Proof of Payment for Child/
Dependent Care Provider
Cafeteria Plan (“Flex” Plan)

Print the 
Provider’s Federal Tax ID/
Provider’s Name:
Social Security Number:


Provider’s Street Address




City/State/Zip Code





Billing Description of Services 
(From a provider to prove payment by the participant claiming reimbursement)
Period Covered 




From
To
Dependent’s Name(s)
$ Amount Paid



$



$


$



$



$



$



$



$



$



$



$


Date Paid:
Total Amount Paid =
$

Provider Certification:

The above information is correct as noted.  I hereby certify that the above services were rendered by me and the amounts noted have been paid to me.

Signature of Provider:
Date:


Form P
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