THERAPEUTIC CARE PROVIDERS

Billing Period: ______________________________



Month                  Year

Child’s Name: ______________________________ was in my home on these dates:

CIRCLE:     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 Days: _________ @ $65.59 per day ($32.80 per ½ day)
$ ________________

Travel: ___________ miles at $.55




$ ________________

(not exceed $150 per month)


Behavior Incentive/Allowance: 

1st period Behavior
$____________
Allowance $_____________
Total $_______________

2nd period Behavior 
$____________
Allowance $_____________
Total $_______________

Training Costs: List dates and hours @$7.00 per hour (if child is in the home, pays mileage only)

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________



$________________

Miscellaneous (Give Details):



______________________________________________________________________________

______________________________________________________________________________

Less- amount paid by Department of Social Services

$ __________________

Less- amount paid by Department of Juvenile Justice 

$ __________________







         TOTAL:

$ __________________

I hereby certify that all expenditures listed hereon are true and correct and were necessary and reasonable.

Signature ________________________________   Date ______________


  
Foster Parent
Revised  2/11/2009

