: DSS-3546 (5/96)

Pritachmet 2.6

L

NON SERVICES

FOSTER CARE

COUNTY DEPARTMENT OF SOCIAL SERVICES
CHILD CARE VOUCHER

ORDER FOR SUPPLIES/SERVICES (VOUCHER) VENDOR-RETURN TO DISTRI

NO.V17189406

SERVICES

SIGNATURE OF RECIPIENT, IF REQUIRED

AUTHORIZED BY

DATE OF ISSUE
VENDOR ID

VENDOR NAME AND

SER

ADDRESS

- PERMIT/REGISTRATION ID #

IF YOU ARE NOT A LICENSED/REGISTERED FPROVIDERY
COMPLETE AND RETURN AN ENROLLMENT FORM.

VICE/PAYMENT TYPE

DATE

S i TR : ;
DESGRIPTION OF SUPPLIES OR SERVICES andfor AMOUNT
CASE AUTHORIZATION RECIPIENT NAME, ADDRESS, ACCOUNT NUMBER, CIN
NUMBER NUMBER AND SERVICE PERIOD/DATE OF DELIVERY AUTHORIZED CLAIMED
CHECK AFPPROFRIATE CATEGORY MARKET RATES
___ DAY CARE CENTER+ssessoo{$_________ |
___ FAMILY DAY CARE v vevred®%_____ L
___ GROUF FAMILY DAY CARE..{%_________ B
___ SCHOOL-AGE CHILD CARE..J%______ | |
___ INFORMAL CHILD CARE. .. {%_________ |
FAYMENT CANNOT CE AUTHOREZED UNLESS YOU FROVIDE A LEGAL FORM|OF CHILD CARE.
IF YOU PROVIDE SERVICES A% AUTHORIZED ABOVE., THE DEFARTMENT WILL PAY THE RATE
YU CHARGE OTHER FARENTS|UF TO THE MARKET RATEr LESS ANY FARHNT FEEs IF [INDICATED
SERVICES _ HAVE OR __ WILL EE PROVIDED AS FQLLOWS!
DAYS OF [CARE FROVIDED ____ HOURS OF CARE/DAY |__________| |
HOURS O§ CARE/MEE¥K | _____ $ AMOUNT/MEEY BILYED _______ |
FROVIDER MUST SIGN AND RETURN THIS CERTIFICATE TO SOCIAL SERYICES BY -~f-----—-

IF DAY CARE 4§

pERVICES HAVY

F EBEEN FROVIDED, VENDOR MUST ENTER A

j

TOTAL AMOUNT CLAIMED CANNOT EXCEED AMOUNT AUTHORIZED

DUNT .,

NUMBER OF PAYMENTS DATE DUE

Pursuant to the provisions of Section 369 of the County Law of the State of New York, [ do hereby cerfify that the labor or services, merchandise, materials or

articles charged in the within account or claim, amounting to &

COUNTY OF

have been actually performed, made or delivered for the

or for the County on behalf of a recipient(s); that the items and specifications

therein are correct; that the prices charged therefor are reasonable and just; that no perquisites, commissions or allowances of any kind, other than as stated in the
said account, have been or will be paid directly or indirectly, in consideration of the procurement of said articles or services; and that the said itern or tems contained
in this bill or claim have not been, either in whole or any part, paid or satisfied and that the full amount is now justly due and that no part thereof has heretofore
been presented for audit or payment.

CLAIMANT SIGNATURE

DATE.
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‘e INSTRUCTIONS FQH,VENBQH COMPLETION/USE

. Copy of th|s form (the.y white copy! st be retumesd t-) Soc:lal Services, Acnounting, in order
to receiv p%yment from the Agency )

Prowde o’nly the sarvrce'slsupphem m,a“ F

senvice/Faymeant Typé area. Only provide
these to the recuplents mdicamd on tha i3 '

7 )
.- Do not accept this form if you are rie the ucwﬁ v aoled on the Torm; orif the forem fas been
changed 0 defaced

i Please mdlcate the amount claishes *ar p*—wh sasw mn me vouchar (alm:;I the‘ attacheq! ,llst if
one has been sent to you), and the total » rennt o tairned on the bhottom of the form. Do nat include

sales tax.

Note that if an authosized -am'al_r:t ap,::caam Gn fhe Vrﬂur'“mrﬂm -rr.uncy w:ll not pav a nreaier
amount

The Services thet v fure prieda £ et have soourred Suring the services Riihing period
printed an the form.

~Bocial E:emceh el @lso be s resn et :':afﬁ bilkfar :hese saricas before payment will be made.,

The yng_Qtv” copy is for your filas: o caa 0 a
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(Rev. 7/13110)
CHILD CARE SUBSIDY CERTIFICATE

DATE OF ISSUE CASE NUMBER: UNIT OR WORKER NAME: UNIT OR WORKER TELEPHONE NO.
PARENT/CARETAKER NAME: NAME OF AGENCY/CENTER OR DISTRICT OFFICE:
PARENT/CARETAKER ADDRESS: ADDRESS OF AGENCY/CENTER OR DISTRICT OFFICE:

DATE OF ISSUE: CASE NUMBER: UNIT OR WORKER NAME UNIT OR WORKER TELEPHONE NO.
PARENT/CARETAKER NAME: NAME OF AGENCY/CENTER OR DISTRICT OFFICE
PARENT/CARETAKER ADDRESS: ADDRESS OF AGENCY/CENTER OR DISTRICT OFFICE:

The parent/caretaker has been authorized to receive child care assistance for the child listed below.
The child care benefits are effective from 1/1/2011 to 5/1/2011.
(A certificate must be issued for each child)

CHILD'S NAME DATE OF BIRTH CATEGORY OF CARE MARKET RATES AGE RANGE
Maximum weekly rate

oo odnd

PROVIDER INFORMATION

Social Services Districts can only pay licensed, registered or enrolied legally exempt child care providers.

Social Services Districts must pay the applicable market rate unless the actual cost of care is less, in which case, the

Social Services Districts must pay the actual cost of care. The Social Services Districts CANNOT PAY more than the

maximum New York State market rates. If the cost of care is greater than the market rate the parent is responsible for
the balance.

A certificate must be completed for each child receiving child care subsidy.

The provider must complete the section below, sign and return this certificate to

Albany County DCYF

112 State Street

Albany, NY 12207 by 3/20/11.

PROVIDER NAME AND ADDRESS CCFS# DAYCARE SERVICES (] HAVE OR [] WILL BE PROVIDED AS
FOLLOWS:

Days of Care Provided:

Hours of Care Per Day

Hours of Care Per Week

Dollar Amount Billed Per Week

Provider Signature; Date:

This certificate is only valid for 30 days from the issued date and will expire on 3/20/2011.




