
 

 
Shelter Care Reimbursement Form 

 
 
Shelter Care Provider Name         
 
Name(s) of Child(ren)          
 
County      

Mileage 
 

Date: ________________ Miles: ________________ Purpose: ______________________________________ 
 
From: __________________________________________To: ___________________________________________ 
 
Date: ________________ Miles: ________________ Purpose: ______________________________________ 
 
From: __________________________________________To: ___________________________________________ 
 
Date: ________________ Miles: ________________ Purpose: ______________________________________ 
 
From: __________________________________________To: ___________________________________________ 
 
Date: ________________ Miles: ________________ Purpose: ______________________________________ 
 
From: __________________________________________To: ___________________________________________ 
 
Date: ________________ Miles: ________________ Purpose: ______________________________________ 
 
From: __________________________________________To: ___________________________________________ 
 
Date: ________________ Miles: ________________ Purpose: ______________________________________ 
 
From: __________________________________________To: ___________________________________________ 
 
Date: ________________ Miles: ________________ Purpose: ______________________________________ 
 
From: __________________________________________To: ___________________________________________ 
 
Date: ________________ Miles: ________________ Purpose: ______________________________________ 
 
Total Miles: ___________________ 

 



Medical reimbursement 
 
Date: ______________ Cost: _____________ Purpose: _____________________________________________ 
 
Date: ______________ Cost: _____________ Purpose: _____________________________________________ 
 
Date: ______________ Cost: _____________ Purpose: _____________________________________________ 
 
Date: ______________ Cost: _____________ Purpose: _____________________________________________ 
 
Date: ______________ Cost: _____________ Purpose: _____________________________________________ 
 
Date: ______________ Cost: _____________ Purpose: _____________________________________________ 
 
Total amount: _________________ 
 

Babysitting  
 

Date: _______________ Number of hours: ____________ Amount paid: ________________ 
 
Purpose: ___________________________________________ 
 
Date: _______________ Number of hours: ____________ Amount paid: ________________ 
 
Purpose: ___________________________________________ 
 
Date: _______________ Number of hours: ____________ Amount paid: ________________ 
 
Purpose: ___________________________________________ 
 
Date: _______________ Number of hours: ____________ Amount paid: ________________ 
 
Purpose: ___________________________________________ 
 
Total amount: _________________ 
_________________________________________________________________________________________________ 
 

Grand total (Medical and Babysitting): ___________________________ 
 
Signature: _________________________________________FA Social Worker: _________________________________________ 
 
             Supervisor Signature: _____________________________________ 
 

*Please submit to your Family Alternatives Social Worker weekly* 
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