. TREAS. | DONALD G WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

VENDER NO: 72388
*UUSE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: | (09/10/2014
COMMITTEE
NO: 40
G/L DATE: 09/10/2014
VENDOR | Sandra K. Willett
ADDRESS | 435 W Madison FUND: 100
CITY Paris DEPT: 40
STATE IL 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
08/21/14 | 100114 Medicare Reimbursement
OCTOBER 2014 $305.00
TOTAL CLAIMS $305.00
NOTE* Invoices(s) must accompany ALL requests {bl' payment.
P, .2 2
DEPT. HEAD @,{f% DATE: | §72(/i
CO.CLERK | AUGUST H,GRIFFIN DATE:
CO. TREAS. | DONALD G WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 2388
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD -
B o _APPROVED: 10/Q8/.2_0_1i
COMMITTEE
NO: 40
G/L DATE: 10/08/2014

VENDOR | Sandra K, Willett

ADDRESS | 435 W Madison - | FUND: 100
-ClTY Paris _ - o .DEPT: 40__ ]
STATE  |IL | [61044 accT: | |8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

#

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
09/22/14 | 110114 Medicare Reimbursement
OCTOBER 2014 ADD’L $22.00 $22.00
NOVMEBR 2014 $327.00

TOTAL CLAIMS

NOTE* Invoices(s) must accompany ALL requests [or payment.

DEPT. HEAD /5%@;’ T loate | Gy
CO.CLERK | AUGUST liffﬁrm DATE:
S

CO.TREAS. |DONALD G. WISEMAN | DATE: |

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 7388
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD

APPROVED: | 11/12/2014

COMMITTEE

NO: 40

G/L DATE: 11/12/2014

VENDOR | Sandra K. Willett
ADDRESS | 435 W Madison FUND: 100
CITY Paris DEPT: 40
STATE IL 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
10/20/14 | 120114 Medicare Reimbursement
DECEMBER 2014 $327.00
TOTAL CLAIMS $327.00
NOTE* Invoices(s) must accompany ALL requests for payment. o
-~ W
DEPT. HEAD ///{/yf/%/ DATE: | aofoo vy
CO.CLERK | AUGUST I GRIFFIN DATE:
CO. TREAS. | DONALD G. WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 7388
*USE A SEPARATE FORM FOR EACH VENDOR¥* BOARD
APPROVED: | 12/10/2014
COMMITTEE
NO: 40

G/L DATE: 12/10/2014

VENDOR | Sandra K. Willett

ADDRESS | 435 W Madison FUND: 100
CITY Paris DEPT: 40
STATE IL 61944 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE.

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
11/28/14 | 010115 Medicare Reimbursement

JANAURY 2015 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL requests for payment.

) —F -
DEPT. HEAD | /Zgf &/l DATE: | /2(3/0

CO.CLERK | AUGUST H. GRIFFIN DATE:
CO. TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 2388
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD
- | APPROVED: | 01/14/15
COMMITTEE
NO: 40
G/L DATE: 01/14/2015
VENDOR | Sandra K. Willett
ADDRESS | 435 W Madison FUND: 100
CITY Paris DEPT: 40
STATE 1L | | 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
12/23/14 | 020115 Medicare Reimbursement

FEBRUARY 2015

$305.00

TOTAL CLAIMS

NOTE* Invoices(s) must accompany ALL requests for payment.

Z7 7 )
DEPT. HEAD %é‘f‘/f/%? DATE: | /2/53/0f
CO.CLERK | AUGUST H,/GRIFFIN DATE: )
CO. TREAS. | DONALD G. WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 72388
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD ]
- B APPROVED: 02/11/15
COMMITTEE
NO: 40
G/L DATE: 02/11/2015

YENDOR Sandra K., Willett
ADDRESS | 435 W Madison FUND: 100
CITY Paris DEPT: 40
STATE | IL | 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
01/28/15 | 030115 Medicare Reimbursement
MARCH 2015 $305.00
$ 305.00

TOTAL CLAIMS

NOTE?* Invoices(s) must accompany ALL requests [or payment.

~) [ - S
'DEPT. HEAD W a7 DATE: | (ool
CO.CLERK | AUGUST H. GBIFFIN DATE: _
CO. TREAS. | DONALD G. WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 2388
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD

APPROVED: 03/11/15

COMMITTEE

NO: 40

G/L DATE: 03/11/2015

VENDOR | Sandra K. Willett
'ADDRESS | 435 W Madison - FUND: 100
CITY | Paris DEPT: 40
STATE IL 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
02/28/15 | 040115 Medicare Reimbursement

APRIL 2015

$305.00

A —— .
DEPT. HEAD //W/KQ}?? |pATE: | 55—
| CO.CLERK | AUGUST M. GRIFFIN | DATE:
'CO.TREAS. |DONALDG. WISEMAN | DATE: )
COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

VENDER NO; 2388
*USE A SEPARATE FORM FOR EACH VENDOR* "~ BOARD

APPROVED: 04/15/15
- o o COMMITTEE

NO: 40

G/L DATE 04/15/2015

VENDOR Sandra K, Willett

'ADDRESS | 435 W Madison FUND: 100

CITY Paris DEPT: 40

STATE | IL 61944 AaccT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
3/19/15 | 050115 Medicare Reimbursement

MAY 2015 $305.00

TOTAL CLAIMS $305.00

NOTE?* Invoices(s) must accompany ALL requests f01 payment

orrT MEAD | g5 | DATE: | 2/cq

CO.CLERK | AUGUST H /ﬁg{fﬁm DATE:
|CO.TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD



CLAIM FOR PAYMENT

*USE A SEPARATE FORM FOR EACH VENDOR*

VENDER NO: 2388
BOARD

APPROVED: 05/13/15

COMMITTEE

NO: 40

G/L DATE: 0513/2015

VENDOR | Sandra K. Willett
ADDRESS | 435 W Madison FUND: 100
CITY Paris DEPT: 40
STATE 1L 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
060115 Medicare Reimbursement

4/21/15

JUNE 2015

$305.00

TOTAL CLAIMS

NOTE* Invoices(s) must accompany ALL requests for payment.

DEPT. HEAD é/%/,é;/

CO. CLERK | AUGUST H,

CO. TREAS. |DONALD G. WISEMAN

COUNTY CLERK

e 22l |DATE: | ferlr
RIPFIN DATE:
DATE:
COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

YENDER NO: 2388
*UUSE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: 06/10/15
COMMITTEE
NO: 40

G/L DATE: 06/10/2015

VENDOR | Sandra K. Willett

ADDRESS | 435 W Madison . FUND: 100
CITY Paris | DEPT: 40
STATE IL 61944 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
5/20/15 |070115 Medicare Reimbursement

JULY 2015 $305.00

TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL requests for payment.

] S 7 -
DEPT. HEAD /‘%ﬁfﬁ@%é DATE: | <720(¢r
AUGUST

CO. CLERK H. GRIEFIN DATE:

CO. TREAS. | DONALD G. WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 2388
*USE A SEPARATE FORM FOR EACH VENDOR* BOARD

APPROVED: 07/08/15

COMMITTEE

NO: 40

G/L DATE: 07/08/15

VENDOR | Sandra K. Willett
ADDRESS | 435 W Madison FUND: 100
CITY Paris DEPT: 40
STATE IL 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
6/17/15 | 080115 Medicare Reimbursement
AUGUST 2015 $305.00
TOTAL CLAIMS $ 305.00

NOTE* Invoices(s) must accompany ALL requests for payment.

DEPT. HEAD W,,fﬁy DATE: | ¢/iv/

CO.CLERK | AUGUST H/(f‘;l‘{ IFFIN DATE:

CO. TREAS. | DONALD G. WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

YENDER NO: 2388
*[JSE A SEPARATE FORM FOR EACH VENDOR* BOARD
APPROVED: 08/12/15
COMMITTEE
NO: 40
G/L DATE: 08/12/15
YENDOR | Sandra K. Willett
ADDRESS | 435 W Madison FUND: 100
CITY Paris DEPT: 40
STATE IL 61944 ACCT: 8020
FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:
INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
7/30/15 | 090115 Medicare Reimbursement
SEPTEMBER 2015 $305.00
TOTAL CLAIMS $305.00

NOTE* Invoices(s) must accompany ALL requests for payment,

| réd 2
DEPT. HEAD | /utry/ 25/ DATE: | 730/
CO.CLERK | AUGUST B/GRIFFIN DATE:
CO. TREAS. | DONALD G. WISEMAN DATE:
COUNTY CLERK COUNTY TREASURER OFFICE HEAD




CLAIM FOR PAYMENT

VENDER NO: 2388

*JSE A SEPARATE FORM FOR EACH VENDOR* BOARD

APPROVED: | 09/09/15
COMMITTEE
NO: 40
G/L DATE: 09/09/15

VENDOR | Sandra K. Willett

ADDRESS | 435 W Madison FUND: 100

CITY Paris DEPT: 40

STATE IL 61944 ACCT: 8020

FOR PAYMENT OF THE FOLLOWING DESCRIBED SERVICES OR MERCHANDISE:

INVOICE
DATE INVOICE # DESCRIPTION AMOUNT
8/31/15 | 100115 Medicare Reimbursement

OCTOBER 2015 $305.00

TOTAL CLAIMS $305.00

NOTE?* Invoices(s) must accompany ALL 1cq1|c,~,-ls for payment.

DEPT. HEAD //W%Z DATE: | 7/2/rs
CO. CLERK AUGUST/P(/émrrIN DATE:
CO.TREAS. | DONALD G, WISEMAN DATE:

COUNTY CLERK COUNTY TREASURER OFFICE HEAD




