
 

 
INVOICE FOR PERSONAL CARE ASSISTANCE 

 
FDDC/Task Force member who was provided services:  _________________________ 
 

Meeting/Conference Attended:     ___________________________________________ 
 

Location of Meeting: ________________________________ 
 

Dates of Service: ____________________ Location of Service: ________________ 
 

Rate of Payment: ____________________* Payment Options/Basis: (identify basis for payment) 
Daily Rates: 
Blocks of Hours Rates: 
Sleeping Rates: 

Total Charge: $ _________________ 
Travel Reimbursement:  $ ______________ (attach Travel Reimbursement form) 
 

TIMESHEET 

Date Start Time End Time Rate of 
Payment* 

Services Rendered 

 
 

    

 
 

    

 
 

    

 
 

    
 

Provider:  __________________________ ________________________________ 
        Provider’s Signature 
 

Address:  __________________________ ________________________________ 
               Date  
 

I hereby certify or affirm and declare that this claim for reimbursement is true and correct in every material matter; that the 
expenses were actually incurred by me or allowed in accordance with Council travel policy as necessary in the performance of 
Council Business; and that these expenses have not and will not be reimbursed by another agency or entity. 
 
Member’s Signature_________________________________________ date_____________ 

 

For Internal Use Only      
Program  Approval_______________________________________________  
Date_____________       

Account__________________________________________________     Prepared by ___________ 

     Reviewed by ___________ 

Exec Dir Approval_____________________________________________  date____________       

Revised 01/11 

 

 
124 Marriott Drive, Suite 203, Tallahassee, Florida  32301-2981 

Phone (850)488-4180*Toll-Free (800)580-7801*Fax (850)922-6702*TDD (850)488-0956/(888) 488-8633  


