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Purpose 
Form 06WP044E is used by the contract provider of state funded sheltered workshop services to document the provision of services. The form is attached to Form 10AD012E, Claim Form, or an invoice for the billing of services.
Instructions
Form 06WP044E is completed by the contract provider agency designee. 
Attendance codes:
D - Declared holiday. Sheltered workshop closed for legal holiday.
5 - Service recipient present for full service day.
S - Sick leave. Service recipient absent from sheltered workshop for medical appointment, concern, illness, or injury.
V - Vacation leave. Service recipient absent from sheltered workshop for service recipient- or family-initiated vacation.
Blank - Service recipient absent from sheltered workshop and used maximum sick and vacation leave allowed.
1 - 4 - Number of hours, up to four, attended each day by service recipient eligible for prorating.
1 - 31: Enter number of hours service recipient attended workshop per work days allowed per month, up to five per day, or appropriate indicator from Legend to signify type of absence.
Acc. S: Enter accumulated number of sick leave hours charged to service recipient for contract period.
Acc. V: Enter accumulated number of vacation leave hours charged to service recipient for contract period.
Days claimed: Enter number of days, full service and prorated, service recipient participated in workshop or was on therapeutic leave.
Monthly cost: Calculates $30.28 per day claimed.
Routing Information
Original - 
contract provider record
Copy -
contract provider submits this form attached to Form 10AD012E or an invoice each month to appropriate Developmental Disabilities Services Area Office Claims Unit
Attendance Information
Service recipient name  Last, first, and M.I.
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Attendance codes:  D - Declared holiday; 5 - Present for full service day; S - Sick leave; V - Vacation leave; blank - Absent and exhausted S or V leave; 1 – 4 - Number of hours worked by service recipient eligible for prorating.
Social Security number
Date of  birth
Case  number
Service recipient name  Last, first, and middle initial
Acc.
S
Acc.
V
Days
claimed
Monthly
cost
Total
I certify this attendance record is correct to the best of my knowledge and belief. I understand that any false statement on my part may result in prosecution for fraud. 
Signatures
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