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2026 Building CAPACD Convention
Dependent Care Stipend Attestation Form

PARTICIPANT INFORMATION

	Full Name
	

	Mailing Address
	

	Email Address
	



STIPEND REQUEST
(Up to $100 per day for a maximum of 3 days. Maximum total: $300)

	Amount Requested 
	



ATTESTATION

By signing below, I confirm that I incurred dependent care expenses to attend the National CAPACD Building CAPACD Convention held Monday, August 3, 2026 – Wednesday, August 5, 2026 in Long Beach, CA. 

I understand that:

· This is a flat stipend and receipts are not required.
· This payment may be considered taxable income by the IRS. 
· I am responsible for reporting and paying any applicable taxes.
· This payment will only be processed upon submission of a fully completed W-9 form.

I also confirm that:
· The amount I am requesting does not exceed my actual dependent care expenses.
· I have not submitted and will not submit duplicate reimbursement requests for these expenses.
· I have not received and will not seek reimbursement for these expenses from any other source.

	Signature
	

	Printed Name
	

	Date
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