Child Care Billing and Attendance Sheet

Month __________
Year __________

(PLEASE USE 1 BILLING FORM PER CHILD & ROUND OFF TO NEAREST QUARTER HOUR)

Provider / Center Name: _____________________________________________________________​​​____________________

Parents Name _________________________________
Child’s Name __________________________________​​​______

DOB _______________
Child’s Age
Under 1 ½ ___

1 ½ - 2 ___
3 – 5 ___
6 – 12 ___
If child is scheduled but absent, indicate absence with an “A” in total hours box and the number of hours scheduled (i.e., A-8)

Only certified or registered childcare providers will be reimbursed for absent days

*We will not be able to make payment without dates and times completed

	*Date
	*Time In
	AM
	PM
	*Time Out
	AM
	PM
	*Time In
	AM
	PM
	*Time Out
	AM
	PM
	*Total hours

Each day
	*Total Wkly Hours
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FAMILY SHARE ______/WEEK

PAID: WEEK 1__  WEEK 2__  WEEK 3 __  WEEK 4 __  WEEK 5 __

CERTIFICATION:  I certify that the services itemized have in fact been furnished; that the amounts listed are due and owing and noted; no part thereof has been paid; that payment of fees and rates

made in accordance with established schedules is accepted as payment in full for the services provided; that there has been compliance with Title VI of the Federal Civil Rights Act of 1964 in furnishing care, services and supplies without discrimination on the basis of race, color or national origin; that such records as are necessary to disclose fully the extent of care, services and information will be furnished regarding any payment claimed therefore as the local social services agency or State Department of Social Services may request; and that the vendor understands that payment and satisfaction of this claim will be from Federal, State and local public funds and that he may be prosecuted under applicable Federal and State laws for any false claims, statements, or documents or concealment of a material fact.  I attest that the above rates charged the Department of Social Services do not exceed the rates I charge the general public.

We both certify that we have read and agree to the terms of the certification above.

Parent’s Signature _____________________________________________  
Date ___________________

Provider’s Signature ____________________________________________
Date ___________________

PLEASE RETURN THIS FORM BY THE 5TH DAY FOLLOWING THE END OF THE BILLING CYCLE IN ORDER TO INSURE PROPER PAYMENT

Billing Cycle 2011



January


01/02/11thru  01/29/11

4 weeks




February

01/30/11 thru 02/26/11

4 weeks




March


02/27/11 thru 04/02/11

5 weeks




April


04/03/11 thru 04/30/11

4 weeks




May


05/01/11 thru 05/28/11

4 weeks




June


05/29/11 thru 07/02/11

5 weeks




July


07/03/11 thru 07/30/11

4 weeks





August


07/31/11 thru 09/03/11

5 weeks




September

09/04/11 thru 10/01/11

4 weeks




October


10/02/11 thru 10/29/11

4 weeks




November

10/30/11 thru 12/03/11

5 weeks




December

12/04/11 thru 12/31/11

4 weeks




January


01/01/12 thru 01/28/12

4 weeks



Return to: 

	                          Child Care Unit



Schuyler County Dept of Social Services



323 Owego St  Unit 3


Montour Falls, NY  14865


