FOSTER CARE PROVIDER TRAINING REIMBURSEMENT FORM
	Foster Care Provider Name 
(One name per form)                

	Street
City
	State
	Zip

	Licensing Agency
	Original License Date

	Relicense Date
	Area code/Phone Number



	Email Address

	Title of Training Session
	Date(s) Attended   

	Location of Training
	Number of Hours Attended

	Who Provided the Training?

	Please attach proof of attendance (certificate of completion).

	A W-9 MUST be completed to be reimbursed.
Check all that apply:
______ MEALS:  Breakfast $6 – Lunch $9 – Dinner $15
                              DEPART TIME from Home: _____________ am or pm Date: ______________        
                              ARRIVAL TIME back Home: _____________am or pm Date: ______________
______ LODGING:    Number of nights _________ at $ _____________ per night
                                     (Current state rate – attach original receipt)
______ MILEAGE:     Number of miles roundtrip ____________ at $0.51 per mile (eff. 1/1/11)
______ CHILDCARE: (Childcare receipt MUST be attached)
______ TRAINING COST(S): (Receipt(s) must be attached) _________________________________    
                                                                                                                                                      
                                                                                                                                                          
                                                                                                                                                             TOTAL                                                                                                                                                              _____________________________________________________________________________ Foster Care Provider: 
I hereby certify that the itemized statement representing a claim for payment for meals, mileage, lodging, childcare, or a combination thereof, truthfully states the expenses I incurred while attending this training session.

SIGNATURE:                                                                                                        Date:                                                                 
	CFSTC Office Use Only                             
 


$ _______________
 
$ _______________

$ _______________

$ _______________ 
  
$ _______________ 
$ _________________
_________________
CFSTC Office use only                  Payment Processed: 


___________________      Initial & Date:  


rev.10/23
Children & Family Services Training Center
University of North Dakota
400 Oxford Street STOP 7090
Grand Forks, ND 58202-7090
und.cfstc@UND.edu
