	State of Hawaii

Dept. of Human Services
	Benefit, Employment and Support Services Division


REIMBURSEMENT BILLING

GRANT  +  Program

Fill out and mail to:

DHS/GRANT + Program

820 Mililani Street, Suite 710

Honolulu, HI 96813

QUESTIONS? 
CALL (808) 622-6481

FAX (808)622-6484

Organization / Employer Name: __________________________________________________________

Mailing Address:  ________________________________________________________________________

Phone Number:  _________________________________________________________________________
	Report Month:

	Name of Employee:                                                       Employee’s SSN:

	Total Regular Hours Paid in the Report Month (include sick leave, vacation leave and other paid time):

	Hours of Unexcused Absences (if any):

	Attach copies of all paystubs/vouchers for report month or complete information below for wages paid in report month (employee is paid ___weekly; ___bi-weekly; ___semi-monthly):

	Pay Period:
	Pay Date:
	Gross Wages:
	Net Wages:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Accounting Manager Name and Phone (Print):

	Accounting Manager’s Signature:                                                         Date:


	DHS USE ONLY:

	Date Rec’d:
	Job Order #:
	Amount Authorized:



	Authorized By:
	Date Authorized:




DHS 796 (11/01)

