
Sacramento County Child Care Payme t Request Form    n
-- One Form per Child – Do Not Use White-Out Month/Year of Care: 

 
Parent Information:   (To be completed by parent) Child Information:                                     County Use: 
Parent 1 Name: Child’s Name: 

Parent 1 Activity:  
 

Child’s Home Address: 

Schedule: School: 

Activity Address:   Grade: 

Parent 2 Name (if in the home):  □ not in home 
 

Date of Birth: 
 

Parent 2 Activity:  
 

Age: 

Schedule: 

Activity Address:   

Mode of Transportation:    
□ Drive     □ Walk     □ Bus      
 
□ Other ________________________ 

Date Received: 
 
_________________ 
Case Name: 
_________________ 
Case #: 
_________________ 
□ Total Hours 
    Verified  ____ 
□ Weekend/ 
    After Hours  
    Verified 
□ Study Hours  
    Approved 

 

Enter the number of hours each parent attended WTW activity each day, including study hours for school.  Enter Parent 1 info on first line  
of each row and Parent 2 info on second line of each row.  If second parent not in home, leave blank.  If absent on a scheduled activity day, 
please mark day with an “A”. 
*****ATTACH PROOF OF ACTIVITY HOURS (i.e., pay stub, school attendance schedule, CWEX or Job Club schedule, etc.)***** 

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

                

                

 

Travel time from day care to activity is  _________  minutes each way .       □  Study hours included above. 
 
Provider Billing:  (To be completed by provider)  County Use: 

□  Care Hours   
     Match    
     Activity  
     Hours 
□  Total Billed  
     Completed 
□  School  
     Hours  
     Verified 
□  Care for 13 –  
    18 Year Olds 
    Verified 

Please fill out your billing amount in the appropriate categories.  All charges must match what               
appears on your rate sheet if you wish payment to be made. 
 

□ Monthly Rate: $     Weekly Rate: $                                 
 
□ Daily Rate: $    Hourly Rate: $    
 
□ Evening Rate: (6:00 pm or later) $ ________  Sat/Sun Rate: $    
 
□    Registration Fee for licensed providers as charged per rate sheet: $   
 
Total billed for this month for child $ ______________________  

Provider Information: (To be completed by provider)  County Use: 
Facility:  
□ Child Care Center      □ Licensed Family Child Care Home 
□ Exempt provider         □   Relative                                             

Social Security Number or Tax ID Number: 

Name of Child Care Provider or Business Name: Day Care License Number: 

Street Address: 
□  New Address 

If relative, relationship: 

City, State & Zip: Phone: 

□ Travel Verified 
□ License   
   Verified 
□ Trustline  
   Verified  
□ Orientation  
    Scheduled 
□ Relationship  
    Verified 

IMPORTANT . . .  PLEASE NOTE . . .  PAYMENT WILL BE DENIED IF THIS FORM IS RECEIVED AFTER THE LAST DAY OF THE MONTH 
FOLLOWING THE MONTH OF CARE OR PROOF OF ACTIVITY IS NOT ATTACHED. 
BOTH SIDES OF THIS PAYMENT REQUEST FORM MUST BE COMPLETED,  SIGNED AND DATED ON OR AFTER THE LAST DAY CARE WAS  
PROVIDED OR IT IS CONSIDERED INCOMPLETE. 
 
I declare under penalty of perjury under the laws of the United States and the State of California that the facts contained in this payment request form 
are true and correct and complete for the entire month. 
 
 ___________ ______________         ____________________________      ______________              
Parent Signature  Date                          Provider Signature                                        Date 
 



• Only list hours of care the child actually used each day.  Incomplete or inaccurate payment request forms will not be paid. 
• Do not use “white-out.”  Days marked with “white-out” will not be paid. 
• Each day the child does not use scheduled care, enter one of the following codes in the “Absence Code” box below. 
Provider Closed All 
or Part of the Day 

All Ages – Child Absent or in Care for Less Hours than 
Scheduled 

School-aged Children Only – Child in Care for 
More Hours than Scheduled 

S Child or family member sick, at Dr.’s appointment, attending 
a funeral, or absent for other medically-related reason 

S Child ill; did not attend school, or was in care 
earlier because of illness  

M Minimum day C A Other absences (e.g., child/parent vacation, visiting relative, 
or other personal reason) NS No school (school holiday, in-service day) 

 

Please start on the 1st day of care in the month.  Fill in the date for each day of care.  Fill in the time you drop the child off and sign.  Fill 
in the time you pick the child up and sign.  Fill in the total daily hours each day care is provided under the parent heading.  If the child is 
absent from scheduled care or in unscheduled care, please use the codes above to indicate the reason.  Fill in the total hours for the 
week in “Total Hours” in the left column. 
 Monday Tuesday Wednesday Thursday Friday Saturday Sunday 
Date        
Time In        
Signature        
Time Out        
Signature        
Total Hours Parent County 

Use Parent County 
Use Parent County 

Use Parent County 
Use Parent County 

Use Parent County 
Use Parent County 

Use 

               
Absence Code        
Date        
Time In        
Signature        
Time Out        
Signature        
Total Hours Parent County 

Use Parent County 
Use Parent County 

Use Parent County 
Use Parent County 

Use Parent County 
Use Parent County 

Use 

               
Absence Code        

Date        
Time In        
Signature        
Time Out        
Signature        
Total Hours Parent County 

Use Parent County 
Use Parent County 

Use Parent County 
Use Parent County 

Use Parent County 
Use Parent County 

Use 

               
Absence Code        

Date        
Time In        
Signature        
Time Out        
Signature        
Total Hours Parent County 

Use Parent County 
Use Parent County 

Use Parent County 
Use Parent County 

Use Parent County 
Use Parent County 

Use 

               
Absence Code        

Date        
Time In        
Signature        
Time Out        
Signature        
Total Hours Parent County 

Use Parent County 
Use Parent County 

Use Parent County 
Use Parent County 

Use Parent County 
Use Parent County 

Use 

               
Absence Code        

Total hours of care this month __________________________________ 
I declare under penalty of perjury under the laws of the United States and the State of California that the facts contained in this payment request form 
are true and correct and complete for the entire month.   
 
__________________________________ _____________   _____________________________________ _____________ 
Parent Signature  Date            Provider Signature    Date 
CCP2145_34F(9/09) 

To be completed by parent:      Month/Year 


