COUNTY OF RIVERSIDE ECONOMIC DEVELOPMENT AGENCY (EDA)

Child Care Claim Form


                    Indicate the number of hours of child care provided for each child on the calendar below. – See Instructions on reverse side –

	Child’s First

Name
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	Total

Hrs.
	Approved

Rate/Hour
	Amount

Claimed

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Do not write

on this line
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	Do not write

on this line
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Total Claimed
	

	Do not write

on this line
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	Total Approved
	


By signing below, I attest that this claim accurately represents the services provided by me



By signing below, I attest that this claim accurately represents the child care services

and that no part of the claim has been, or will be, paid by another person or agency.  I



provided to me and that no other person or agency has, or will in the future, paid for any 

understand that I may be subject to criminal prosecution if this claim contains intentional,



of the child care services listed on this claim.  I understand that I may be subject to 

fraudulent information.









criminal prosecution If this claim contains intentional fraudulent information.

Provider:_______________________________________________________________



Parent:________________________________________________________________

Date:__________________________________________________________________



Date:__________________________________________________________________

	FOR COUNTY USE ONLY

	Reviewed for Payment By:_____________________________________________________

Date:______________________________________________________________________


	Check No.:
	Date Paid:
	Amount:

	
	
	
	

	______________________________

Fund
	______________________________

G/L Account
	______________________________

Cost Category
	______________________________

Contract Code
	______________________________

Type


CSU 448-21 (Rev. 4/3/02)










Name of Parent:_____________________________________





Social Security #____________/_________/______________








CLAIM FOR CHILD CARE SERVICES PROVIDED:








Month____________________________  Year_____________





COUNTY OF RIVERSIDE EDA   


MAIL TO:                                    


Attention:______________________________


                         (Counselor’s Name)


( 1025 N. State Street, Hemet, CA  92543


( 44-199 Monroe, Indio, CA  92201


( 1111 E. Tahquitz Canyon Way, Bldg. C, 


	Palm Springs, CA  92262


( 1151 Spruce Street, Riverside, CA 92507


( 27447 Enterprise Circle West, Temecula, 	CA  92590








CHILD CARE PROVIDER (Print or Type)                       





Name_________________________________________________





Mailing


Address_______________________________________________








City______________________ State_______ Zip Code_________








Social Security #__________/________/____________





Federal ID #/TIN ________________________________














