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Employer Name: ____________________________________ 
 

Employee Name: ____________________________________ 
 
 

Dependent Care Receipt 
You must also complete a Dependent Care Assistance Reimbursement Form. 

 

  Dependent Care Services have been provided as detailed below: 

Dependent Name 
 

Period:  From - To 
(Days/Week/Month) 

Cost 

 
  

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 

Dependent Care Provider: I hereby certify the above dependent care information is accurate. 

 

____________________________________________  _____________ 
Provider Signature      Date 
 
 
____________________________________________  ____________________________ 
Facility/Provider Name     TAX ID or SSN   
 
 
 
 


