WIMBERLY ASSOCIATES, INC.

DEPENDENT CARE RECEIPT
 

Name: _________________________________ Dependent's Name: ___________________

 

Employer: ______________________________ Service Provider: _____________________

 

Date(s) Service Rendered: __________________ Amount Paid: $_______________________

 

Received for the care of the above dependent for the period stated.

 

Signed: ______________________________________ Date: ________________________

 

Please Mail, Fax or Email to:

Wimberly Associates, Inc., 150 Cunningham Pond Rd., Peterborough, N.H. 03458
Fax  1-888-653-6034 


Claims@wimberlyassociates.com

 

