DC Child and Family Services Agency ¢ 400 6t Street, SW ¢ Washington, DC 20024

FAQs About Childcare Services

Who is eligible to obtain a DC childcare voucher through CFSA?
= Any client under protective supervision
= Foster parents or Kinship care providers working at least 20 hours per week
= Any teen parent in care that is either working or in school at least 20 hours per week

How do | apply for a voucher for a DC childcare provider?
To apply for a voucher in the District:
Locate a childcare provider by contacting the Washington Child Development Council. (See How do | locate
a childcare provider?)
2. Geta referral packet on CFSA website here:
http://cfsa.dc.qov/DC/CFSA/For+Partners/Social+Workers/Social+Worker+Support+Forms or by contacting
Julian Smith at (202) 715-7796 or via email: julian.smith@dc.gov.
3. CFSAwill send completed referrals to IMA. It takes up to five business days to process vouchers.

What should | do if my client is not eligible to receive a DC childcare voucher?
Social workers can request childcare services outside of DC by using the FACES Service log. Here is how to get started:

1. Locate a childcare provider using the phone listing. (See How do I locate a childcare provider)

2. Search in FACES for the childcare provider's name and provider ID.

3. Ifyou cannot find your childcare provider in FACES, you must contact the childcare facility to get a valid copy
of their childcare license, and W9 form. (Blank W9 forms are available on CFSA website at
http://cfsa.dc.qov/DC/CFSA/For+Partners/Social+Workers/Social+Worker+Support+Forms.

4.  Once documents are completed, fax or bring them to CFSA. (See How do | submit referrals?)

5.  After the documents have been received, they will be entered into FACES, and a provider ID will be
assigned. Use this provider ID to link the child to the childcare provider through the Service Log. This will
provide authorization of payment.

How do | submit referrals?
Submit your completed referral via:

| Faxto: |8 Deliverto: |

Attention: Julian Smith CFSA
(202) 727-6505 400 6t St. SW
Office # 5082

Washington, DC 20024,

How do | locate a childcare provider?
Listed below are several contact numbers to assist in finding the childcare that best fits your clients’ needs:

Childcare Provider Locator

District of Columbia Maryland Virginia
DC Child Care Connections Prince George’s County City of Alexandria
(202) 862-1111 (301) 909-7120 (703) 838-0750
Mogg;))rgt;gt 1C7c;t;nty Arlington County
(703) 228-5101
Charles County

(866) 290-0045



GOVERNMENT OF THE DISTRICT OF COLUMBIA
Child and Family Services Agency
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Directions for Completing Daycare Packet

. Please Note: This packet should only be completed if you are trying to secure a daycare voucher
for a daycare in the District of Columbia that accepts daycare vouchers.

Eligibility: - Any protective supervision case
- Working foster parents
- Teen ward who is either working or in school

Description of Forms:

+ Information Exchange Form (DHS-886): - State the names of children referred, name &

address of daycare agency, and the reason for referral.

s District of Columbia Universal Health Certificate (2 Pages) — Each section of the form
must be completed and signed by the physician. (The health information - Date of health exam,
immunization records must be included or attached, TB & lead test dates and results required
for any child over the age of 1.)

e Child Care Referral (DHS-715): *For foster care, kinship care, or protective
supervision cases only.* - Complete the form where applicable - Must include Date of Birth,
and social security numbers for both the head of household and the child. (PLEASE NOTE:
Foster and kinship care referrals must include a copy of their most current pay stub.
Paystub must reflect that the head of household is working at least twenty (20) hours
per week, and will not be acceptable for referral after 30 days of issuance.

» Subsidized Child Care Service Application /Rights and Responsibilities Form: (4 Pages)
*Teen wards only.* - Ward must complete all four (4) pages where applicable — Must include
Date of Birth, social security number for both applicant and child, and signature of applicant.
(PLEASE NOTE: Wards must also submit a verification of employment, or enrollment
in school. Verification must be current within 30 days, and must reflect at least 20
hours per week of activity. Verification of enrollment must be a document with the
school or program’s letterhead stating that the applicant is currently enrolled, the hours
they attend and days a week they attend. A class schedule is not acceptable.)

e Department of Human Services Ward Letter: *Teen wards only.* - Social worker must
complete and sign this document when referring a teen ward.

To locate a daycare near the home of the family contact:
Washington Child Development Council at (202) 387-0002

Once the daycare packet is completed, please deliver it to Julian Smith at Cubicle 4211 on the 4t
floor at 400 6™ Street SW or fax it to his attention at (202) 727-6505.

The daycare voucher should be ready for pickup in five (5) business days from the date of fax. A
CFSA Collaborative Liaison representative will contact you to retrieve the voucher when it is
ready.



GOVERNMENT OF THE DISTRICT OF COLUMIBIA

Department of Human

Services

INFORMATION EXCHANGE

TO: Tntake Unit, CCSD/ECEA RE:.
Cnse Mame
Case Mumber or 88N
FROM Phone
Refemng Worker (Please Print Clearly)
DATE:

B-Mail Address

Nurmber of Children Referred:

Attachment(s)

Most Recent Pay Stub attached [ ] ¥es [ 1No (Foster Parents Only)

Completed Healih Certificate(s attached

1¥es [ 1No

Name of Child Care Provider

| Child Care Child 1
Provider .

Child 2

Child 3

Please be reminded that paperwork will not be processed for incomplete referral packets. Any
One current pay stub should be attached for Foster Parents. :

COMMENTS:
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wnw g COMPLETED HEALTH CERTIFICATE SHOULD BL A

[Hgtritnion: .
Original and 1 lo Recciving Wurker
(Copy retmned with reply)
Copy reliined

TTACHED TOR EACH CHILD REFERRED***

43-7920-P
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DISTRICT OF COLUMBIA UNIVERSAL HEALTH CERTIFICATE

Part 1: Child's Personal information F / jian: Please complete Part 1 c!aan‘y md’ comp.'e:e!y & .sfgn Pan‘ 5 below.
Child's Last Name: Child's Firs! & Middle Name: Date of Birth: | cender e =Tz
oM oF O Hispanie o Asian or Pacific Islander 7 Other.
Parent or Guardian Name: Telephane: Home Addness: Wand,
gHome o Cell 7 Work
Emergency Conlact Person: Emergency Number, Cily/Stale (if ather than D.C.) 20 cooe;
gHome [ Cell o Work
School or Child Care Facility: OMedicald — gPrivale Insurance o None Frmary Tare Froviger (Fer)
o Other,
Part 2: Child's Health History, Examination & Recom dations Health Provider: Form must be fully pleted
DATE OF HEALTH EXAM; WT oLes HT Ol BP: PYSTONML | Body Mass Index To0
: OKG ocm — DABNL | (BMI)
%,
'HGB f HCT Vision Screening O Glasses | Hearing Screening
" (Required for Hosd Start) Bafarrad
D s 3 : Right 20/ Left 20/ O Referred | Pass Fail OF
‘HEALTH CONCERNS: . . REFERRED or TREATED HEALTH CONCERNS: REFERRED or TREATED

Asthma ; 1o a O Referred O Under Rx Language/Speech u) O YES | OReferred O Under Rx
i e . . S| NO YES ot NONE

Seizure: 1 a [u] O Referred O UnderRx | Development/ 5] O YES | OReferred O Under Rx

NO YES Behavioral NONE
Diabates . =] [=] O Referred O Under Rx Other, - u] O YES | OReferred O Under Rx
NO YES _ NONE
ANNUAL DENTIST VISIT: (Age 3 and older): Has the child seen a DentistDental Provider within the last year? O YES DO NO O Referred

A. Significant health history, conditions, communicable iliness, or restrictions that may affect school, child care, sports, or camp.
O NONE O YES, please detail:

Fry— T
ation/envir

B. Significant food/medi
sports activity.
O NONE O YES, pl

detail:

| allergies that may require emergency medical care at school, child care, camp, or

C. Long-term medications, over-the-counter-drugs (OTC} or P

| care requir

[0 NONE O YES, please detail {(Forany medicati ort
should be submitted with this form)

yuired during school hours, a Physician's Medication Authorization Order

Part 3: Tuberculosis & Lead Exposure Risk Assessment & Testing:

TBRISK ASSESSMENTS-: " OHIGHS | Tuberculin Skin Test | CJNEGATIVE | ITTST Posiive
A C| oLow (TST) DATE: CPOSITIVE | S&m e
O TREATED
[EAD EXPOSURE RISKS O YES~> LEAD TEST DATE: | RESULT:
[=]\e]

Health Provider: ALL lead lévels musi be -wom 1o DT
Paisening Prevention Program: Fax: 202-481-3770

Health Provider: ITIVE

Par: 4: Requlrsd Provbder Certification and Signnlum

U YES O NO This child has been appropriately examined & health history reviewed. At time of exam, this child is in
satisfactory health to participate in all school, camp or child care activities except as noted above.

CYESONO This athlete is cleared for competitive sports.

O YEST NO Age-appropriate health screening requirements performed within current year. If no, please explain:

nint Name !.ﬂmﬁp_ﬁna_lure, -, Date
Address Fhone Fax

Part 5: Required ParentallGuardian Signatures. (Release of Health Infor

Print Nama

Slgnmlm

1 give permission to the sgm’ng' health sxsm#mﬁacin!yln share lhe health infermation on this form with my :Md’ssmool. child care, camp, or appmpriale DT Government Agency.

Date




DISTRICT OF COLUMBIA UNIVERSAL HEALTH CERTIFICATE

Student's Name: I I Date of Birth:, I

I
Last First Middle Mo. /Day/ Yr.

Sex: [ Male (] Female School or Child Care Facility:

T ‘Section:1-Immunization:Please!fillin‘or-attachiaquival py:-withiprovider:signature.and date:. 7% 2 5]
IMMUNIZATIONS R_E'EORD COMPLETE DATES da

Diphtheria, Tetanus, Perlussis (OTP.DTaP)
OT (<7 yrs.)/ Td (>7 yrs.) _
|Tdap Booster (PR R

Hepatitis A (He, Born on or after 01/01/2005) BT e i
Meningococcal Vaccine S : |

‘|Human Papillomavirus (HPV) . . ’ T

Influenza (Recommended : . . )

Rotavirus (Recommended) miRR Sl &

Other ' ' S
Signature of Medical Provider Print Name or Stamp Date

Section 2 MEDICA FiForHea BrUZRI0nIy: e e A I A e e T
| cerlify that the above student has a valid medical indication 1o being ized &t the time against: {check all that apply)

Diphtheria: {__) Tetanus: (__) Perussis: (__) Hib: () HepB: () Polio: () Measles: () Mumps: () Rubella: (_) Varicella: ()} Pneumaococcal: (__)
Hepa: (__) Meningococcal: () HPV: (_)

Reason: _
This is a p diion {___} or y dition {___) until ! !
Signature of Medical Provider Print Name or Stamp Date

| certify that the student named above has laboratary evidence of immunity: (Check all that apply & attach a copy of filer resulls)

Diphtheria: (__) Tetanus: () Pertussis: (__} Hib: () HepB: (_) Polio: (__) Measles: (_) Mumps: () Rubella: () Varcella: () Pneumecoccal: {_}
Hepa: () Men]ngomm_l]: () HPV: ()

Signature of Medical Provider Print Name or Slamp Date

u [
Haemophilus influenza Type b (Hib ) i
o
Hepatitis B (HepB]
T &
Polio (IPV, OPV) : i
T td
u
u = —
Rubslia e s R e R R
- o 3
varicella (Chicken Pox Disease History: Yes 0 When: Month, Year,
Verified by, {Health Care Provider)
Hame & Tille
i K £l -
Pneumococcal Conjugate =
N B [ e, Ty
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e oss E OFFICE OF THE STATE SUPERINTENDENT OF EDUCATION

~ GOVERNMENT OF THE DISTRICT OF COLUMBIA

SUBSIDIZED CHILD CARE SERVICE APPLICATION
DC Office of the

State Superintendent . - .
FEducadion 2 Names, Addresses, and income information of both parents must be reported.
ofkeucatian Please complete all blanks, including information of absent parent, and attached required documenis (PLEASE PRINT)

PARENT(S) AND/OR GUARDIAN INFORMATION

1. Name of Appli 10B: S8N:

(Parent, gunnjiun or Peyee)  Last Firsl Ml
Ruce (optional) [ ] American Indian or Alaskan Native | | Asian’[ | Black or African American [ | White [ ] Mative Hawaiian or Other Pacific Islunder
Address: ) . [———
3 Streel Apartment City State Zip Code Ward
el N Home with Arca Code Work/School with Aren Code

2. LANGUAGE PREFERENCE: Whal is the Primary Language you speak?

Please select one
[ | English [ ] Mandarin Chinese [ ] Cantonese Chinese | | Vielnamese [ ] Amharic | | French [ ] Spanish [ ] Other________ ____ —eo———

3. MARITAL STATUS:

4.  Name of Spouse: DOB: 88N:
Last First MI i . d
Race (optional) | ] American Indian or Alaskan Native | ] Asian | ] Black or African American [ ) White [ ) Mative Hawaiian or Other Pacilic Islander
Address: '__W:E__—-
Streel Apartment City Stale Zip Code
Telepl No: —
Home with Area Code Work/School with Arca Code

 GEILD INFORMATION { LIST ALL CHILD(REN) IN THE FAMILY

Complete this section for each child in the family. Use the code below to complete the Citizenship, Race, Bthnicity and Language columns. Enter each
code that applies, using at least one code for each child. Enter “Yes” or No’ in the Disabled Colum to indicate if the child has a disability.
Citizenship/Immigration Code: 1= United States Citizenship, 2= Permanent Resident, 3= Granted conditional entry, 5=Parolee 1 year or more,
6= Deportation withheld, 7= Refugee, 8= Baltered spouse, child, or pareat of child(ren)

Ethnicity Codes: 1 =Yes/Hispanic or Latino, 2= No/Hispanic/ Lalino

Race Code: 1= American Indian/ Alaskan Native, 2= Asian, 3= Black/ African American, 4= White, 5= Native Hawaiian/Pacific Islander
Language: 1= English, 2= Mandarin Chinese , 3=Cantonese Chinese , 4=Vi S= Amharic , 6= French , 7= Spanish, 8=Other________—————

Name DOB SSN Sex Dis- | Citizen- Eth- | Race | Language | Child ‘s Fatheror Mother
abled | ship/ nicity (If this person different
Last First Gmr:ﬂtl;n from #4)
. Status Name / DOB/ SSN




FAKIIN L(3) AIND MUK GUAILLAIY AU LLYLL X LYDUIUNLA L0 )
Your Activity ~ Spouse/ Other Parent Activity
1. Name of school or employer: 1. Name of school or crploy
Address: . Address:
| Days and hours of your activity: Days and hours of your activity: ____  ——
E Start and end dales of activily: Startand end dates of metivity:
2. Name of school or employer: 2. Name of school or employer:___________  ——
Address: Address:
Days and hours of your activily: Days and hours of your aclivity___—
Start and end dates of aclivity: Starl and end dates ofactivity,
REASON FOR CHILD CARE
' O WORKING OTRAINING [ DISABLED ADULT O CHILD WITH A DISABILITY COOTHER ____ _ _ —-

[
HOUSEHOLD INCOME INFORMATION:

. Gross Amount
Type of income per How often: (Check “V“one)
pay period
Mother’s/Guardian’s Income O weekly [ bi-weekly O bi-monthly
Father’s/ Guardian’s Income O weekly O bi-weekly O bi-monthly
Child Support 0 weekly O bi-weekly 0O bi-monthly
Alimony 0 weekly O bi-weekly O bi-monthly
SSI Benefits . O weekly O bi-weekly O bi-monthly
Unemployment Benefits O weekly O bi-weekly O bi-monthly
Other: ' O weekly O bi-weekly O bi-monthly
TANF 0 Yes$ O No
Food Stamp O Yes$ 0 No
Social Security ' O Yes$ 0 No
Attach proof of all income for: applicant, spouse, parents of minor parent,
. _ _ adult and spouse with physical custody of minor child.
CHILD SUPPORT INFORMATION

1) Are you receiving child support for all children in your household who are eligible for child support? 0Yes ONo
2) Have you applied for child support for all children in your household eligible to receive child support? O Yes ONo




o DISTRIBUTION - Original In Case Folder

- Copy to Applicant
OSSE

DC Office of the RIGHTS AND RESPONS[BH,IT[ES OF APPLICANT
State Superinrendent FOR SUBSIDIZED CHILD CARE SERVICES
of Education &2
RIGHTS:

I understand that if I am not satisfied with any decision by the Department regarding eligibility, my receipt orltermmatwn c_)f
services, [ may request a Fair Hearing. If T am receiving services and request a Fair Hearing before the gffectw_c date of ﬂ'llﬂ‘S
action, my benefits will continue uninterrupted until a hearing decision is made. IfI do not request a Fal_r Hearing bf3f°r° ©
effective date of this action, 1 may request a hearing within 90 days from the date of the notice of the _a_ctwn, but [ will not
continue to receive benefits while the hearing is pending. I must make my request by phone or in writing to:

The Office of Administrative Hearings,
441 4" Street, N.W., Suite 540-South,
Washington, D.C. 20001
(202) 727-8280

or [ can ask my caseworker to help me make the request. Afier requesting a Fair Hearing the Department will send me a
written notice telling me the time and place of the Administrative Review. The Administrative Review is not the same as &'
Fair Hearing. This means I may meet with Department staff to try to resolve my issue. If I choose not to at.r.epd the Review
or if my issue is not resolved at the Review this in no way impacts my Fair Hearing with the Office of i_ls.dmm:sttail\’c
Hearings. If the Review resolves my issue, I alone may decide to withdraw my request for a Fair Hearing.

FI request a fair hearing, I understand that (1) T have the right to be represented by legal counsel or by a lay pcrson_whos:fch
not an employee of the District; (2) I may bring witnesses on my behalf; (3) reasonable expenses rcla.te.dl to the hearing,
as transportation costs for me or my witnesses, will be paid by the Mayor; and (4) legal services are available to me.

I have been informed that I may choose one of the following types of child care: child care in a child develo_pment centel(‘;f
child care in a family child care home, child care in my home by an adult or relative I identify, or child care in the home =
my relative. 1am aware that to choose child care in my home with an adult other than a relative I must first atiempt 10 local
child care at a minimum of 5 child care centers and/or family child care homes.

T understand that I will be notified in writing within a minimum of 15 days of the effective date of any adverse action by the
Agency such as intention to discontinue, withhold, terminate, suspend, reduce assistance or make assistance sub_jﬂﬁ‘t?
additional conditions. T understand that I may apply for a Fair Hearing as described above if I disagree with notice ot any
adverse action. :

RESPONSIBILITIES: e — . . :onships

T understand that T must fully and accurately report circumstances affecting my eligibility, relating to family relations gat,ion
employment or training status, income, place of residence, and telephone numbers, and must p_rowde original documer; e
to substantiate the information. I must report any changes in these circumstances within 3 business days. I must coop

with all agency efforts to verify the eligibility information.

I have been informed of the absence policy and that I must provide documentation of excused absences to the chlld.' (I:atf:
provider. If my child is absent 6 days or more in one month without an adequate excuse I am aware that he}sl}e wil longer
terminated from the subsidy program. I have also been informed that I must report within 3 days when my child no ;ﬂt.g) =
attends a facility. 1 have been informed that T am required to have an eligibility review completed on e at
every months thereafter, to determine if T am eligible to continue receiving subsidized child care. Tunder: T
a notice will be sent to the address [ have provided informing me of the appointment date and time a_nd if I do not app I have
the appointment or reschedule the appointment my child care benefits will be terminated.  As noted in paragraph one,

the right to a fair hearing. :

: . . ire Him chilc
I understand that I am responsible for making all co-payments directly to the child care provider for the entire ; ?riices
is enrolled even on days the child is absent. Failure to be up to date with co-payment may result in termination o=
prevent me from requesting a placement change.



YYAIINLNG LU AFFLICANLDS: =
Government officials will rely on the information you provide on this application to determine your eligibility for Subsidized
Child Care Services. You are therefore informed that it is a criminal offense under District of Columbia law for you to
knowingly make false or misleading statements on this application. Persons convicted of making false or misleadiog

| | statements shall be fined up to $1,000 or imprisoned for up to 180 days or both. By signing your name on Block 10 on the

front of this application and below you are certifying that you are aware of the penalties for making false or misleading
statements on this application. Accordingly, if you are not sure of the accuracy of the information requested, it is your
responsibility to bring the information to the attention of the appropriate government employee prior to signing the
application See D.C. Code § 22-2514

INFORMATION ON SOCIAL SECURITY NUMBER: )

In accordance with ACYF-PI-CC-00-04. U.S. Department of Health and Human Services, Administration on Children, Youth
and Families. Issuance Date: October 27, 2000, the social security number is not required for detcrmining cligibitity for
subsidized child care. Eligibility will not be denied should an applicant not provide a Social Security Numbcn:, Social
Security Numbers will be used solely for searching for records in a database and for identifying individuals with the same
name. All applicant files are kept confidential.

I have read and agree to the following:
« 1 have read and understand my rights and responsibilities, and have attached/will provide the rei:m_imd
documents. I certify that this is a true and accurate statement of the financial status and composition of my
household. : ]
» I anthorized the Subsidized Child Care Program to obtain any verification necessary to both deﬁ:crminc'and review
financial eligibility and child care needs. This authorization includes the release of information regarding my
employment, salary, work schedule, and for training/ school schedule and residence

APPLICANT SIGNATURE: . DATE:
Print Name

Signature

AGENCY USE ONLY

Annual Gross Income:

Family Size: Dependent Children:

View ACEDS/ TANF verification: (Yes /No)

Total Parent Copayment: $ (daily) $. (weekly, if applicable)

Child 1 Parent Fee: $ OtherFee: $___

Child 2 Parent Fee: § OtherFee:$_

INITIAL ELIGIBILITY DETERMINATION O ELIGIBLE
0 INELIGIBLE,

Specify reason if ineligible
I hereby certify that the rights and responsibility have been discussed with the applicant and she/he has signed
to verify her/his understanding; '

ELIGIBILITY WORKER: DATE:
Print Name

Signabure




GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF HUMAN SERVICES

Income Maintenance Administration * % X
Child Care Services Division o

i s ]
To Whom It May Concern:

This letter is to verify that the person listed below is a Ward of the District of Columbia

Name:
DOB:
SSN:
Address:

1 am referring the child(ren) listed for child care assistance. The selected child care provider is

1. Child’s Name: DOB: SSN:
2. Child’s Name: ) DOB: SSN:
The Parent is currently [* ] attending school [ ] in training for hours per week. at

. Her current source of income is

The Parent is currently employed hours perweek:
3 most recent pay stubs are attached.

Letter to verify employment is attached (new hires only) with start date, annual
gross income, work hours per week, and the 1* pay day.

If additional information is needed, I can be reached at the contact information below.
Sincerely,

Name & Title:

E-mail address:

Telephone Number
Date:

4001 South capitol Street, SW - 1* Floor, Washington, D.C. 20032 (202) 727-0284 office (202) 727-9709 fax



