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Childcare Reimbursement Request Form 
 

 

Planning Council (PC) Member Information 

Last Name: 
 

First Name: 
 

 

 

 

Childcare Provider Information 

Provider Name: 
 

Phone Number: ( ___ ___ ___ ) ___ ___ ___ - ___ ___ ___ ___ 

 

 

Dependent Name and Relationship to PC Member 

Dependent Name: 
 

Relationship to PC Member    Daughter                    Son                       Qualifying Child 

Type of Childcare 

   Babysitter                   Day Care Center          Family Day Care                                           

                                                  

 Relative Care:  Grandparent  Aunt   Uncle  Other (______________) 

Date of Service Total Hour of Service Amount Billed/Out-of-Pocket Cost 

____/ ____/ ____ 

(MM/DD/YY) 
__________hrs $ __________ , _____ 

Dependent Name: 
 

Relationship to PC Member    Daughter                    Son                       Qualifying Child 

Type of Childcare 

   Babysitter                   Day Care Center          Family Day Care                                           

                                                  

 Relative Care:  Grandparent  Aunt   Uncle  Other (______________) 

Date of Service Total Hour of Service Amount Billed/Out-of-Pocket Cost 

____/ ____/ ____ 

(MM/DD/YY) 
__________hrs $ __________ , _____ 

Total Childcare Reimbursement       $__________________ 

 

 

Childcare Provider Signature:  __________________________________  Date:  ____/ ____/ ____ 
 

PC Member Signature: ________________________________________  Date:  ____/ ____/ ____ 


