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Rev 4/2021  days have passed. 

Our office has 10 days from the date of receipt to process 

 Email: KANAchildcare@kodiakhealthcare.org

Program Contact: Call: (907) 486-9879 Fax: (907) 486-1340 
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true and correct and the parents have agreed upon arrangements.  
Provider Signature Date:  payments. Please hold calls about payment status until 10

Provider Signature below is required for payment.

de
Processing of Billing Reports without signature may be delayed.  
Certification Statement: I certify that the information provi d 
on this form is true and correct and the parents have agreed  
upon arrangements.

Notes: 

Billing for Month    Year  

KANA reimbursement rates
  

Date  Provider Signature    Case Manager Signature         Date

Parent First & Last name 

Provider Name Phone Number Provider Type  

Mailing Address City, State, Zip Code 

Part time = up to 5 hours, Full time = 5 hours, 1 min through 10 hours, Overtime = 10 hours 1 minute or more. 

Child’s First & Last Name 

Use codes: F = Full time, P = Part time, O = Over time, A = Absent, H = Holiday, S = Sick  

Age Groups; I = Infant, T = Toddler, P = Preschool, S = School Age
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  Subtotal:
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*Billed amount should reflect the total being billed for the month. Charges in excess of KANA  reimbursement rates are the parents' responsibility in addition to their co-pay.Please allow our office 10 business to process payment and hold calls about payment status until 10 business dayshave passed.
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