DA By 4Cs of Alameda County-Hayward it B e b

4Cs of Alameda County-Hayward
22351 City Center Dr. Suite 100 September 2018
Hayward CA 94541 Must Be Received by: 10/3/2018
\Pravider: :I Address: |Piwnl.' Fow:
Child: Ape: Schnol; Child [D: 34538 g
Parent: i Program: C3AP Speekalis |Phon¢: Family ID: 24516
top Date: Max Weekly Hours: | 7,00 Prov. Type: Family Child Care Home (small) Frovider [D: 23681
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Vacation Schedule

Actual times must be used at arrival and departure
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PARENT AND PROVIDERS: READ AND SIGN THIS MONTHLY DECLARATION

I declare under penalty of perjury by signing this attendance record for services provided in the above named month, that the hours and days of child care provided for this
child are true and correct. This is the same rate charged to non-subsidized families, [ understand that 1 will be reimbursed only for hours authorized on the current Child Care

Certificate. | certify the accuracy of the houss on this attendance record.
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Provider Signasture
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OFFICE USE ONLY
TOTAL HOURS OF CARE —  x HOURLYPAY 5 =3 ____ Child Care Fees:
TOTAL DAYS OF CARE ———e x DALLYPAY 5 =5 iyl e
TOTAL WEEKS OF CARE —_  x WEEKLYPAY 5 =3 ek
TOTAL MONTHS OF CARE —_———  x MONTHLY PAY -1 =% Reimbursement: —

Child ID: 34538  FamilyID: 24516 Provider ID: 23681 391913 |00 O T OO O



