
 
 

DEPENDENT CARE SPENDING ACCOUNT RECEIPT 
 
 
 
Amount: $____________________________ 

Dates of Service:  From ________/________/________ to ________/________/ ________  
                   month                day                    year                        month                day                   year 

Name(s) of Dependent(s):   __________________________________________________  

Service Provider Information:  

Name of Provider:   ________________________________________________________  

Tax ID or SS#:   ___________________________________________________________  

Address:   ________________________________________________________________  

City:   ___________________________________________________________________  

State:   ______________________________________   Zip Code:   _________________  
 
 
 
 
 
 
 
________________________________________________   _______________________  
Child Care Provider’s Signature Date 
 
 
The receipt must be attached to a Reimbursement Form or an Online Claim. 
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