
 

Columbia County Department of Social Services Monthly Attendance for Day Care Services 
Parent/Caretaker Name:   Phone #    Provider Name:   Phone #   
Parent/Caretaker Addres:     Location of Care:                                                                    
Reason for Care:                                                                                                                                                                

Checkmark  Type  of Provider: LE  FDC   GFDC  DCC    SACC   
Child’s Name:  Child’s Age: Month of Care:  , 2022 
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We hereby certify that the Daycare services shown above; amount to $_________.____ have been actually performed and the total amount charged is due and owing. 

Parent/Caretaker Signature:   Date   

Provider Signature:  Date   



 


