Michigan Department of Education 

Child and Adult Care Food Program

Unliquidated Reimbursement Return Form
Date ________________

Family Day Care Home Sponsor Name __________________________________

Sponsor Address ___________________________________________________

Agreement Number ________________
Federal Employer Identification Number ______________        
	  FY
	Grant #
	$ Unliquidated
	 Provider License #
	Claim Month
	Provider Name

Explanation

	20___
	1920
	
	
	
	

	20___
	1920
	
	
	
	

	20___
	1920
	
	
	
	

	20___
	1920
	
	
	
	

	20___
	1920
	
	
	
	

	20___
	1920
	
	
	
	


Total:                                  
Signature                                                      Title                                                                  
Make checks payable to:  State of Michigan

Attach the completed form to the check and mail to:

Michigan Department of Education

Office of Financial Management 
Attn:  Chief Cashier

PO Box 30106

Lansing, MI  48909

For questions, contact Katherine Fuller, Fiscal Coordination Departmental Analyst, at 

517-373-4017 or by e-mail at fullerk@michigan.gov
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