
 
Invoice 

 

Child’s Name:  

Guardian’s Name:  Phone #:  

 
Worker’s Name:  
Worker’s Address (inc. Postal Code) 
 
 
 
 
 

 

 
Respite Provided 

 

Date Start Time End Time Hours 
Worked 

Comments 

     

     

     
     
     

     
     
     

 

Total Hours  

 

Rate Per Hour  

Total Hours  

Additional Approved 
Expenses (Please 
explain) 

 

Total Invoice Amount  
 
 

Worker’s Signature: Date: 

Parent’s Signature: Date: 
 
 

 
For Office Use Only 

Approved:                                                                        Date: 
 

 CIF            Dual Diagnosis         SSAH        Activation Worker      Other                                  
: 

 865 WESTNEY ROAD SOUTH, AJAX, ONTARIO  L1S 3M4   TEL: 905-427-8862   FAX: 905-427-3107 
 



 


