
 
 

 
 
 
 
 

ACKNOWLEDGEMENT OF FIXED DEPENDENT CARE PAYMENTS 
 
 
 
 
I,     _____________, hereby certify that,         
                   Dependent Care Provider                                    Employee     
 
is paying $    per year for dependent care services for the period beginning, 
 
____________________________ and ending, ________________________________. 
 
 
 
              
        Provider Representative 
 
              
        Address 
 
              
        Tax ID or SS Number 
 
              
        Date 


