
STATE OF CALIFORNIA-HEALTH AND HUMAN SERVICES AGENCY Gavfn Newsom. Governor 

INVOICE and PURCHASE AGREEMENT for BabyBIG®

(International) 

*****�********INVOICE FOR BabyBIG®**************

Patient lnitials __ Hosp. Med. Rec. # 
--------

Invoice Number 
------------

(to be obtained from IBTPP) 

Hospital Name _______________ _ Hospital P.O. Number _________ _ 
(if assigned by hospital, not required by CDPH) 

City, State, Country _____________ _ Date _______________ _

Patient weight in kilograms at the time of order (# of vials needed is based on weight) ________ _ 

BabyBIG® FEE for the treatment of the above patient ........................................................... $57,300-USD 

1. Name of Bank: Bank of America, Sacramento, CA, USA 

2. Name of Account/Pay to: CA DepartmeAt of Public Health, BabyBIG® Fund 0272 

3. Bank Account Number: 14364-80640 (please use the dash) 

4. Wire Transfer Instructions: Wire Transfer payment ABA Number: 026009593 

SWIFT #: BOFAUS3N We cannot accept checks; do not send a check. 

5. Invoice# _______________ - Deposit to BabyBIG® Fund 0272.

Due Date: within five (5) business days from the date of this document as written above, in order to avoid 

liability for late penalties (see Terms and Payment, Remedies for Breach, paragraph 12) 

INFORMATION and INSTRUCTIONS for Accounts Payable Department: 

- Note that this page is the invoice for this order, a separate invoice will not be issued.

- If your facility is unable to wire funds directly, funds should be wired from your institution's regular bank.

- Remittance information must include the full invoice number/information as on line 5 above.

The payment information and account above shall be used exclusively for BabyBIG® fees. The IBTPP does 

not have a W-9 form distinct from CDPH; it is the responsibility of the Hospital/Purchaser to ensure that no 

vendor accounts are created in a manner that will result in inappropriate payments into the account listed 

above. NO payments to this account are permitted for anything other than BabyB.IG®. 

If you have questions about this agreement and/or its invoice, please contact CDPH/IBTPP at 1-510-231-7600. 

GENERAL INSTRUCTIONS for PHARMACY to OBTAIN BabyBIG® 

1. Using the invoice number issued by the California Department of Public Health (CDPH)-lnfant Botulism

Treatment and Prevention Program (IBTPP), complete this form. If needed for your institution, obtain a

Purchase Order number and enter it at the top of this page. A Purchase Order number is not required by

CDPH/IBTPP to fulfill this order, it is for internal tracking purposes at the ordering facility. Once executed,

this document is binding.

2. Obtain the duly authorized institutional signatures on page 7 of this Agreement. Make a copy of the

signed Agreement (IPA) for your institution's Accounts Payable department.

Email the completed IPA to: IBTPPOnCalls@cdph.ca.gov. Alternatively, you may fax the IPA to the IBTPP

at (916) 636-6242 (toll free to (855) 506-6566 in USA). Shipment arrangements of the medicine to your

hospital will begin after receipt of the signed agreement.

3. A copy of this IPA MUST be delivered to the appropriate Accounts Payable department ASAP for

completing the wire transfer of funds. Payment is required within five (5) business days.

4. Please note that your hospital is responsible for collecting and submitting a diagnostic stool/enema

specimen(s) (see Terms and Payment, Request for BabyBIG®).
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