
865 WESTNEY ROAD SOUTH, AJAX, ONTARIO  L1S 3M4    TEL: 905-427-8862    1-800-968-0066    FAX: 905-427-3107 

INVOICE 

Child’s Name: 

Guardian’s Name: Telephone  #: 

Worker’s Name: 

Worker’s Address:  
(incl. postal code)    

Respite Provided: 

Date Start Time End  Time Hours Worked Comments 

Total Hours 

Rate per Hour 

Additional Approved 
Expenses (please explain) 

Total Invoice Amount 

Worker’s 
Signature: 

Date:

Parent’s 
Signature: 

Date:

For Office Use 
Only: 

Approved: 

 HTS     Dual Diagnosis  SSAH 

Date: 

Activation Worker    Other 

Invoices can be submitted by e-mail to invoices@rfecydurham.com, 
by fax to 905-427-3107, or by mail.
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