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Child Care Reimbursement Form 

 
 

To be filled out by the childcare provider: 

 

 

I, _________________________, will be providing child care services to _____________________, 

who is the _________________ of ______________________, on the following date ___________   

at the following location _______________________________, at the cost of $_____/hour  

for  _____ hours, totaling  $__________. 

 

 

 

Contact info of provider: 

 

Name: _______________________________ 

 

Signature: ____________________________ 

 

Telephone: (____)______________________ 

 

 

 

Planning Council member: 

 

Name: _______________________________ 

 

Signature: ____________________________ 

 

Date: ________________________________ 

 


