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1821S.BascomAve.#251

Campbell,CA95008

Phone408-244-2501

Fax408-244-2504

TollFree866-770-0404


DEPENDENT CARE EXPENSE VERIFICATION
_______________________________________ has been under my care for the period 

covered from _______________________  to  ________________________________

and payment has been made to me in the amount of  $___________ for these services.

PROVIDER INFORMATION

Name: ________________________________________________________________

Address: ______________________________________________________________

City/State/Zip: __________________________________________________________

Social Security Number / Tax ID Number: ____________________________________

Date: ______________________________________

Signature:_____________________________________________________________

Please return this form with your claim for reimbursement to the above address.
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