
Amount of Reimbursement Requested: __________________________

Signature of Provider: _________________________ Provider Email ___________________ Total Paid: __________

Tax ID Number: ____________________________________ Form of Payment: Check Charge Cash
(Circle One)

AFFIDAVIT:   I hereby certify that I provided adult or child day care services to the above individuals in accordance with the amounts and
dates that are requested.

MEMBER INFORMATION

PROVIDER SIGNATURE


