	Authorization of Restricted Funds

      COUNTY DEPARTMENT OF FAMILY AND CHILDREN SERVICES

                                                                                   

	


	                    (Optional)

	Client Name:     


	Type of Funds:      


	Amount(s) 
	$     

	$     

	$     


	Authorized:
	$     

	$     

	$     


	

	Date Check(s) Needed:      


	

	
	Check One Block:
	 FORMCHECKBOX 
 to be mailed
	 FORMCHECKBOX 
 to be picked up by staff/client

	Payable to:

	
	     

	
	Name of Client or Vendor

     

	
	Street Address

     
	     
	     

	
	City
	State
	Zip Code

	
	

	Purpose of check(s) or items to be purchased:

	     

	     

	     

	     
	
	     
	
	     

	Name of Caseworker
	
	Date
	
	Phone

	

	
	
	     

	Signature of Approving Authority
	Date



	------------------------------------------------------------------------------------------------------------

	RECEIPT VERIFICATION

	I certify that I have received a check to cover the items and/or needs specified above:

	
	
	     

	Individual Receiving Check
	
	Date

	I certify that the above listed items were received by me:

	
	
	     

	Client Receiving Items
	
	Date
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