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Section 1. The Jackson Citv Counetl hereby autnorizes and appiroves the Then anc
Now Certificate, in accordance with the material attached hereto as Exhibit A" and
made a parit hereof.

Section 2. This Resolution is hereby is hereby declared to be an emergency
Resolution necessary for the immediate preservation of the public peace, health, or satety
of the City of Jackson, and for the further reason that the Jackson City Council must act
promptly in approving the Then and Now Certificate. Theretore, this Resolution shall go
into effect upon passage and approval by the Mayor, as provided in Ohio Revised Code
Section 731.30.

Section 3. In the event this Resolution receives a majority vote tor passage but fails
to receive the required number of votes to pass as an emergency. then this Resolution
shall be deemed to have passed but with no emergency clause, and shall take effect at the
earliest time permitted by law.

Section 4. This Council finds and determines that all formal actions of this Council
concerning and relating to the passage of this resolution were taken in an open meeting of
this Council and that all deliberations of this Council that resulted in those formal actions

were in meetings open to the public, all in compliance with the law. e
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INSTRUCTIONS TO VENDCRS
1. THIS ORDER IS NOT VALID UNLESS SIGNED BY THE CITY AUDITOR FOR AVAILABILITY OF FUNDS.
2. MAIL INVOICES IN DUPLICATE TO THE ACCOUNTS PAYABLE OFFICE.
3. DELIVERY MUST BE PREPAID TO DESTINATION SHOWN ABOVE. THE CITY WILL NOT PAY FREIGHT OR EXPRESS FEES.
4. NO CHANGE MAY BE MADE IN THIS ORDER WITHOUT WRITTEN CONSENT OF THE FINANCE DIRECTOR.

AUDITOR'S CERTIFICATE

It is hereby certified that the amount of $ required to meet the contract, agreemant,
abligation, payment of expenditure for the above, has been lawfully appropriated or authorized POF p ORDER NUMBER MUST APPEAR ON A L iINvVOIC
or directed for such purpose and is in the City Treasury or in process of colfection to the credit “PLE S ’ AG CK!NG SLIPS SHIPPIN G pApE RS- AND 0“ AL
of the fund frea from any.cbligation or cartification now outstanding. ‘ .
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12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize the release of any medical or other information necessary
to process this claim | also request payment of goverrment benefits aither to myself or to the party who aczents assignment
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32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED !If ather than home or dffice)

31 SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
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33. PHYSICIAN'S, SUPPLIER'S BILLING NAME. ADDRESS ZIP EADE

OHEQEVALLEY PHYSICIANS
1037 6TH AVE
HUNTINGTON, WV 25708
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(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE

APPROVED CMB-0938-3008 FORM CMS-1500 (12-30), FORM RRB-1500,
APPROVEL OMB-1215-0055 FORM DWCP-1500, APPROVED OMB-0720-0001 {CHAMPUS)



