CHILD CARE RECEIPT
 
Date: _______________________________________________________________________
Received From: _______________________________________________________________
Dollar Amount ($): _____________________________________________________________

Children(s) Name(s): ___________________________________________________________
Care Provider Organization/Individual Name: ________________________________________


Services
 
Services Provided: _____________________________________________________________
Service Dates From: _________________________   To: ______________________________



Provider Tax ID (or SSN): _______________________________________________________
Provider Signature: ___________________________________________________________
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