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Commonwealth of Kentucky




N
(R. 11/07)                                                          Cabinet for Health and Family Services
                


             Department for Community Based Services
                                                                                        Division of Child Care

	 FORMCHECKBOX 
 P& P

	 FORMCHECKBOX 
 Family Support


                 Approval for Child Care Assistance
	DATE: 
	Initial Authorization  FORMCHECKBOX 

	Redetermination  FORMCHECKBOX 


	

	f

	A  AUTHORIZATION INFORMATION

	Protective Services Authorization  FORMCHECKBOX 

	

	Preventive Services Authorization  FORMCHECKBOX 

	

	Teen Parent Attending School Full-time  FORMCHECKBOX 

	K-TAP Authorization:  Working  FORMCHECKBOX 
   Kentucky Works  FORMCHECKBOX 
   

	Eligibility Date:  
	End Date: 


	O  OTHER INFORMATION  (P&P CASES ONLY)

	     Waive Parental Co-pay  FORMCHECKBOX 


	Court Ordered Co-pay   FORMCHECKBOX 

	Amount


	ADULT  INFORMATION 
	         Family Size: 

	a)          -  -    
	
	
	
	

	       (SSN)
	(Last name)
	(First name)
	(M.I.)
	(Date of Birth)

	Marital Status: S  FORMCHECKBOX 
 M  FORMCHECKBOX 
 D  FORMCHECKBOX 
 W  FORMCHECKBOX 
 Sep.  FORMCHECKBOX 
     
	Sex: M  FORMCHECKBOX 
 F  FORMCHECKBOX 
   
	Race/Ethnicity: 

	b)          -  -    
	
	
	
	

	       (SSN)
	(Last name)
	(First name)
	(M.I.)
	(Date of Birth)

	Marital Status: S  FORMCHECKBOX 
 M  FORMCHECKBOX 
 D  FORMCHECKBOX 
 W  FORMCHECKBOX 
 Sep.  FORMCHECKBOX 
     
	Sex: M  FORMCHECKBOX 
 F  FORMCHECKBOX 
   
	Race/Ethnicity: 

	Address: 
	County: 

	                
	

	Telephone  Home: (   )    -       
	Work: (   )    -       
	Cell: (   )    -       

	Domestic Violence  FORMCHECKBOX 

	Homeless Shelter  FORMCHECKBOX 

	Food Stamps  FORMCHECKBOX 

	Housing  FORMCHECKBOX 


	

	INCOME

	Name

(Last, First, M.I.)
	Employer
	Type of Income

(Wages, KTAP, SSI etc.)
	Amount
	Rec’d (weekly, biweekly, monthly, semi monthly, yearly)

	
	
	
	$
	

	
	
	
	$
	

	
	
	
	$
	


	CHILD INFORMATION

	Child’s Name

(Last, First, M.I.)
	Child’s SSN
	Birth Date

(00/00/0000)
	Sex

M/F
	Race
	FD/PD
	Days/wk
	Name of School if attending

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	PROVIDER INFORMATION          

	Name:

	Address: 
	Telephone: (   )    -    


The DCC-85 is to be forwarded to the child care service agent in your area.  The child care service agent in your 
area may be located on the DCC website at http://chfs.ky.gov/dcbs/dcc/assist.html .
The need for care has been reviewed and discussed with the client.  Child Care is needed to accommodate employment,
approved activities and/or the safety of children needing care. 
	Care is needed:             FORMCHECKBOX 
 M        FORMCHECKBOX 
 T       FORMCHECKBOX 
 W        FORMCHECKBOX 
 Th       FORMCHECKBOX 
 F       FORMCHECKBOX 
 Sat        FORMCHECKBOX 
 Sun  

	Type of care required:    (P&P CASES ONLY)         FORMCHECKBOX 
 Licensed/Certified       FORMCHECKBOX 
  Unregulated


	DCBS Worker Name:

	Address:

	City, ST, Zip Code

	DCBS Worker Phone/email:


DCBS Worker Signature: ________________________________________________________________

	FSOS NAME:      (P&P CASES ONLY)         

	FSOS Phone/email:


FSOS Signature: _________________________________________________________________

K-TAP EARNINGS DISREGARDED: _______________________ and _______________________.
COMMENTS: 

Approval for Child Care Assistance
	Recipient Name:  
	Date: 


	The following children are eligible for child care assistance: 
	Effective Date:


	

	

	

	

	

	


 (If more than 6 children, add an additional page.)

	Take this certificate as proof of your eligibility for child care subsidies to the child care provider who cares for your
children.  This serves as confirmation that payment will be authorized if your children are enrolled within 30 days of
the date on this notice and your provider is approved to receive CCAP subsidy payments in you behalf.
When you have chosen and enrolled your children with a child care provider, please contact Service Agent Staff 
at _____________________, so a child care service agreement can be mailed to your child care
provider.  The child care service agreement is needed in order to process payments for the care of your children.
__________________________________________________________________________

            (Signature of DCBS worker)
__________________________________________________________________________

            (Worker address, City & Zip code)
_________________________________________            
            (Worker phone number)


This page can be used by the recipient to verify eligibility of child care assistance with the child care provider prior

to the child care provider receiving the child care agreement and certificate.

Recipient Information:  If you need assistance finding child care for your children, you may contact the Child Care 

Resource and Referral Agency (CCR&R) at (877) 316-3552.

.
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