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Provider Information:

Name:____________________________ Social Security/Tax I.D Number:___________________
Address: _________________________________________________________________________
City:____________________________________State:_________________ Zip:_______________
Name of Participant: _______________________________________________________________
	Date of Service
	Type of Service
	Number of Hours
	Hourly Rate
	Total Amount



	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


        TOTAL____________
I declare and affirm under the penalties of perjury that this claim has been examined by me and to the best of my knowledge and belief is in all things true and correct.  I agree to comply with the provisions of the Civil Rights Act of 1964 and regulations issued thereunder relating to non-discrimination in Federally assisted programs.
____________________________________________                  ________________
Provider signature                 








               Date


____________________________________________________                   ___________________
Participant/Guardian’s signature 








 Date
People Leading Accessible Networks of Support 


REQUEST FOR PAYMENT





Mail to:  Kristin Kiner


Department of Human Services 


811 E. 10th St., Dept. 23


Sioux Falls, SD  57103-1650











Family Support  360
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