AFFIDAVIT OF ATTENDANT CARE

Servica Provider:

Hame : Phone Number :
Address: Bocial Security Number:
Clty: State: Zip: Claim Mumber:

Complate the chart in datail:

DATE TASEKE FERFORMED HOURS RATE OF PAY

TOTAL: L

I certify that I hava completed these duties on behalf of

{injured person).

Signatura: Date:




