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           Tasks Instructions 
 

To indicate what type of assistance  
was provided, please write an “H”  
for Hands-on Assistance and an “S” 
for Stand-by Assistance in the 
column for each completed task. 
- BA  (Bathing)          - TO  (Toileting) 
- DR  (Dressing)        - CO  (Continence) 
- TR   (Transferring)  - AM  (Ambulation) 
- EA  (Eating/Feeding – not meal prep) 
 

Place a “ü” in the appropriate columns if 
either of the following occurred: 
- CS  (Cognitive Supervision  
- HM  (Homemaker Services) 

Visit us on the Web: www.genworth.com/claims 
 
 

Register Online for Web Services: 
www.genworth.com/login.html 
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Important Notes: This contract does not cover in-kind payments, bartered services, loans or other exchanges made in lieu of payment to the Care Provider. Care Provider is responsible for determining Internal Revenue Service (IRS) reporting 
requirements for caregiving income. For California residents, please review our Notice at Collection (also at Genworth.com/ccpa) to understand how we collect, use, and disclose your personal information.                                      
                                                                                                                                                                                                                                                                                                BST356701Web 01/23/24 
 

             
                                                                                      Insured’s Name: ____________________________________________________ 
 

                                                                                      Claim Number: ______________________________________________________ 
 

                                                                                                                                 Care Provider’s Name: ________________________________________________ 
  

                                                                                                                                 Care Provider’s Address: ______________________________________________ 
 

                                                                                                                                 Care Provider’s Phone No.: ____________________________________________ 
  

                                                                                                                                 Care Provider’s Relationship to the Insured*: _____________________________ 
                                                                                                                                 *The contract does not generally cover care provided by family members. Please refer to the contract or contact us for information. 
 
 
 
 

                                                                                                         This form should be completed by the Care Provider.                        Tasks 

Care Provider Invoice Instructions 
and Additional Questions 

Date of 
Services 

Shift Start 
AM/PM 

Shift End 
AM/PM Hours Shift 

Rate 
Shift 

Charge B
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 Other Tasks Performed 
& Notes 

Follow this example when filling out the invoice →    9/21/19 8:30 AM 3:45 PM 7.25 $10 $72.50 H H  S  S  ü ü Dr. appt, grocery shopping on 9/21 
  

    1. Use multiple lines for split shift hours. 
    2. List details about tasks, such as taking the insured to 
        Doctor appointments, grocery shopping, etc., in the 
        “Other Tasks Performed & Notes” column each day 
        you work 
 

The invoice must represent the actual shift hours you worked* 
 *Note: The contract does not cover “on-call” care or  
            other times when you are not providing services. 
_________________________________________________ 
 

Additional Questions 
 

During this Work Period, the Insured: 
…was hospitalized some or a portion of the time?   Yes     No 
    If “Yes” Admission Date:     ________________ 
 

                 Discharge Date:     ________________  
 
 

…was on vacation or not home for any reason?                  Yes     No 
    If “Yes” Dates Away:          ________________     
                  Reason not home: ________________   
 
 

…had change(s) in care needs?                                Yes     No 
    If “Yes” Describe:               ________________     

                

               
               
               
               
               
               
               
               
               
               
               
               
               

   Total:  Total:            
 

By signing below, I confirm the shift hours worked, shift charges and the contents of this 
invoice are true and correct. 

 

 Signature of Care Provider: _______________________     Date: ________       Insured or Authorized Representative (Initial Here): _____ 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.genworth.com/online-privacy-policy/ccpa.html
https://www.genworth.com/online-privacy-policy/ccpa.html


 

State Fraud Notices – For your protection, some states’ laws require that we provide you with the following statements: 
Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an application for insurance is guilty of a crime and may be subject to restitution, fines or 
confinement in prison, or any combination thereof. 
Alaska: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, incomplete, or misleading information may be prosecuted under state law. 

Arizona: For your protection Arizona law requires that we provide you with following information: Any person who knowingly presents a false or fraudulent claim for payment 
of a loss is subject to criminal and civil penalties. 
Arkansas: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in 
prison. 
California: For your protection California law requires that we provide you with the following information: Any person who knowingly presents false or fraudulent information to obtain or amend insurance coverage or to make a claim for the 
payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison. 
Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or attempting to defraud the company.  Penalties may include imprisonment, fines, denial 
of insurance, and civil damages.  Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to 
defraud the policyholder or claimant with regards to a settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department of regulatory agencies. 
Delaware: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of claim containing any false, incomplete or misleading information is guilty of a felony. 
District of Columbia: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance 
benefits if false information materially related to a claim was provided by the applicant. 
Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree. 
Idaho: Any person who knowingly, and with intent to defraud or deceive any insurance company, files a statement of claim containing any false, incomplete, or misleading information is guilty of a felony. 
Indiana: A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, incomplete, or misleading information commits a felony. 
Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any 
fact material thereto commits a fraudulent insurance act, which is a crime. 
Louisiana: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in 
prison. 
Maine: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits. 
Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject 
to fines and confinement in prison. 
Minnesota: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime. 
New Hampshire: Any person who, with a purpose to injure, defraud or deceive any insurance company, files a statement of claim containing any false, incomplete or misleading information is subject to prosecution and punishment for insurance 
fraud, as provided in NH Rev. Stat. Ann. §638:20. 
New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties. 
New Mexico: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to civil fines and 
criminal penalties. 
New York: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, 
information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation. 
Ohio: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud. 
Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony. 
Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information or conceals for the purpose of 
misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. 
Puerto Rico: Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or any other 
benefit, or presents more than on claim for the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each violation with the penalty of a fine of not less than five thousand ($5,000) dollars and not more than ten 
thousand ($10,000) dollars, or a fixed term of imprisonment for three (3) years, or both penalties. Should aggravating circumstances are [sic] present, the penalty thus established may be increased to a maximum of five (5) years, if extenuating 
circumstances are present, it may be reduced to a minimum of two (2) years. 
Rhode Island: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and 
confinement in prison. 
Tennessee: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits. 
Texas: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison. 
Virginia: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits. 
Washington: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines, and denial of insurance benefits. 
West Virginia: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and 
confinement in prison. 
All other states: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance may be guilty of a crime and may be subject to fines and 
confinement in prison. 
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