Tri-Counties Regional Center
520 E. Montecito Street

Santa Barbara, CA 93103

805-962-7881

Vendor Name: 






Vendor #: 



DETAIL LOG FOR THE MONTH OF: 




Instructions:  
For each date of service please list the start and end times, the number of hours of service provided, then have the provider sign and record their phone number.  Transfer the total number of hours for the month to the Provider of Care Claim form and staple this form to the back.  
Return this form to the Accounting Department by the 3rd (third) of the month for prompt payment.

Sample

	August 8, 2008
	8:00 am to 2:00 pm
	6 hours
	Jane Lee
(805) 000-0000
	12345


	DATE OF SERVICE
	START & END TIMES


	NUMBER OF HOURS
	SIGNATURE & PHONE NUMBER OF PROVIDER OF SERVICE
	PAID CHECK # (or “Cash”)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


I certify that the information provided on this form is a true and accurate account of services provided.

Vendor signature 







  Date 



