
Claimant:________________________________ For DSS Office Use Only   YEAR _________
Date rec'd _____________ Rx

Address:_________________________________ Vendor # ___________  Cert
Batch # ____________ Initials _____ Date__________ STAC

             _________________________________ Payment Amount _____________________ QPN
Check # _______________Check Date ____________ Rates

Service Month:____________ Year:___________ Contract

Service Frequency Location Unit
Date Qty. Child's Name Description & Duration H/C or Fac. Price Amount

Page Total $
TOTAL ALL PAGES $

DATE CLAIMANT'S SIGNATURE TITLE

CLAIMANT'S CERTIFICATION
I certify that the above account in the amount of $___________________is true and correct; that the services and

disbursements charged were rendered to or for the County of Ulster on the dates stated; that no part has been paid or satisfied; 
 that taxes for which the County is exempt are not included: and that the amount claimed is actually due.

COUNTY OF ULSTER REQUEST FOR PAYMENT
DSS - Preschool Special Education Services Program

1071  Development Court, Kingston NY 12401

COUNTY VOUCHER 2024 1/22/2025
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