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FOSTER CARE REIMBURSEMENT

Supporting Documentation for Release of Funds

Teaching Family Home:  ____________________________________________

Youth Name:  ____________________________________________________

Foster Parents Name:  ____________________________________________ 

Address:                         _____________________________________________

_____________________________________________

Dates of Foster Care Visits:

	FROM
	
	TO

	
	
	

	
	
	

	
	
	


Total # of days ________________  x  $ _______________ = $ _____________



      (overnight visits)                  (daily rate)              (Total Payment)


Check # ____________





Date:      ____________








Authorized by:				Received by:








____________________________        ______________________________


Teaching Family Home Staff		Foster Parent
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