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                                Family Connections of Lane and Douglas Counties/Lane Community College

4000 East 30th Avenue, Eugene, OR  97405

(541)463-3315 or (800)222-3290   FAX (541)463-4724

Request for Incentive Funds

Provider Instructions:

1. Complete provider information.

2. Determine the type(s) of funds you are requesting.

3. Fill in the total amount of your Stipend Request.

4. Sign and date the form.

5. Attach all required documentation.

PROVIDER INFORMATION

	Name:
	

	Address:
	

	Phone:
	(        )
	Email:
	

	L #: 
	
	Date of Request:
	


TYPES OF FUNDS

1. Insurance: $1 Million Liability Insurance Attach insurance price quote (total premium cost) and source for price quote (insurance company). Funds limited to one time payment.
Request Reimbursement of $ ____________

2. Child Care Enrollment Bonus Fill out family information below and specify whether this is 

the initial enrollment ($200.00 Step 5-7, $250.00 Step 8-12) or retention bonus ($50.00).
	Child’s name
	Parent’s name
	PH region
	Date enrolled
	Bonus amount
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(541)463-3315 or (800)222-3290   FAX (541)463-4724

3.  Tuition or Fees for Education and Training Attach a list of specific training sessions, courses, or conferences with listed cost per session, course, or conference. Request for reimbursement will occur after the original receipts and a copy of the completion for the training have been submitted to Lane Family Connections. 
Request Reimbursement of $ ____________

4.  Environment Enhancement: Consumables or Educational Program Supplies Attach a list of materials to be ordered with unit and total price plus other directly associated costs such as shipping and handling.  Attach source for order price quotes (catalogue name, store name, vendor, etc.)

Request Reimbursement of $ ____________

Total Amount of Stipend Request:

Request Approval for $ ___________
Request Reimbursement of $ ____________
	Printed Name:
	

	Signature:
	
	Date:
	

	
	
	
	






Office Use Only





Provider Number: _____________


Date Received/Reviewed: ________


Staff Initials: _________  


Date: ______________
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