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@  Cochise County Health Department @ Cochise County Health Department Purchase Order

5 1415 Melody Lane, Building A ﬁ 1415 Melody Lane, Buiiding A No. 2016-00000146

—~ BISBEE, AZ 85603 o  BISBEE, AZ 85603

© DATE 07/23/2015

Reprint Purchase Order PURCHASE ORDER NUMBER MUST APPEAR ON
VENDOR 21108 - Long, Jerrod D. DDS sttt i i e
DELIVER BY

S Long, Jerrod D. DDS SHIP VIA

=3 PO Box 1898, 2 Naco Road FREIGHT TERMS

S  BISBEE, AZ 85603 PAGE 1 of1

- BUYER: Terry Rutan

REFERENCE # Cochise County #15-21-HEA-03

QUANTITY JUNIT DESCRIPTIOI;I STATUS UNIT COST TOTAL COST

1.0000 {Each |Dental Open 9,000.0000 $9,000.00
Dental services for inmates - covers

period 7/1/15 to 6/30/186.
100-5000-5220 431.336 - Dental 9,000.00

N

TOTAL DUE $9.000.00

PURCHASING AUTHORIZED REFRESENTATIVE 520-432-8390

Special Instructions RECEIVING REPORT
SIGNED:_XJQ-“ Q@’&

DATE: <~ 05- [l

1. Diract inquires pertaining to this order lo the purchasing authorized representative. 4. Purchases made by Cochise County are exempt from Federal excise taxes.
2. Cochise County is subject to Arizona State and Local sales tax. lnvolces should reflact the 5, Reference the Furchass Crder number on all Invoices,
appropriate tax. 6. For Tarme and Conditions - See www.cochlse.az.govidep k/p

3. Eftective July 1, 1979, all county and municipal governments are to be registerad to report
and pay the Arizena Use Tax, at the rate of 5.8%, directly to the Arizona Department of
revenues on purchases of tangible property from out-of-state venders. Do not add such tax on
any hililng or invoice.




