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Instructions

A.

B
C
D

Enter time senice began: Indicate AM or PM as appropriate.
Enter time senice ended: Indicate AM or PM as appropriate.

. Provider Mileage: Enter miles traveled for the purpose of providing senice when authorized per ProviderOne and noted in the client’'s PCSP.

Maintain completed verification forms in your records for six (6) years. Copies must be submitted monthly to the client’s case manager. Copies may also be
requested by DDA / DSHS at any time.

This form is available on the DSHS forms internet site at: https:/mwww.dshs.wa.gov/fsa/forms.
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