Sign-in/Out Sheet Dates: FROM TO

Provider’s name Provider’s ID/SSN PHONE

Provider’s Address

Licensed [J YES [J NO Type [ STATE [ CCDF [ OTHER

Child’s Name Rate S Daily/Weekly/Monthly (circle)

Submit invoice for each child in care.

Age Category

O Birthto12mos. [0 1-3yearsold [ 3years—5yearsold [ 6 yearsandolder

Family Monthly Co-Pay: $ Paid: OJ YES O no
Total charges for these dates: S Per Day/Week/Month (circle)
Minus Monthly Co- Pay: S

ITCN CCDF Reimbursement: S

“THANK YOU”



