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CANEN Type:
Emergency ___
Family Development ___
AMOUNT: $ __________

ASSISTANCE CATGORY:
Dental


Eye Exam/glasses

Hearing Aid

Funeral

Medications

Auto/Appliance Repair

Documentation Fees
GED Fee

Transportation

Mental health


Deposits

Medical Exam

DATE OF SERVICE: _____________________________________________________________________
CAN PARTNER ORGANIZATION: ___________________________________________________
CASE MANAGER: _______________________________________________________________
CASE MANAGER CONTACT: ______________________________________________________________
APPROVED PROVIDER NAME: ____________________________________________________________ 
ADDRESS: ____________________________________TELEPHONE: _____________________________
CLIENT NAME: ________________________________________________________________________

ENTERED IN CHARITYTRACKER: YES _______ NO _____ ENTRY DATE: ____________________________
ADDRESS: ____________________________________TELEPHONE: _____________________________
ADDITIONAL INFORMATION/INSTRUCTIONS: _______________________________________________
____________________________________________________________________________________

____________________________________________________________________________________

PAY TO:
SERVICE PROVIDER _____
CAN PARTNER _____ 

OTHER: ______

(Payments will be made by United Way of Madison County directly to the approved service provider upon completion of service and submission of service receipt and a copy of this voucher. Other payment arrangements must be approved in advance by United Way of Madison County, the CAN partner organization, and another member of the CAN Governance Board.)
Submit completed form and receipt(s) for services to:

United Way of Madison County, P. O. Box 1200

Anderson, IN 46015-1200

FAX: 765-608-3065

TELEPHONE: 765-643-7493

E-mail: office@unitedwaymadisonco.org. 
UNITED WAY USE ONLY: -----------------------------------------------------------------------------------------------------------------
APPROVED BY: ______________________________________________________________________

RECEIVED DATE: _____

PROVIDER RECEIPT PROVIDED: _____ 

CLIENT # SERVICES: _____
CLIENT ANNUAL TOTAL: _____
 

PAID ON: _____


CHECK #: _____
