TAYLOR COUNTY SCHOOLS
CONSULTANT AGREEMENT FORM


Name: ________________________	________		FEIN/SSN: ____________________


Address: ______________________________________________________________________


Description of Services Provided: __________________________________________________


______________________________________________________________________________


Location of Services Provided: ______________________


Dates of Services Provided:  From _____________ to _____________


The consultant’s fee shall be at a rate of $________ per ________ not to exceed $___________.


Note:  All anticipated expenses of the vendor must be incorporated into the vendor’s fee.  No expenses will be reimbursed by the above named LEA; all expenses, including travel, taxes, or other fees will be the sole responsibility of the vendor.

CONSULTANT MUST SUBMIT AN INVOICE FOR PAYMENT AFTER SERVICES HAVE BEEN RENDERED.  THIS CONSULTANT AGREEMENT IS NOT CONSIDERED AN INVOICE.


_____________________________						__________________
         Signature of Consultant							               Date


_____________________________						__________________
      Signature of Budget Manager						               Date
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