BI-WEEKLY CLAIM VOUCHER

FOSTER CARE & ADOPTION SERVICES

    From:      /     /     

  To:            /     /     
                MM     DD      YY
                                       
 MM     DD      YY                           


Foster Family:       _____________________________
Foster Care Worker:      _____________________________      Office:      _________________________

	Codes for Name of Service 

	SPEC  = Specialized                                 THER  =  Therapeutic                              FAM = Family/Satellite                              
EMER = Emergency                                  HCBS =  Residential Services (SFL)      TRMT  =  Treatment    
ITC     =  Intensive Treatment Care           ACT = Activity                                          PPV = Pre-placement Visit

	Codes for Days of Care 

	( = Present
If child is not present for a full day use alternate code:

A = AWOL     R = Respite      B = Visit with biological parent     H = Hospital      D = Dismissed/last day (not paid)

	Child's First & Last Name
	Name of Service
	DAYS OF CARE
	Total Days
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*Alerts - Please list overnight hospitalization or other out of home placements 
	Date From 
	Date To 
	Hospitalization
	Other out of home overnights

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Foster Parent Signature: ______________________________     Foster Care Worker Signature: ____________________________









         (Signature of responsible staff verifying information is correct)
For care provided during the first half of the month (1-15), the form should be sent to the Finance Department no earlier than the 16th & no later than the 20th. 

For care provided during the second half of the month (16-31), the form should be sent to the Finance Department no earlier than the 1st & no later than the 5th. 
Mail, Fax or Email the Finance Department, PO Box 2224, Emporia, KS  66801, fax:  785-232-2833, Email: finance@tfifamily.org.
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