Child/Dependent Care Verification

	Customer Name:      
	Date:      


Customer Address:_____________________________________   City, State, Zip Code___________________
	Child/Dependent Care Provider Information:



	Name of care provider:      


	Address:      


	Phone #:          

Tax ID or SSN:      


	Child(ren)/Dependent(s) Receiving Services

	
	

	Name

 
	Age



	
	

	 
	 FORMTEXT 

  


	
	

	 
	 FORMTEXT 

  


	
	

	Parent/Guardian Name:   

	

	Period of Services for Care

	

	Period From: 
	To: 

	month/year
	month/year

	
	

	Total #:   
	 FORMCHECKBOX 
 hours    FORMCHECKBOX 
 days    FORMCHECKBOX 
 weeks    FORMCHECKBOX 
 months (check one)

	

	Amount of billing rate: $  
	 FORMCHECKBOX 
 hours    FORMCHECKBOX 
 days    FORMCHECKBOX 
 weeks    FORMCHECKBOX 
 months (check one)

	

	Total amount due for services: $  

	

	This is to certify that services have or will be provided by request of the above named customer for the above named child(ren)/dependent(s).

	

	Care Provider Signature:


Date: 
Care Provider Title: 
Customer Signature:

Date: 
Coach Signature: 
Date: 


	Remarks/Comments:    

	NOTE: SETA IS NOT RESPONSIBLE FOR ANY LATE FEES INCURRED











Updated March 10, 2021

