








3



4



5



6



7



8



9



10



11

RECIPIENT:
SMITH JOHN
4321 ANY STREET
SACRAMENTO, CA     95814

PROVIDER:
DOE JANE
9876 ANOTHER STREET
SACRAMENTO, CA      95814

FROM: JUNE 1, 2006
TO: JUNE 31, 2006 HOURS: 140

IHSS PROGRAM INFORMATION

Detach here and complete for your next payment request Separe aquí y complete para su siguiente solictud de pago

RECIPIENT NUMBER
31-12345678

PROVIDER NUMBER
654321

DAY OF MONTH 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15

HOURS WORKED

SHARE OF COST LIABILITY OTHER LIABILITY PROVIDER OVERPAYMENT

RECIPIENT SIGNATURE       DATE

PROVIDER SIGNATURE       DATE

After work has been completed, sign, date and mail to this address

Una vez que se haya completado el trabajo, fi rmese y enviese a esta dirección

“Do not sign unless you have read and understand instructions on reverse side”
“No fi rme hasta que haya leído y entendido las instrucciones al dorso”

I declare under penalty of perjury, under the laws of the State of California, that all statements contained in this timesheet are true and 
correct, with full knowledge that all statements made in this timesheet are subject to investigation. I agree to reimburse the State for any
overpaments paid to me, and I understand that the amount of any overpayment may be deducted from any future warrant.
Por medio do la presente certifico que la information que contiene esta forma es verdadera, correcta y com-pleta, y que el proveedor y la
persona que recibe los beneficios han leido, entienden y estan do acuerdo en someterse a, y cumplir con las delaraciones,
afirmaciones y condiciones que contiene el dorso de esta-forma. El pago so basa en lo que se entró a diario.

FILL IN HOURS FOR EACH DAY WORKED AND PLACE TOTAL HERE
LLENE LAS HORAS PARA CADA D�A QUE TRBAJO Y APUENTE EL TOTAL AQU�

YESAddress change Write new address on reverse side YESAddress change Write new address on reverse side

SOC 361 (bi) (3/97) STATE OF CALIFORNIA-HEALTH AND WELFARE AGENCY - DEPARTMENT OF SOCIAL SERVICES

CURRENT YTD
Separe el cheque aquí
Guarde este talón para su archivo

   DETACH CHECK HERE
KEEP THIS STUB FOR YOUR RECORDS

STATEMENT OF EARNINGS AND DEDUCTIONS

DOLLARS CENTS

$

THE TREASURER OF THE STATE WILL PAY OUT OF THE
IDENTIFICATION NO.

FUND NO. FUND NAME

90-1342/1211
MO. DAY YR.

    JOHN CHIANG
CALIFORNIA STATE CONTROLLER

STATE CONTROLLER’S OFFICE-IHSS
 DUES DEDUCTED-FOR DEPOSIT
P. O. BOX 942550
SACRAMENTO, CA

******20.00

78676911
09 26 20035180

0000000000

0001

–––

–––

SEPTEMBERSUNDAY MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY1 2 3 4 5

6 7 8 9 10 11 12

13 14 15 16 17 18 19

20 21 22 23 24 25 26

27 28 29 30 MEMO

Work
5 hrs

Work
3. 5 hrs

Work
4 hrs

Work
5 hrs

Work
5 hrs

Work
3. 5 hrs

Work
5.5 hrs

Work
3 hrs

Work
2 .6 hrs

Work
4.2 hrs

Work
5 hrs
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RECIPIENT:
SMITH JOHN
4321 ANY STREET
SACRAMENTO, CA     95814

PROVIDER:
DOE JANE
9876 ANOTHER STREET
SACRAMENTO, CA      95814

FROM: JUNE 1, 2006
TO: JUNE 31, 2006 HOURS: 140
IHSS PROGRAM INFORMATION

Detach here and complete for your next payment request Separe aquí y complete para su siguiente solictud de pago

RECIPIENT NUMBER
31-12345678

PROVIDER NUMBER
654321

DAY OF MONTH 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
HOURS WORKED

SHARE OF COST LIABILITY OTHER LIABILITY PROVIDER OVERPAYMENT

RECIPIENT SIGNATURE       DATE

PROVIDER SIGNATURE       DATE

After work has been completed, sign, date and mail to this address

Una vez que se haya completado el trabajo, firmese y enviese a esta dirección

“Do not sign unless you have read and understand instructions on reverse side”
“No firme hasta que haya leído y entendido las instrucciones al dorso”

I declare under penalty of perjury, under the laws of the State of California, that all statements contained in this timesheet are true and 
correct, with full knowledge that all statements made in this timesheet are subject to investigation. I agree to reimburse the State for any
overpaments paid to me, and I understand that the amount of any overpayment may be deducted from any future warrant.
Por medio do la presente certifico que la information que contiene esta forma es verdadera, correcta y com-pleta, y que el proveedor y la
persona que recibe los beneficios han leido, entienden y estan do acuerdo en someterse a, y cumplir con las delaraciones,
afirmaciones y condiciones que contiene el dorso de esta-forma. El pago so basa en lo que se entró a diario.

FILL IN HOURS FOR EACH DAY WORKED AND PLACE TOTAL HERE
LLENE LAS HORAS PARA CADA DĺA QUE TRBAJO Y APUENTE EL TOTAL AQUĺ

YESAddress change Write new address on reverse side YESAddress change Write new address on reverse side

SOC 361 (bi) (3/97) STATE OF CALIFORNIA-HEALTH AND WELFARE AGENCY - DEPARTMENT OF SOCIAL SERVICES

CURRENT YTD
Separe el cheque aquí
Guarde este talón para su archivo

   DETACH CHECK HERE
KEEP THIS STUB FOR YOUR RECORDS

STATEMENT OF EARNINGS AND DEDUCTIONS

RECIPIENT:
SMITH JOHN
4321 ANY STREET
SACRAMENTO, CA     95814

PROVIDER:
DOE JANE
9876 ANOTHER STREET
SACRAMENTO, CA      95814

FROM: JUNE 1, 2006
TO: JUNE 31, 2006 HOURS: 65 
IHSS PROGRAM INFORMATION

Detach here and complete for your next payment request Separe aquí y complete para su siguiente solictud de pago

RECIPIENT NUMBER
31-12345678

PROVIDER NUMBER
654321

DAY OF MONTH 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31
HOURS WORKED

SHARE OF COST LIABILITY OTHER LIABILITY PROVIDER OVERPAYMENT

RECIPIENT SIGNATURE       DATE

PROVIDER SIGNATURE       DATE

After work has been completed, sign, date and mail to this address

Una vez que se haya completado el trabajo, firmese y enviese a esta dirección

“Do not sign unless you have read and understand instructions on reverse side”
“No firme hasta que haya leído y entendido las instrucciones al dorso”

I declare under penalty of perjury, under the laws of the State of California, that all statements contained in this timesheet are true and 
correct, with full knowledge that all statements made in this timesheet are subject to investigation. I agree to reimburse the State for any
overpaments paid to me, and I understand that the amount of any overpayment may be deducted from any future warrant.
Por medio do la presente certifico que la information que contiene esta forma es verdadera, correcta y com-pleta, y que el proveedor y la
persona que recibe los beneficios han leido, entienden y estan do acuerdo en someterse a, y cumplir con las delaraciones,
afirmaciones y condiciones que contiene el dorso de esta-forma. El pago so basa en lo que se entró a diario.

FILL IN HOURS FOR EACH DAY WORKED AND PLACE TOTAL HERE
LLENE LAS HORAS PARA CADA DĺA QUE TRBAJO Y APUENTE EL TOTAL AQUĺ

YESAddress change Write new address on reverse side YESAddress change Write new address on reverse side

SOC 361 (bi) (3/97) STATE OF CALIFORNIA-HEALTH AND WELFARE AGENCY - DEPARTMENT OF SOCIAL SERVICES

CURRENT YTD
Separe el cheque aquí
Guarde este talón para su archivo

   DETACH CHECK HERE
KEEP THIS STUB FOR YOUR RECORDS

STATEMENT OF EARNINGS AND DEDUCTIONS
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EXPLANATION: 
SHARE OF COST LIABILITY: THE AMOUNT THE RECIPIENT IS TO PAY FOR HIS/HER OWN CARE.
OTHER LIABILITY: THE AMOUNT TO BE COLLECTED BY THE PROVIDER FROM THE RECIPIENT TO PAY FOR HIS/HER OWN CARE.
PROVIDER OVERPAYMENT: THE AMOUNT OF OVERPAYMENT YOU OWE WHICH WILL BE DEDUCTED FROM YOUR CHECK.
LIEN: A CLAIM ON YOUR INCOME FOR PAYMENT OF A DEBT.
EARNED INCOME CREDIT: THE AMOUNT OF THE ADVANCE PAYMENT OF YOUR EARNED INCOME CREDIT.

EXPLICACIóN:
RESPONSABILIDAD POR LA PARTE DEL COSTO: LA CANTIDAD QUE EL RECIPIENTE DEBE PAGAR POR SU PROPIO CUIDADO.
OTRAS RESPONSABILIDADES: LA CANTIDAD QUE EL PROVEEDOR DEBE COBRARLE AL RECIPIENTE PARA PAGAR POR 
                                                           SU PROPIO CUIDADO.
PAGO EXCESIVO DEL PROVEEDOR: LA CANTIDAD DEL PAGO EXCESIVO QUE USTED DEBE, QUE SERÁ REDUCIDA DE SU 
                                                                      CHEQUE.
GRAVÁMEN: UN RECLAMO CONTRA SUS INGRESOS PARA PAGAR UNA DEUDA.
CRÉDITO POR INGRESOS GANADOS: LA CANTIDAD DEL PAGO POR ADELANTADO DE SU CRÉDITO POR INGRESOS GANADOS.

NOTE: THE DISCLOSURE OF INFORMATION WHICH IDENTIFIES YOUR EMPLOYER AS AN IHSS RECIPIENT IS PROHIBITED BY 
LAW. (REF. WELFARE AND INSTITUTIONS CODE SECTION 10850 AND DEPARTMENT OF SOCIAL SERVICES MANUAL OF POLICIES 
AND PROCEDURES, DIVISION 19.)

NOTA: LA DIVULGACIóN DE INFORMACIóN QUE IDENTIFIQUE A SU EMPLEADOR COMO RECIPIENTE DE IHSS SE PROHIBE POR 
LEY. (VEA LA SECCIóN 10850 DEL CóDIGO DE BIENESTAR E INSTITUCIONES Y LA DIVISIóN 19 DEL MANUAL DE PRÁCTICAS Y 
PROCEDIMIENTOS DEL DEPARTAMENTO DE SERVICIOS SOCIALES.)

PLEASE CHECK THE “HOURS WORKED” BOXES AND “TOTAL HOURS WORKED” BOX TO BE SURE THEY ARE MATHEMATICALLY 
ACCURATE AND THAT THE HOURS YOU WORKED DO NOT EXCEED THE HOURS AUTHORIZED.

POR FAVOR REVISE LAS CASILLAS “HOURS WORKED” (HORAS TRABAJADAS) Y “TOTAL HOURS WORKED” (TOTAL DE  HORAS 
TRABAJADAS) PARA ASEGURARSE QUE LAS HORAS QUE USTED TRABAJó NO EXCEDIERON LAS HORAS AUTORIZADAS.

AFFIRMATIONS–READ BEFORE SIGNING TIMESHEET
WE AFFIRM THAT THE SHARE OF COST AND/OR OTHER LIABILITY AMOUNT SHOWN ON THE OTHER SIDE HAS BEEN PAID BY THE 
RECIPIENT FOR THIS PERIOD. WE UNDERSTAND THAT PAYMENT OF THIS CLAIM WILL BE FROM FEDERAL AND STATE FUNDS, AND 
THAT ANY FALSIFICATION, OR CONCEALMENT OF A MATERIAL FACT, MAY BE PROSECUTED UNDER FEDERAL AND STATE LAW.

AFIRMACIONES–LÉALAS ANTES DE FIRMAR LA HOJA DE TIEMPO
AFIRMAMOS QUE LA PERSONA QUE RECIBE LOS BENEFICIOS, HA PAGADO LA PARTE DEL COSTO Y/U OTRAS 
RESPONSABILIDADES QUE SE MUESTRAN AL OTRO DADO, ENTENDEMOS QUE LOS FONDOS PARA PAGAR ESTE RECLAMO 
PROVIENEN DE LOS GOBIERNOS FEDERAL Y ESTATAL, Y QUE CUALQUIER FALSIFICACIóN U OCULTAMIENTO DE LA INFORMACIóN 
PUEDEN OCASIONAR ENJUICIAMIENTO EN CONFORMIDAD CON LAS LEYES FEDERALES Y ESTATALES.

WRITE NEW ADDRESS IN THIS BOX:

ESCRIBA SU NUEVA DIRECCIóN EN ESTA CASILLA:

WRITE NEW TELEPHONE NUMBER IN THIS BOX:

ESCRIBA SU NUEVA NUMERO DE TELÉFONO EN ESTA CASILLA:

FOR COUNTY REVIEW PURPOSES ONLY – SóLO PARA FINES DE REVISIóN POR EL CONDADO

REVIEW DATE AND INITIALS COMMENTS:

Jane Doe
1234 Any Street
Sacramento, CA  95814

(916) 555-5678

RECIPIENT:
SMITH JOHN
4321 ANY STREET
SACRAMENTO, CA     95814

PROVIDER:
DOE JANE
9876 ANOTHER STREET
SACRAMENTO, CA      95814

FROM: JUNE 1, 2006
TO: JUNE 31, 2006 HOURS: 140
IHSS PROGRAM INFORMATION

Detach here and complete for your next payment request Separe aquí y complete para su siguiente solictud de pago

RECIPIENT NUMBER
31-12345678

PROVIDER NUMBER
654321

DAY OF MONTH 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
HOURS WORKED

SHARE OF COST LIABILITY OTHER LIABILITY PROVIDER OVERPAYMENT

RECIPIENT SIGNATURE       DATE

PROVIDER SIGNATURE       DATE

After work has been completed, sign, date and mail to this address

Una vez que se haya completado el trabajo, firmese y enviese a esta dirección

“Do not sign unless you have read and understand instructions on reverse side”
“No firme hasta que haya leído y entendido las instrucciones al dorso”

I declare under penalty of perjury, under the laws of the State of California, that all statements contained in this timesheet are true and 
correct, with full knowledge that all statements made in this timesheet are subject to investigation. I agree to reimburse the State for any
overpaments paid to me, and I understand that the amount of any overpayment may be deducted from any future warrant.
Por medio do la presente certifico que la information que contiene esta forma es verdadera, correcta y com-pleta, y que el proveedor y la
persona que recibe los beneficios han leido, entienden y estan do acuerdo en someterse a, y cumplir con las delaraciones,
afirmaciones y condiciones que contiene el dorso de esta-forma. El pago so basa en lo que se entró a diario.

FILL IN HOURS FOR EACH DAY WORKED AND PLACE TOTAL HERE
LLENE LAS HORAS PARA CADA DĺA QUE TRBAJO Y APUENTE EL TOTAL AQUĺ

YESAddress change Write new address on reverse side YESAddress change Write new address on reverse side

SOC 361 (bi) (3/97) STATE OF CALIFORNIA-HEALTH AND WELFARE AGENCY - DEPARTMENT OF SOCIAL SERVICES

CURRENT YTD
Separe el cheque aquí
Guarde este talón para su archivo

   DETACH CHECK HERE
KEEP THIS STUB FOR YOUR RECORDS

STATEMENT OF EARNINGS AND DEDUCTIONS

✓
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DAY OF MONTH 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15

HOURS WORKED 0 0 3.2 5 6.2 2.5 5.1 0 0 3.1 2 6 .5 2.7
FILL IN HOURS FOR EACH DAY WORKED AND PLACE TOTAL HERE
LLENE LAS HORAS PARA CADA DĺA QUE TRBAJO Y APUENTE EL TOTAL AQUI

DAY OF MONTH 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15

HOURS WORKED 0 0 3.2 5 6.2 2.5 5.1 0 0 3.1 2 6 .5 2.7  .3
FILL IN HOURS FOR EACH DAY WORKED AND PLACE TOTAL HERE
LLENE LAS HORAS PARA CADA DĺA QUE TRBAJO Y APUENTE EL TOTAL AQUI

RECIPIENT:
SMITH JOHN
4321 ANY STREET
SACRAMENTO, CA     95814

PROVIDER:
DOE JANE
9876 ANOTHER STREET
SACRAMENTO, CA      95814

FROM: JUNE 1, 2006
TO: JUNE 31, 2006 HOURS: 140

IHSS PROGRAM INFORMATION

Detach here and complete for your next payment request Separe aquí y complete para su siguiente solictud de pago

RECIPIENT NUMBER
31-12345678

PROVIDER NUMBER
654321

DAY OF MONTH 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15

HOURS WORKED 0 0 3.2 5 6.2 2.5 5.1 0 0 3.1 2 6 .5 2.7  .3

SHARE OF COST LIABILITY OTHER LIABILITY PROVIDER OVERPAYMENT

RECIPIENT SIGNATURE       DATE

PROVIDER SIGNATURE       DATE

After work has been completed, sign, date and mail to this address

Una vez que se haya completado el trabajo, firmese y enviese a esta dirección

“Do not sign unless you have read and understand instructions on reverse side”
“No firme hasta que haya leído y entendido las instrucciones al dorso”

I declare under penalty of perjury, under the laws of the State of California, that all statements contained in this timesheet are true and 
correct, with full knowledge that all statements made in this timesheet are subject to investigation. I agree to reimburse the State for any
overpaments paid to me, and I understand that the amount of any overpayment may be deducted from any future warrant.
Por medio do la presente certifico que la information que contiene esta forma es verdadera, correcta y com-pleta, y que el proveedor y la
persona que recibe los beneficios han leido, entienden y estan do acuerdo en someterse a, y cumplir con las delaraciones,
afirmaciones y condiciones que contiene el dorso de esta-forma. El pago so basa en lo que se entró a diario.

FILL IN HOURS FOR EACH DAY WORKED AND PLACE TOTAL HERE
LLENE LAS HORAS PARA CADA DĺA QUE TRBAJO Y APUENTE EL TOTAL AQUĺ

YESAddress change Write new address on reverse side YESAddress change Write new address on reverse side

SOC 361 (bi) (3/97) STATE OF CALIFORNIA-HEALTH AND WELFARE AGENCY - DEPARTMENT OF SOCIAL SERVICES

CURRENT YTD
Separe el cheque aquí
Guarde este talón para su archivo

   DETACH CHECK HERE
KEEP THIS STUB FOR YOUR RECORDS

STATEMENT OF EARNINGS AND DEDUCTIONS

John Smith 6-30-06

Jane Doe 6/30/06
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RECIPIENT NUMBER  31-12345678
SMITH JOHN
4321 ANY STREET
SACRAMENTO, CA     95814

PROVIDER NUMBER  654321
DOE JANE
9876 ANOTHER STREET
SACRAMENTO, CA      95814

JUNE 2006 EMPLOYER REMAINING HOURS ARE 43.5

DAY OF MONTH 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

HOURS WORKED 0 0 3.2 5 6.2 2.2 5.1 0 0 3.1 2 6 .5 2.7 0 .0
TS #12345678 FILL IN HOURS FOR EACH DAY WORKED AND PLACE TOTAL HERE

LLENE LAS HORAS PARA CADA DĺA QUE TRBAJO Y APUENTE EL TOTAL AQUI

SHARE OF COST LIABILITY        0.00 OTHER LIABILITY        0.00 PROVIDER OVERPAYMENT        0.00

SHARE OF COST LIABILITY        0.00
SACRAMENTO COUNTY DHHS
PO BOX 168017
SACRAMENTO, CA 95816-8017

X

X

After work has been completed, sign, date and mail to this address
Una vez que se haya completado el trabajo, firmese y enviese a esta dirección

Do not sign unless you have read and understand instructions on reverse side
No firme hasta que haya leído y entendido las instrucciones al dorso

THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED IN THIS FORM IS TRUE, ACCURATE AND COMPLETE, AND THAT THE PROVIDER AND THE
RECIPIENT HAVE READ, UNDERSTAND AND AGREE TO BE BOUND BY AND COMPLY WITH THE STATEMENTS, AFFIRMATIONS AND CONDITIONS
CONTAINED ON THE BACK OF THIS FORM. POR MEDIO DE LA PRESENTE CERTIFICO QUE LA INFORMACION QUE CONTIENE ESTA FORMA ES
VERDADER, CORRECTA Y COMPLETA, Y QUE EL PROVEEDOR Y LA PERSONA QUE RECIBE LOS BENEFICIOSHAN LEIDO, ENTIENDEN Y ESTAN DE
ACUERDO EN SOMETERSE A, Y CUPLIR CON LAS DECLARACIONES, AFIRMACIONES Y CONDICIONES QUE CONTEINE EL DORSO DE ESTA FORMA 

YESAddress change Write new address on reverse side YESAddress change Write new address on reverse side

31-12345678   RECIPIENT SIGNATURE            DATE

654321   PROVIDER SIGNATURE            DATE

John Smith 6-30-06

Jane Doe 6/30/06
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RECIPIENT NUMBER  31-12345678
SMITH JOHN
4321 ANY STREET
SACRAMENTO, CA     95814

PROVIDER NUMBER  654321
DOE JANE
9876 ANOTHER STREET
SACRAMENTO, CA      95814

NOVEMBER 2006 EMPLOYER REMAINING HOURS ARE 80

DAY OF MONTH 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

HOURS WORKED .68 .68 .68 .68 .68 .68 .68 .68 .68 .68 .68 .68 .68 .68 .68 .68 75
TS #12345678 FILL IN HOURS FOR EACH DAY WORKED AND PLACE TOTAL HERE

LLENE LAS HORAS PARA CADA DĺA QUE TRBAJO Y APUENTE EL TOTAL AQUI

SHARE OF COST LIABILITY        0.00 OTHER LIABILITY        0.00 PROVIDER OVERPAYMENT        0.00

SHARE OF COST LIABILITY        0.00
SACRAMENTO COUNTY DHHS
PO BOX 168017
SACRAMENTO, CA 95816-8017

X

X

After work has been completed, sign, date and mail to this address
Una vez que se haya completado el trabajo, firmese y enviese a esta dirección

Do not sign unless you have read and understand instructions on reverse side
No firme hasta que haya leído y entendido las instrucciones al dorso

THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED IN THIS FORM IS TRUE, ACCURATE AND COMPLETE, AND THAT THE PROVIDER AND THE
RECIPIENT HAVE READ, UNDERSTAND AND AGREE TO BE BOUND BY AND COMPLY WITH THE STATEMENTS, AFFIRMATIONS AND CONDITIONS
CONTAINED ON THE BACK OF THIS FORM. POR MEDIO DE LA PRESENTE CERTIFICO QUE LA INFORMACION QUE CONTIENE ESTA FORMA ES
VERDADER, CORRECTA Y COMPLETA, Y QUE EL PROVEEDOR Y LA PERSONA QUE RECIBE LOS BENEFICIOSHAN LEIDO, ENTIENDEN Y ESTAN DE
ACUERDO EN SOMETERSE A, Y CUPLIR CON LAS DECLARACIONES, AFIRMACIONES Y CONDICIONES QUE CONTEINE EL DORSO DE ESTA FORMA 

YESAddress change Write new address on reverse side YESAddress change Write new address on reverse side

31-12345678   RECIPIENT SIGNATURE            DATE

654321   PROVIDER SIGNATURE            DATE

John Smith 11-31-06

Jane Doe 11/31/06

RECIPIENT NUMBER  31-12345678
SMITH JOHN
4321 ANY STREET
SACRAMENTO, CA     95814

PROVIDER NUMBER  654321
DOE JANE
9876 ANOTHER STREET
SACRAMENTO, CA      95814

MARCH 2006 EMPLOYER REMAINING HOURS ARE 43.5

DAY OF MONTH 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

HOURS WORKED 2.5 0 0 2.5 0 0 2.5 0 39.5
TS #12345678 FILL IN HOURS FOR EACH DAY WORKED AND PLACE TOTAL HERE

LLENE LAS HORAS PARA CADA DĺA QUE TRBAJO Y APUENTE EL TOTAL AQUI

SHARE OF COST LIABILITY        0.00 OTHER LIABILITY        0.00 PROVIDER OVERPAYMENT        0.00

SHARE OF COST LIABILITY        0.00
SACRAMENTO COUNTY DHHS
PO BOX 168017
SACRAMENTO, CA 95816-8017

X

X

After work has been completed, sign, date and mail to this address
Una vez que se haya completado el trabajo, firmese y enviese a esta dirección

Do not sign unless you have read and understand instructions on reverse side
No firme hasta que haya leído y entendido las instrucciones al dorso

THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED IN THIS FORM IS TRUE, ACCURATE AND COMPLETE, AND THAT THE PROVIDER AND THE
RECIPIENT HAVE READ, UNDERSTAND AND AGREE TO BE BOUND BY AND COMPLY WITH THE STATEMENTS, AFFIRMATIONS AND CONDITIONS
CONTAINED ON THE BACK OF THIS FORM. POR MEDIO DE LA PRESENTE CERTIFICO QUE LA INFORMACION QUE CONTIENE ESTA FORMA ES
VERDADER, CORRECTA Y COMPLETA, Y QUE EL PROVEEDOR Y LA PERSONA QUE RECIBE LOS BENEFICIOSHAN LEIDO, ENTIENDEN Y ESTAN DE
ACUERDO EN SOMETERSE A, Y CUPLIR CON LAS DECLARACIONES, AFIRMACIONES Y CONDICIONES QUE CONTEINE EL DORSO DE ESTA FORMA 

YESAddress change Write new address on reverse side YESAddress change Write new address on reverse side

31-12345678   RECIPIENT SIGNATURE            DATE

654321   PROVIDER SIGNATURE            DATE

Jane Doe 03/31/06
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RECIPIENT NUMBER  31-12345678
SMITH JOHN
4321 ANY STREET
SACRAMENTO, CA     95814

PROVIDER NUMBER  654321
DOE JANE
9876 ANOTHER STREET
SACRAMENTO, CA      95814

DECEMBER 2006 EMPLOYER REMAINING HOURS ARE 50

DAY OF MONTH 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31

HOURS WORKED 0 0 0 0 0 0 0 0 0 0 0
TS #12345678 FILL IN HOURS FOR EACH DAY WORKED AND PLACE TOTAL HERE

LLENE LAS HORAS PARA CADA DĺA QUE TRBAJO Y APUENTE EL TOTAL AQUI

SHARE OF COST LIABILITY        0.00 OTHER LIABILITY        0.00 PROVIDER OVERPAYMENT        0.00

SHARE OF COST LIABILITY        0.00
SACRAMENTO COUNTY DHHS
PO BOX 168017
SACRAMENTO, CA 95816-8017

X

X

After work has been completed, sign, date and mail to this address
Una vez que se haya completado el trabajo, firmese y enviese a esta dirección

Do not sign unless you have read and understand instructions on reverse side
No firme hasta que haya leído y entendido las instrucciones al dorso

THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED IN THIS FORM IS TRUE, ACCURATE AND COMPLETE, AND THAT THE PROVIDER AND THE
RECIPIENT HAVE READ, UNDERSTAND AND AGREE TO BE BOUND BY AND COMPLY WITH THE STATEMENTS, AFFIRMATIONS AND CONDITIONS
CONTAINED ON THE BACK OF THIS FORM. POR MEDIO DE LA PRESENTE CERTIFICO QUE LA INFORMACION QUE CONTIENE ESTA FORMA ES
VERDADER, CORRECTA Y COMPLETA, Y QUE EL PROVEEDOR Y LA PERSONA QUE RECIBE LOS BENEFICIOSHAN LEIDO, ENTIENDEN Y ESTAN DE
ACUERDO EN SOMETERSE A, Y CUPLIR CON LAS DECLARACIONES, AFIRMACIONES Y CONDICIONES QUE CONTEINE EL DORSO DE ESTA FORMA 

YESAddress change Write new address on reverse side YESAddress change Write new address on reverse side

31-12345678   RECIPIENT SIGNATURE            DATE

654321   PROVIDER SIGNATURE            DATE

Jane Doe 12/01/06

John Smith 12-01-06
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