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BOYS & GIRLS CLUB OF CLIFTON
GREAT FUTURES START HERE.

Welcome to the Boys & Girls Club of Clifton’s - Woodland Park School District state
licensed After School Child Care Program for children in grades 3 - 4 year-olds for
Woodland Park School #1.

The School #1 WRAP ARROUND PROGRAM operates from 7:15 a.m. to School
start and from School dismissal to 6:00 p.m. Parents will be assessed a $5.00 late fee
payable upon pick for every 15 minutes for any children remaining in the program
after 6:15 p.m. Parent information booklets will be available at registration and
confirmations will be mailed out in August. Program start date is Monday, September
13¢h, 2021. The cost of the After School Program yearly tuition is $4,250
($425/month) for the first child and $3,825 ($382.50/month) for each additional
child.

The first month’s tuition is due at time of registration. Tuition is based on the school
calendar and is divided into ten equal payments due by the 1™ of each month. Tuition
is not adjusted monthly to reflect vacation and or school holidays; included at no
additional cost are ¥ days. Snack is provided or parents may opt to have members
bring a snack from home. Due to peanut allergies, we request that any snacks provided
from home, do not contain nuts.

Automatic Payment, Late and Return Check Fees

The Club offers automatic payments for any parents who wishes to keep a credit card
on file. Payments will be processed by the 10® of every month. Non automatic
payments received after the 10™ of each month will be assessed a late fee of $10.00.
There will be a fee $25.00 assessed for each returned check.

Income Eligibility

The Boys & Girls Club of Clifton is a provided agency with the child care provided
agency in Passaic County 4C’s and will accept parent subsidy agreements. The Club
will also offer reduced rares to those families that are income eligible. Applications
will be approved on the basis of need (excluding membership and activity fees).
Families eligible for partial scholarships must provide the Boys & Gitls Club of Clifton
with a completed After School program application and a photo copy of 2020 Income

Tax Return claiming the child as a dependent.

MEMBER: Boys & Girls Clubs of America » North Jersey Regional Chamber of Commerce » USA Swimming = NJ Swimming

Establish a Clifton Legacy » Include The Club in Your Estate Planning » Donations ave Tax Deductible



BOYS & GIRLS CLUB OF CLIFTON Date Received:

WOODLAND PARK SCHOOL DISTRICT i

9021- 2022 School #1 WRAP ARROUND PROGRAM Deposit:

Cash /C.C. /CHK:

Tuition is due by the 1¥ of the month Receipti: '
Pleage Print
Child’s Name: Phone:
Address: City: dipr
Date of Birth: Age: Gender: OMale  (OFemale

Name of School: Woodland Park School #1

Father’s Natne: Employed by:
Cell phone #: Work #:
Email Address:

Mother’s Name: Employed by:
Cell phone #: Work #:
Email Address:

Marital Seatus {please check one)
ﬁ Married mWidowed
Ethnicity (please check one)

Single

] t African American ’ :Caucasian
Does your child have any impairment? () Yes

Separated

__iDivorced

WHispanic g_ | Asian r— Multi-Racial FNative American
(ONo (If Yes, please specify)

Are there any special problems we should be aware of! O Yes

ONO (If Yes, please specify)

Does your child have or is he/she subject to any of the following:

Asthma D Faintingl:l

Other please specify:

Convulsionslj

Heart Trouble[l

Allergies[]

Dactor’s name:

Phone #:

Emergency contact person(s) & phone number(s) if parent cannot be reached:

Name: Phone:
Name: Phone:
] FOR OFFICE USE ONLY

MONTHLY PAYMENT: §
2020/2021 ASP BAL:
MEMBERSHIP DUE:

2021 SUMMER BAL:

SCHOLARSHIP  LE
ENTERED BY:

4C'S: CO PAY:




PARENT
RECEIPT OF INFORMATION:

:] Information to Parents Document

] Policy on the Release of Children

Policy on Methods of Parental Notification

{Applicable only if a method other than a phone calf is used to notify parents of an injury to a child’s head, a
bite that breaks the skin, a fall from a height, or an injury requiring professional medical attention.}

!] Policy on Communicable Disease Management

31] Expulsion Policy

Policy on the Use of Technology and Social Media

! have read and received a copy of the ihformation/policies
listed above.

Child's Name:

Parent/Guardian’s Name:

Signature Date

OO/ PARENT RECEIPT OF INFORMATION/9.27.2017



Emergency Medical Release -

Emergency Evacuation/Permission to participate in After School Program activities

By signing below, I do hereby give my child permission to attend and/or participate in the After Care
Program activities, including permission to walk to the emergency evacuation site in the event of an
emergency, sponsored by the Boys & Girls Club of Chifton, its employees, associates, and contributors. In
further consideration of the benefits to be gained by our child we covenant that we will never institute any
action at law against the Boys & Girls Club of Clifton, Inc., its agents, servants and employees, on account
of any injury or other loss or damage sustained by my child’s participation, furthermore, I hereby do
authorize medical examination and treatment of my son/daughter by a qualified licensed physician m any
event of an accident and all efforts to contact the parents/guardian have been exhausted.

Statement of Good Health
T understand that my child is in good health and has NO RESTRICTIONS placed upon him/her while participating
in the School’s Qut Program aclivities.

By signing below, I acknowledge that:

o 1 have read and received a copy of the Information to Parents Statement prepared by the Bureau of
Licensing in the Division of Youth and Famuly Services

o I have read and received a copy of the Boys & Girls Club’s Discipline Policy

o T have read and received a copy of the Policy on the Management of Communicable Diseases

o Ido hereby give my child permission to attend and/or participate in the After School Program activities
sponsored by the Boys & Girls Club of Clifton, its employees, associates, and contributors. In further
consideration of the benefits to be gained by my child I covenant that I will never institute any action at
law against the Boys & Girls Club of Clifton, Inc., its agents, servants and employees, on account of any
injury or other loss or damage sustained by my child’s participation, furthermore, I hereby authorize
medical examination and treatment of my son/danghter by a qualified licensed physician in any event of
an accident and all efforts to contact the parents/guardian have been exhausted.

e I have read and understand the policies of the Boys & Girls Chub and agree to abide by the Boys & Garls
Club of Clifton procedures in order for my child to attend the School’s-Out child care program.

Child’s Name:

Parent/Guardian Name:

Parent/Guardian Signature: Date:




BOYS & GIRLS CLUB OF CLIFTON - BEFORE & AFTER SCHOOL PROGRAM AT
‘WOODLAND PARK SCHOOL DISTRICT

STATEMENT TO BE SIGNED BY SUBSIDY RECIPIENTS AND APPLICANTS &

I understand that the criteria established by the Boys & Girls Club of Clifton - Woodland Park School
District for subsidy eligibility is based on the gross income of the family applying for the subsidy and the
number of family members dependent upon that income for support.

1 understand that the amount for each subsidy and the mumber of subsidies available 1s hnited. Therefore,
the Boys & Girls Club of Clifton cannot and has no obligation to provide all eligible families with subsidies.

[ understand the Boys & Girls Club of Clifton -~ Woodland Park School District reserves the right to make
exceptions to the established subsidy criteria when, in its view, an emergency situation exists.

I understand that a portion of the subsidy money I receive or am applying for is obtained for me by the
Boys & Girls Club of Clifton and that the other portion is provided by the Boys & Girls Club itself through

the various fundraising activities of the Board of Trustees.

I have carefully reviewed my application for participation in the After School day care program and have
also carefully reviewed the financial information supplied with the application. I certify that, to the best of
my knowledge and belief, the information I have supplied is true, correct and complete. Should there be
any change in my financial situation that would affect my subsidy eligibility status I will report the change
to the Boys & Girls Club wathinn 20 days.

£hild’s Name - Please Print

Parent or Guardian Name - Please Print

Parent or Guardian Signature

Date



PROGRAMA DE SUBSIDIO PARA EL CUIDADO INFANTIL DE NJ

Lista de Verificacién de la Documentacién

A continuacion hay una lista general de los documentos requeridos para cada seccién de la Solicitud del Programa de

Subsidio de Cuidado Infantil que debe presentar para la consideracion inicial de elegibilidad. Documentos adicionales también
pueden ser requeridos de acuerdo a los requisitos del programa. Comuniquese con 4CS del Condado de Passaic al 973-684-

1804 si tiene preguntas o necesita ayuda.

ef co-solicitante, enviar uno de los Sina puede proveer documento de la COLUMNA A, puede enviar
documentos en la COLUMNA A: dos documentos en fa COLUMNA B:
COLUMNA A (DOCUMENTACION PRINCIPAL) O COLUMNA B (Documentos secundarios)
Enviar uno de los siguienges: Enviar dos de los siguientes:
T Licencia de conducir 01 Diploma de Escuela Secundaria, GED, ¢ Diploma de la
O Tarjeta de identificacion emitida por et gobierno Universidad
(con foto) 0 Tarjeta de seguro médico o tarjeta de recetas
Tarjeta de identificacion militar {con foto) (1 Talonarios de cheqLEesEimpres?/ com;l)robantes de pigo
n s " O Acta de nacimiento (solicitante/ co-solicitanie, o nific
t 1
identificacion emitida por e empleador {con foto) O Tareta de Sequro Sodal

Identificacidn escolar (con foto)

Pasaporie
Tarjeta de residencia permanente

DoDooQ

&

Para cada solicitante/co-solicitante, enviar uno de fos siguientes documentos para verificar la residencia
Acterdo de alquiler o factura de hipoteca

Decreto judicial {si corresponde)

Registros escolares que muestra la residencia

Acuerdo u ofros documentos judiciales que indique tener la custodia (si corresponde)
Facturas de servicios a domicilio

Bocumentacién medica

Registracion de vehiculo o titulo o licencia de conducir de NJ.

Los formularios de impuestos mas recientes

Pdliza de seguro de inquilino/ propietarios de vivienda

*Sj usted o sit hijo no tienen un hogar yio direccion fija, comuniquese con 4CS de ef condado de Passaic para obtener ayuda.

CoooDoouuo

Para cualquier nifio que necesite servicios de cuidado infantil, presente UNO de fos siguientes documentos para demostrar la
refacion:

O  Acia de nacimiento dei nifio

O Decreto judicial {si corresponde)

QO Acuerdo u otros documentos judiciales que indique tener la custodia {si corresponde)
Para cada dependiente que reside en el hogar e incluido en el tamario de la familia, envie uno de los siguientes para verificar el
tamafrio de la famifia:

O Acta de nacimiento

O Acuerdo u otros documentos judiciales que indique tener la custodia (si corresponde)

L1 Decreto judicial

O Los formularios de impuestos més recientes que muestran cualquier nifio que usted reclama como depende en sus

impuestos, independiente de 1a edad.

Nota: para dependientes mayores de 18 afos, enviar uno de los siguientes documentos para verificar el tamafio de la
familia:

0O Poliza de sequro medica mostrando cobertura para el depende

(1 Los formularios de impuestos que muestran la dependencia




Registros de inscripcion escolar.
Verificar otros adultos indicados en ia aplicacién

(my ]

a nifio que necesite cuido, por favor entregar uno de los siguientes:
Acta de nacimiento E.U.

Certificado de ciudadania

Pasaporte E1J., o tarjeta de pasaporte

Tarjeta de Sequro Social

Tarjeta de residencia (Green Card)

USCIS Formulario 1-551 (Registro de extranjero)

Documento de viaje para refugiados (Formulario 1-571)

Formulario 1SCIS / INS 1-94 con el seflo "Refugiade”, "En Libertad Condicicnal”, "Aviso de accion', o *Asilado”

_c,
&
=53
(]
<]

Ogpoooon

ingresos del empleo:

01 Debe proporcionar et salario actual de un mes (por ejemplo, 4 comprobantes semanales, 2 comprobantes quincenales, efc.)
Solo si tiene un Nuevo empleo: si los comprobantes no estan disponibles, presentar:

(1 La carta del empleador en el documento oficial de la empresa {firmada /con fecha) debe incluir la tarifa de pago, las horas

trabajadas por semana, forma de pago, la informacion de contacto del empleador y fa fecha que comenzo
O Formulario de “Verificacion de Empleo” DFD
Si se aprueba ef subsidio, el solicitante / co-solicitante debera realizar el seguimiento con comprobantes de sueido

Si es empleade por cuenta propia:

O Presentar la Transcripcion de impuestos del IRS def Formulario 1040 Anexo C, "Pérdidas o Ganancias de Negocio”
Si no puede frabajar o es incapacitado

Ll Formulario de "Verificacion de incapacidad de padres” DFD
Otros ingresos o beneficios para la unidad familiar:
La documentacion debe mostrar fa tarifa y frecuencia con que recibe fos ingresos de alguno de los beneficios a continuacion:
Documentacion de desempleo
Bocumentacitn de pension
Compensacién del trabajador
Carta de Otorgacion de el Seguro Social
Jubilacidn/ Pension
Apoyo conyugal! Pension alimenticia
Beneficios para veteranos/militares
Beneficios por discapacidad
Manutencion infantif - un minimo de 6 meses de pago / historial de desembolsos (Nota: st la pension alimenticia o manutencion
de menores no esta ordenada por el tribunal, escriba la cantidad que recibe mensualmente en la seccidn ingresos de la saolicitud)
Cualquier ofro ingreso requerido para los informes de impuestos federales/estatates.

O opoopoooooo

Para cada Solicitante/ Co-solicitante, Entregue Uno de los siguientes:
{1 ESCUELA: Un horario de la escuela detallado que incluya el nombre la escuela, el nombre dei estudiante, la fecha de
inicio y finalizacion, los dias y horas/créditos que usted asistira,
1 PROGRAMA DE ENTRENAMIENTO: Carta formal de el programa (firmado y con la fecha) indicando el nombre del
programa, horario, fecha de inicio y fecha de culminacién,
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Solicitud de Elegibilidad para Servicios de
Cuidado Infantil y Educacién Temprana
ESTADO DE NEW JERSEY - DEPARTAMENTO DE SERVICIOS BUMANOS

Instrucciones para que el Solicitante Complete el Formulario de Elegibilidad de Servicios de Cuidado Infantil
Las instracciones siguientes van ligadas con las distintas secciones de este formulario. Por favor léalas con detenimiento

» INSTRUCCIONES PARA COMPLETAR LA SECCION A:

1. Escriba su sombre complete (apeilido, primer nombre e iniciai del segundo
nombre), ntmero de seguro social y fecha de nacimiento (mes/diafafio).
Marque una & mids de ia{s} casilla(s) correspondiente(s) proporcianada(s) para
indicar su raza. Marque la casilla correspondiente para indicar su etnicidad y
sexo. Marque la casilia comrespondiente para indicar el pareniesco del
padre/solicitante con el{los) menar(es) para el(les) coal{es) se estd ilenando Ja
solicitud de asistencia. Si usted no es un pariente inmediato (padre/madre},
sirvase indicar si usted representa ofro adulto responsable, padre de crianza u
otro, Si la respuesta es “otra”, por favor especifique.

2. Si aplica al caso {reside en e hogar), escriba el nombre completo de su
conyuge o cosolicitante, €l nimero de seguro social y la fecha de nacimiento
{mes/diafafic). Marque las casillas apropiadas proporcionadas para indicar fa
raza, etnicidad y sexo del cosolicitante/conyuge.

3. Escriba la direccién de su hogar y cf condado donde usted reside. Escriba el
distrito escolar en el que esta(n) su(s) hijo(s).

4, Escriba el atimero de teléfono de su casa.

5. FEscriba el “tamaiio de la familia”, Jo cual quiere decir ¢l mimero de aduitos
(personas de 18 afios de edad en adetante que tienen responsabilidad legal por
Jos menores), asi como adultos dependientes {personas de 18 afios de edad o
mayores) que forman parte de la unidad familiar inmediata y el nimero de
menores dependientes (personas menores de 18 aiios).

Ejemplos: En una familia donde hay s6lo un padre con das menores, escriba:
“Nuim de adultos: 1; Niam de menores: 27,

En una familia donde hay dos padres con un dependiente adulto (abuelo) y dos
menores indique: “Nim de adultos: 3; Nitm de menores: 2"

Nota: Si usted es padre/madre solterofa, y si usted y su(s) hijo(s) vive(n) con su
Madre y padre, NO inciuya a los abuelos en e tamaiio de la familia.

» INSTRUCCIONES PARA COMPLETAR LA SECCION B:

Proporcione informacion de ingreso basada en el uiio actual Llene todoes los
espacios en blanco. Indique las cantidades brutas o menos que se pida lo contrarip,
Si no recibe nada en una categoria especificn, escriba “0".

Para cada aduito (solicitapte, cosclicitante u otro adulte independiente) que reside en
1a unidad del hogar, indique toda la informacion actual de ingresos. Se proporcionan
columnas para escribir la informacién de ingreso ye sea por semana, cada dos
semanas, mes o afio, Pare padres separados o divorciados, incluya Gnicamente ese
ingreso (tal eomo pensién infantl o alimenticia) que estd disponible a la familia con
la custodia.

1. Indique todo el ingreso de beneficio recibido de pensiones y jubilacion.

2. TIndigue todo &l ingreso de beneficio recibido del Ingreso
Suplementario de Seguridad (SSI).

3. Indique todo el ingreso de beneficio recibido de la compensacién de
trabajadores y por desemplec.

4. Indique todo el ingreso de beneficio recibida de la asistencia social
{TANF).

5. Indique todo el ingreso recibido para la pensién infantii o alimenticia
por parte de un padre ausente.

6. Incluya cualquier otro ingreso recibido que se requicre indicar para
efectos de declaraci6n de impuestos federales y estatales.

7. Incluya cualquier ofro ingreso recibido que se requiere indicar para efeclos
de deciaracidn de impuestos federales y estatales.

8. Indique el total anual de todas las fuentes de ingresa.
$ INSTRUCCIONES PARA COMPLETAR LA SECCION C

Proporcione informacidn actual de actividad de trabajo, escuela y(o)
capacitacién para el solicitante y el cosolicitante (si aplica ol case).

1.  Escriba el nombre, direccion completa y nimero de teléfono del sitic de
Trabajo/Escuela/Capacitacién Primario,

2. Marque la casilla apropiada para indicar si la actividad es de trabajo,
escuela o capacitacion.

3,  Escriba su fecha de inicio (mes/dia/afia)

4, Marque la casilla apropiada para indicar si [a actividad de
Trabajo/Eseuela/Capacitacion es a tiempo completo, tiempo parciat o de
temporada. Eseriba el nimero de horas por semana y meses por afio que
pasa en ese centro,

5. Tnchiya fa  informacin  de su actividad  Secundaria  de
trabajo/Escuela/Capacitacion (si aplica al caso),

» INSTRUCCIONES PARA COMPLETAR LA SECCION D:

Preguntas 1-9: Margque la casilla correspondiente (ya sea “8{” 0 “No”) en cada
pregunta. Si contestd “SP” a cualquiera de las preguntas 2 - 5, proporcione la
informacion solicitada.

Pregunta 10. Margue la casitla correspoudiente para indicar st estd solicitando
asistenciz porque usted no es elegible para TANF o para los Programas TCC.

Pregunta 11. Indique si usted entiende que esté solicitande comprabantes © Jos
servicios de cuidado infantil contratados.

Pregunta 12. Indique si todos los menores en su familia tienen seguro médico
v si usted desea recibir una solicitud para NJ Family Care.

» INSTRUCCIONES PARA COMPLETAR LA SECCION E:

Escriba el nombre completo (apellido, primer nombre, inicial del segundo
nombre), nitmere de seguro social y fecha de nacimiento (mes/dia/afio) para
cada mepor para ¢l cual se salicita asistencia, Marque las casillas
correspondientes que se proporcionan para indicar ia raza, ctnicidad y sexo
de(los) menor(es). Indique las koras, dias y duracién por la cual se necesita
ateacidn infantif, Marque la casilla correspondiente para indicar si el{los)
menox(es) tiene(n) wia necesidad especial. De ser asi, indique cudl es la
necesidad. Escriba ef nombre del centro o persona que brinda cuidados si
el{los) menor{es} en este momento estd(n) inserito(s).

p INSTRUCCIONES PARA COMPLETAR LA SECCION F:

Después de Jeer y entender la certificacion, el solicitante y cosolicitante {si
aplica af caso) firman en la linea correspondiente y escriben la fecha.

Rev 12/08




Direccidn Responder a1 4CS of Passaic County
2 Market Streel Suite 300

SOLICITUD DE ELEGIBILIDAD PARA SERVICIOS DE
Paterson NJ 07501

CUIDADO INFANTIL Y EDUCACION TEMPRANA
ESTADO DE NEW JERSEY + DEPARTAMENTO DE SERVICIOS HUMANOS

INFORMACION DEL

A SOLICITANTE/COSOLICITANTE {
1. NOMBRE DEL PADRE/SOLICITANTE NUM. DE SEGURO SOCIAL  FECHA DE NACIMIENTO
Y A AR
{Apellido} (Primer nombre)  (Inicial) {mimero 9 cifras) {Mes/Dialdno)

La informacion siguiente se necesita pova efectos esiadisticas. Margue la(s) casillofs) corvespondiemte(s} para indicar Ju respuesta del solicitante.
RAZA: Tndigena Americano o de Alaska Asiatico Negro o Afroamericano Nativo de Hawai o de las Islas del Pacifico [:::] Blanco
ETNICIDAD:  Hispano/Latino: L] 8¢ [ Ino sExo: Masculino Femenino

Parentesco dei SOLICITANTE con los nifios: Cd padre T ] Mudre LT Adulta responsable legalmente E T Padre de crianza {:l Otra:
2, NOMBRE DEL PADRE/COSOLICITANTE  (Si aplica)

NUM. DE SEGURG SOCIAL FECHA DE NACIMIENTO

{Apellido) {Primer nombre) (Inicial) (Mimero 9 cifras) (Mes/Dia/diio)

La informacién siguiente se necesita para efectos estadisticos. Margue lafs) casilla(s) correspondiente(s) para indicar la respuesta del solicitante.

RATA: Tndigena Americano 0 de Alaska Asidtico Negro o Afroamericano Nativo de Hawai ¢ de las Islas del Pacifico I:] Blanco
ETNICIDAD: _ Hispano/Latino: [_1 si [ Ine  sEXO: Masealing Femenino

3. DIRECCION DE LA CASA (mimero y calle}

Ciudad: Estado: Codigo postal:

Condado: Distrito escalar:

4. TELEFONODELACASA: ()

5. NUMERO DE ADULTOS EN LA FAMILIA; ____ NUMERO DE NINOS EN LA FAMILIA: ___ TAMANO TOTALDE LAFAMILIA :

En el tamaiia de la familia se debe incluir a padres, conyuges, hijos para los que se solicita el subsidio, otros mifios dependientes, o adultos reclamados en el
Jormulario IRS 1040 del solicitante o cosolicitante. Cuanda se trata de parientes, en el tamaio de la familia se debe incluir el nifio para quien se solicita el

subsidio y todes las dependientes reciamados en el formulario IRS 1040 del abuelo, i o pariente. Para los casos de DYFS, un nifio y cualguiera de sus hermarios
que vivan en la misma casa y que esidn colocados en una ubicaciin fuera del hogar pagada por DYFS, deben contarse para determinar el tamaiio de la familia.

i PRUEBA DE INGRES AL

B | INFORMACION DE INGRESO DE LA
FAMILIA

PADRE O MADRE/COSOLICITANTE
Indigue el ingrese bruto del(la) actual:

“PADRE O MADRE/SOLICITANTE
Indique el ingreso bruto delfla) actual:

Para cada fuente de ingreso, esoriba si la
informacion de ingrese se estd dando por semana,
cada dos semanas, mensual o anual. Incliya la

pensidn infontil yfo} la pensién alimenticia. 2 SEMANAS MES ARNO 2 SEMANAS MES ANO

SEMANA SEMANA

1. Suelde y salario {(bruto}

2. Pensiones, jubitaciones

3. Beneficios de seguro social/suplementaria

4, Compensacion laboral/desempieo
5. Asistencia en efectivo TANF

6.Pensién infantil/alimenticia
7. Otro:
8. INGRESO BRUTO TOTAL

INFORMACION DE TRABAJO/
ESCUELA/CAPACITACION

PADRE/SOLICITANTE

Nombre del centra PRIMARIC de trabajo, escuels, capacitacion:
Direceidn completa {calle, ciudad, estado y codipo postat)
{Si aplica, escriba “negocio propio ™)

Nuamero de teléfono: [ G S [ S
Marque una: Trabajo T scucta 1 Capacitacion Trabajo [:] Escuela [::J Capacitacién
Escriba la fecha de inicio (Mes/Dia/Afio): Yechadeinicio: _ _ /__ /. Fechadeimicio: _____ / /.

Marque uno y escriba:
MNimero de horas/semana y meses/afio

para e} trabajofescuela/capacitacién

Tiempo completo N, horas/sem

Medio tiempo

nod O

Empleo temporal Wiim. meses/aiio

ood ¢

Tiempo completo o NOm. horas/sem
Medio tiempo

Emplec temporal Niim,meses/aiio

Nowbre del centro SECUNDARIO de trabajo, escuels, capacitacidn:
Direccion compieta (calle, ciudad, estado y eddigo postai)

Nimero de teléfono:

Marque uno:

Escriba la facha de inicio (Mes/Dialdio):
Marque uno y escriba;

Namero de horas/semana y meses/afio

para el trabajo/escuela/capacitacion

D S
Trabajo [:EEscuela HCapacilacic’m
Fecha de inicio: __ 7/ li

Tiernpo completo Nim. boras/sem

Medio tiempoe

oog U

Empleo temporal Nim.mesesfaio

aon o

D O
Trabajo [:l Bseucta ] Capacilacién
Fechadeiicior  __/f__ _ /

Tiempo completo Nim. boras/sem

Medio tiempo

Empleo temporal Nim.meses/aiio

No se aceptaran solicitudes incompletas™®

DHS/CC:1 {(12/08)



DHS/CC:1 {1/2007)

D fst NO
HBe

2. 4Esta usted recibiendo en esle momento/ha recibido usted asistencia para fa atencién infantil con una subvencion de Asistencia Temporal para
Familias Necesiladas (TANF) o Cuidado Infanti] de Transicidn (TCC, siglas en inglés) a través del Programa de Work First New Jersey (WFNJ,
siglas en inglés) en los tltimos dos afios? Si contestd que si, indique cudndo se vencen (vencieron) ios beneficios, eseriba el Mes, Diay Afio
_ /[ yelnimero de caso de TANF: .

m [:E 3. ;Tiene su familia un caso abierto ante la Divisién de Servicios a Jovenes y Familias (DYFS, siglas en inglés) y estan residiendo con usied los
menores para los cuales usted estd solicitando servicio? Si contesté que si, por favor 6€ el nombre de la oficina:

4, ;Fistd usted recibiendo una subvencitn de TANF? $i contesté que s, por favor indique el niimera de case de TANF:

5. ;Tiene nsled o un miembro de su familia un problema médice crdnico para el cual se recomienda el euidado infantil como parte del plan de
tratamientofrehabititacién? Si contestd que si, indigue ¢l nombre de la personafagencia que autoriza el plan de tratamiento y e niimero de
teléfono:

Noembre de la agencia: Nom, de teléfono: (Y

& ;Esusted el cabeza del hogar donde reside?

7. ;Estd usted indigente o corre el riesgo de quedar indigente?

& ;Estan los nifios para los que pide asistencia de cuidado infantil en un hogar de crianza de DYFS, un bogar de crianza de DYFS “para-foster” o
un hogar preadoptiva de DYFS? Si usted estd empleado o participa en un prograema escolur o de capacitucion, debe adiumiarse ia prueha para
efectos de DYFS.

9. ;Recibe usted efective o asistencia de cupones especificamente para pagar st vivienda?

10, ;Esti solicitando asistencia porque la oficina de la Junta de Servicios Sociales/Agencia de Bienestar del Condado (CWA/BSS) le informo qae
usted no es clegible para el programa de Cuidado infantil de Transician {TCC) o Asistencia Temporal para Necesitados (TANF)?

(Marguewna) 11.  Entiendo que estoy presentando i solicitud ante 1a agencia para;
[ Asistencia de pago can COMPROBANTES 1) Servicios CONTRATADOS en un centro basado en la comunidad
12, § Tienen todos Jos nifios de esta familia beneficios de seguro medica? I::] si o
g | INFORMACION SOBRE

LOS NINOS

Nombre completo del NINO Nim. I NY{/M. DE SEGURO SOCIAL FECHA DE NACIMIENTO

{Apellido) (Primer nombre} (Inicial}  (Numero 9 cifras) (Mes/Dia/Aiio)
La informacion siguienie se necesita para efectos estadisticos. Marque lafs) casillafs} correspondienie(s) para indicar la respnesta para el NIRO Nion. 1.
RAZA: Indigena Americang o de Alaska [:} Asidtico I"j] Negro o Afroamericana Native de Hawai e de las Islas def Pacifico [::] Blanco
ETNICIDAD: Hispanc/Latino: ]:::] Si I:i No SEXO: l:] Mascufino D Femenino
Indique las horas/dias/duracion cuando se necesita atencién infantil:

El menor tiene una necesidad especial: 1 %o i::} Si 5i contests que si, indique I necesidad especial y adjunie la verificacion

:Es el menor un cindadano Norteamericana o residente legai? [::] No 1—_—] Si. §i contesto que SI, adfunte Ia verificacion (copia de lu tarjeta de Segure Social p
Certificado de Nuciniento o si corresponde, Tarjeta de Residente Legal).

USO DE LA AGENCIA: Estatus (marqueuno) || Negado {1 Aprobado [T1 lListadeespera ] Ppendiente
USO DX DYFES (Escriba el nim. de case de 8 cifras. i BC f
Programa: _ Cbdigo: _ Compenente: __ Pago complementario adjudicado {clegir una, escribir y encerrar enun cirgulo); §_ Semanal §__ Menswal. Fecha de nsenpeion: {1 L
Nombre completo del NINO Nim.2 NUM. DE SEGURO SOCIAL FECHA DE NACIMIENTO
/ /

{Apeilido) {Primer nombre) (Inicial) T {(Numero 9 cifras) - _*@sﬁﬂﬁof -
La informacion siguiente se necesita para efecios estadisticos. Marque la(s) casitiu(s) correspondiente(s) para indicar la respuesia para el NIRO No. 2.
RAZA: Indigena Americano o de Alaska I:} Astitico [:(] Negro o Afroamericano Nativo de Hawai o de las Islas del Pacifico C Injanco
ETNICIDAD:  Hispano/Latino: [ si [ Ine  sEx0o: T JMascuiino  [ood Femenino
Indique las horas/dias/duracién cuando se necesita atencion infantil:
£l menor tiene una necesidad especial: D No [:j Si Si contesté gue si, indique la necesidad especial y adjunte la verificacidn

Es el menor un ciudadano Norieamericane o residente legal? {:I No I:] Si. Si contesto que SI, adjunte fu verificacidn {copia de Ia tarjeta de Segnro Social y
Certificado de Nacimiento o 5i corresponde, Tarjeta de Residente Legal).

USO BE LA AGENCIA: Fstatus {marqueuno) [ ] Negado 1 Aprobado [ Listadeespera [} Pendiente
USQ DE DYFS (Escriba el nibn. de caso de 8 cifras JiKC !
Programa: ___ Codigo: ___ Componente:  Pago complementario adjudicado (elegir uno, escribir y encerrar en un clreulo): 5 Semanal § Mensual. Fecha deinscripeion: /4 4
Nombre completo del NINO Niim.3 . NUM. DE SEGURQ SOCIAL FECHA DE NACIMIENTO
Y SN A
{Apellido) (Primer nembre) {Inicial} {Nimero 9 cifyus) (Mes/Dia/4iio)
La informacién siguiente se necesita para efectos estadisticos. Margue la(s) casillafs) correspondiente(s) para indicar la respuesta para el NING Ne. 3.
RAZA: Indigena Americano o de Alaska [:] Asidtico Wegro 0 Afroamericanc i:l Nativo de Hawai o de Jas Islas del Pacifico [:I Rlanco
ETNICIDAD:  Hispano/Latino: L1 si [ Ino  sExo:  [Iascutino [ Femenino

Indique las horas/dias/duracién cuando se necesita ater:eién infantil;

El menor tiene una necesidad especial: L1 No  [[] si Sicontests gue s, indique lu necesidad especial y adjunte I verificacion

:Es el menor un ciudadano Norteamericano o residente fegal? [::} Mo D Si. &F contesto gne S, adjunie Ia verificacion (copia de la tarvjeta de Seguro Social y
Certifieado de Nacimiento o si corresponde, Tarjety de Residente Legal).

USO DE LA AGENCIA: Estatus (margueung) [ | Negado [] Aprobado [T Listadeespera [} Pendiente
USO DE DYFS (Escriba el mim. de caso de 8 cifras. ):BC /

Programa;  Codigo:  Componente: __ Pago complementario adjudicado (elepir uno, escribir y encerrar en vn circalo): §

Semanal $__ Mensual. Fecha de inscripeion: ! !




SOLICITUD DE ELEGIBILIDAD DE SERVICIOS DE CONTESTAR A LA DIRECCION SIGUIENTE:

CUIDADO INFANTIL Y EDGCACION TEMPRANA
ESTADO DE NEW JERSEY + DEPARTAMENTO DE SERVICIOS HUMANOS

Nombre del padre/solicitante:
Niamero de seguro social:

R i Fecha de nacimiento: e
RAEL QUE USTED ESTA SOLICITANDO EL SUBSIDIO -
NUM. DE SEG. SOC. FECHA DE NACIMIENTO

/ !
{Apellido) (Primer nombre) (Inicial) (Nimero de 9;:;‘!‘03) - (Mcs/Dr'a/:EE})
La informacion signiente se necesita para efectos estudisticos. Marque lafs) casilla(s) correspondiente(s) para indicar la respuesta del solicitante.
RAZA: Indigena Americano o de Alaska Asidtico [__] Negro o Afrcamericano Native de Hawai o de las Islas del Pacifico i:] Blance
ETNICIDAD: Hispano/Latino: E:] Si D No Sexo D Masculine L] Femenino
Indique las horas/dias/duracién cuando se necesita atencidn infantil:
El menor tiene una necesidad [::] No r:j St Si contestd gue si, indigne la necesidad especial y adjunte la verificacidn
especial

;Es el menor un ciudadano Norteamericano o residente legal? L—_j No m Si. Si contesto gue si, adjunte la verificacion {copia de la tarjeta de Segure Social y
Certificado de Nacimiento o si corvesponde, Tarjeta de Residente Legal).

USO DE LA AGENCIA: Estatus (margue wne) || Negado [ Aprobado ] Listade espera [T Pendicnte

VSO DE DYES (Esciiba el min. de caso de NJ Spirit} Programa: Codiga: Componente:

Pago complementario adjudicado (elegir wmo, eseribir y encerrar en un civeuio). § Scmonal ___ Mensual_____ Fechadeiascrpoion: /L.

5 | NOMBRE COMPLETO DEL NINO NUGM. § NUM. DE SEG. SOC. FECHA DE NACIMIENTO
. S S AU
(Apellido) {Primer nombre} (Inicial) (Nimero de 9 cifras) {Mes/Diaidfio)

La informacion siguienfe se necesita para efectos estadisticos. Murque lafs) casillafs} correspondiente(s) para indicar la respuesta del soficitante.

RAZA: Indigena Americano o de Alaska Asgidtico Wegro ¢ Afroamericano Nativo de Hawai o de las Islas del Pacifico E:] Blanco

ETNICIDAD: Hispano/Latino: D Si e Sexo Masculino LT Femenino

Indique las horas/dias/duracion cuando se necesita atencién infantil:

El menor tiene una necesidad [J mo  [] Si. Sicontestd gue si, indigue la necesidad especial y edjunte la verificacién

especial:

#Es ¢l mepor un ¢ciudadana Noreamericano o residents legal? D No E::E Si. Si contestu gue si, adjunte la verificacion (copia de In tarjeta de Segure Social y
Certificado de Nacimiento o si corresponde, Tarjeta de Residente Legal).

USO DELA AGENCIA: Estatus pmorquewne) [ | Negado ] Aprobade [} Listade espera ] rendiente

USO DE DYFS (Escriba el nim. de case de NJ Spirit Programa: Cédigo: Componente:

Pago complementario adjudicado {elegir uno, escribir y cacemar en un cireuloy: $ Semanal Mensuai Fecha de inscripeien: 7 f

6 | NOMBRE COMPLETO DEL NINO NUM. 6 NOM. DE SEGURO SOCIAL FECHA BE NACIMIENTO
/ o
{dpellido) (Primer nombre) (Inicial) (Ndmero de 9 cifras) {Mes/Dia/diio r

La informacian siguiente se necesita para efectos estadisticos. Margue iafs) casillafs) correspondiente(s) para indicar la respuesta del solicitanie,

RAZA: Indigena Americano o de Alaska Asidlico Negro o Afroamericang Nativa de Hawai o de las Islas del Pacifico D Blanco

ETNICIDAD: Hispane/Latino: L Isi T wa Sexo Masculino 3 Femenino

Indique las horas/dias/duracién cuando se necesita atencién infantil:

El menor tiene una nccesidad especial: D No E::} Si, §F contestd que si, indigne la necesidad especial y adjunte la verificacién

{,Es ¢l menor un ciudadane Norieamericano o residente legal? lm_m} No Si. Si contesto que i, adjunte Io verificacion (copia de li tarfeta de Seguro Social y

Certificado de Nacimiento o si corresponde, Tarjeta de Residente Legal).

1ISO DE LA AGENCIA: Eslatus (margue una) [::] Negado E] A;]robado D Lista de espera C:] Pendiente

USO DE DYFES (Escriba el wim. de caso de NJ Spirit Programa: Cadigo: Coemponente:

Pago complementario adjudicado (elegir uno, escribir y encerrar en un circulo): § Semanal Mensua . Fecha de inseripein: _____ / I3

7 | NONMBRE. COMPLETO DEL NINO NUM. 7 NUM. DE SEGURO SOCIAL ~ FECHA DE NACIMIENTO
Y S A
{Apellido) {Primer nombre) (Micial) (Numero de 9 cifras) (Mes/Dia/Afio)

La informacion siguiente se necesita para efectos estadisticos. Marque la(s) casillafs) correspondiente(s} para indicar la respuesia del solicitante.

RAZA: Indigena Americano o de Alaska Asidtico [ Negro o Afroamericano Nativo de Hawai o de las Tslas del Pacifico L1 Blanco

ETNICIDAD:  Hispano/Latino; 1 5 Clne $exo |l Masculine  [__] Femenino

Indigue las horas/dias/duracion cuando se necesita atencién infantik:

El menor tiene una necesidad l:i No [:] Si. 87 contestd que sk, indigue ln necesidad especial y adjunte la verificacidn

especial:

¢ Es i menor en ciudadano Norleamericano o residente legai? E:] No D Si. i contesto que 81, udjnnte lu verificacion {copia de Iz tarjeta de Seguro Social y
Certificads de Nacimientv o si corresponde, Tarjeta de Residente Legal).

USO DE LA AGENCLA: Esurss (argnewno} |1 Negado [ 1 Aprobado [ ] Lisadeespera [ | Pendiente
USO DE DYFES (Escriba el miim. de caso de NJ Spirit): Programa: Codigo: Componente;
Pago complementario adjudicado (elegir uno, escribir y encerrar en uh eirculo): § Semanal Mensual Fecha de ipscripeidn: A

DHS/CC:2A (12/08)



CERTIFICACION DE LA SOLICITUD DE ELIGIBILIDAD PARA SERVICIOS DE
F CUIDADO INFANTIL Y EDUCACION TEMPRANA
LEA DETENIDAMENTE ANTES DE FIRMAR

Por este medio yo (nosotros) certifico (certificamos) que toda la informacidn anterior es correcta y verdadera a mi {nhuestro) leal saber y entender. Yo
{nasotros) sé (sabemos) que mentir sobre mi (nuestra} situacion, no dar la informacion necesaria o hacer que ofras personas oculten informacién es
contrario a la ley y que me {nos) sujetaria a un posible enjuiciamienta, Asimismo entiendo (entendemos) que:

1. Aceptar asistencia financiera de cuidado infantil no es para mi (nuestro) usc o gastos personales y que los fondos gubernamentales federales,
esiatales y locales son para uso y se deberdn utilizar en costos asociados directamente con los servicios dados por un proveedor de cuidado infantil.

2. Es contrario a la ley obtener asistencia financiera para servicios de cuidado infantil a propoycionar infermacion falsa ¢ engafiosa, lo que incluye,
sunque no se limita a informacién sobre mi elegibilidad y(o) informacion que se relaciona con la asistencia de un menor para registros de un proveedor,
hojas de asistencia o formularios de pagos de comprobantes. Algunos ejemplos de comportamiento ilegal incluyen, aunque no se limitan a:

» Falta de informar con precision todas las fuentes de mi (nuestro) ingreso. Algunos ejemplos incluyen, aunque no se limitan a, no reportar miltiples
fuentes de ingreso ¢ un aumento o reduccién de jornalfsalaria, pagos de pensidn infantil o pension afimenticia o cualquier ofro ingreso.

+ Falta de informar con precisién 1a cantidad de mi ingreso. Algunos ejemplos incluyen, aunque no se limitan &, informar la(s) cantidad(es) exacta(s)
de ingreso del empleo propio; alquiler de propiedades o cambio o alteracion de la informacion que aparece en los talonarios de los cheques de
pago. ’

« Falta de informar con precision el nimero de miembras del hogar. Algunos ejemplos incluyen, aungue na se limitan a no informar que mi cényuge u
ofro padreftutor legat esta viviendo en el hogar.

« Firmar de antemano y poner la fecha en los formularios de certificacion de comprobanies, hojas de asistencia u otros archivos utilizados por el
proveedor para rastrear y verificar Ia asistencia de un menor.

« Faita de verificar con precision la asistencia de un menor en los formularias de registro de asistencia dando los marcos de tiempo de informe.

4. Esta informacion se da con relacién a los fondos gubernamentates faderales, estatales y Jocales, y se utilizara a través de programas de comparacidn
compularizada para confirmar la precisidn de mi(s) declaracién (declaraciones), asi como para verificar mi (nuestro) ingresa, recursos y necesidad de
asistencia de cuidado infantil, segin sea necesario,

4, Es voluntario proporcionar la informacién solicitada, lo cual incluye niimeros de seguro soclal det Padre/Madre/Solicitante. El personal de la agencia
puede utilizar mi {nuestra) informacién de nombre y seguro social con agencias federales y estatales, asf comao con ofras fuentes que consideren
necesarias para examen oficial. Sin embargo, se requiren copias de Jos certificados de nacimienta, de las tarjetas de Seguro Social, de las tarjetas
de Residente Legal, si es el caso, de todos los nifios para los que se se solicitan servicios de subsidio.

5. La falta de proporcionar informacion o ef dar informacion faisa de forma deliberada resultard en que se me niegue mi (nuestra) selicitud, en la
ferminacion de los beneficios de cuidado infantil a la familia y referencia a las agencias federales, estatales o locales para accidn en los tribunales
civiles o criminales, interceptacion del sueldo o impuestos, asi come agencias de cobranza privadas para actos de reclamaciones relacionados con ¢l
reintegro y recuperacion de fondos.

6. Proporcionar informacion falsa o engafiosa en mi {nuestra) solicitud de asistencia financiera de cuidado infantit y(o) la falta de informar dentro de diez
dias cualguier cambio en el ndmeto de integrantes de mi (nuestra) famiiia o ingresa familiar, o bien cualquiera otra eircunsiancia que podria cambiar
mi (puestra) elegibilidad, tal como el estatus de trabaic / escuela/ capacitacion, podria resuitar en la terminacion de mi (nuestro) subsidio para cuidado
infantif y podria terminar mi {nuestra) elegibilidad para salicitar y(o) recibir cuidado infanti] subsidiado durante un periodo de seis meses por {a primera
infraccion; por un periode de 12 meses por la segunda violacidn y la descaiificacion permanente por la tercera violacion.

7. Sirecibo asistencia financiera como resultade de la informacién falsa o engaficsa, podria ser yo {nosotros) responsable {s) por e reintegro de jos
beneficios de cuidade infantil y podria verme (podriamos vemnos) sujetos a una multa civil y a un posible enjuiciamiento en los tibunales.

8. Entiendo (entendemos) que para poder verificar mi (nuestro) ingreso y la necesidad de un servicio, una Agencia de Recursos y Referencia a
Cuidados Infantiles (Chitld Care Resource and Referral Agency (CCR&R), en inglés) necesitaria comunicarse con mi {nuestro} empleo, Por este
medio autorizo (autorizamos) a mi (nuestro) empleo a que divulgue informacidn relacionada con mi (nuestro) ingreso, escala de pagas, horarios y
programa de trabajo a la CCR&R en mi (nuestro) condado de residencia ante el cual estoy presentando mi salicitud para servicics de cuidado infantil
subsgidiado en el Estado de New Jersey.

Firma del Padre/Tutor legal: Fecha:

Firma del Padre/Tutor legal: Fecha:

No se puede procesar las solicitudes que no estan firmadas. e le proporcionara una copia de este documento para sus archivos,

SOLO PARA USO DE DYFS:
Nombre y Numero de Administrador de Casc de DYFS:

MNota:

Se ha completado el SAR; Jos pagos de cupones para los servicios de cuidado infantit de DYFS/ICPS estén aprobados para et periodo dei
/ / hasta el / /

Firma que autoriza el pago de cupones de DIYFS: Fecha:

SOLO PARA USO DEL PROVEEDOR DE CCR&R o CONTRATADO BASADO EN EL CENTRO (CBC):
Marque uno: [ Solicitud inicial L] Re-determinacién ~ FECHA DE CERTIFICACION: ____/ /

Tamafio de la familia: Ingreso familiar anual: §
Copago iotal estimada de la familia, si corresponde (Ingrese la cant, y Marque uno): [ SEMANA L__IMES

Marqueuns; L1 NEGADO L1 aprosape 1 penDiEnTE

Certificacién por parte de un Miembro del Personal:

Nota:

I Nombre del proveedor de COR&R o CBC:
= R, e e ]



CC-192 Spanish (Rev 12/17)

ESTADC DE NEW JERSEY
DEPARTAMENTO DE SERVICIOS HUMANOS DE NEW JERSEY
DIVISION DE DESARROLLO FAMILIAR

PROGRAMA DE SUBSIDIO PARA EL CUIDADO INFANTIL DE NJ
Anexa ala saimwd

Todas las famlhas que recnben un subsidio mednante el Programa de Subssdios para el Cuadado Infantil de NJ deben
proporcionar la informacion siguiente:

;Los activos de su familia tienen un valor superior a $1,000,0002 [JNo  []8i
Nota: Los activos pueden incluir, entre ofros, cuentas hancarias personales, cuentas de negocio, bienes inmuebles y propiedad personal.

Si ef idioma primario que se habla en su hogar no es el inglés, por favor especifique cual es ese idioma:

El {la) solicitante:
Esta en el servicio militar activo de tiempo complete [ ]No [ ]Si

Esta en la Guardia Nacional/Reserva Militar [INo L[ ]si
Trabaja por cuenta propia CINe []Si
¢Hay un(a) co-solicitante? D No [] Si'

Si la respuesta es si: R

Estd en el servicio militar activo de tiempo completo. D No -[]sf
Esta en la Guardia Nacional/Reserva Militar [INo. []si
Trabaja por cuenta propia CINo - []si

; Es usted una persona sin hogar con base en uno o més de los siguientes? [INo [Si

s Vive en un refugio de emergencia o transicion.

« Esta quedandose en un motel, hotel, parque de casas moviles o campamento o comparte la vivienda con otras personas
debido a que: perdi6 su vivienda, estd pasando por dificultades econdmicas o una razén similar.

» Vive en un vehiculo, estacién de autobusesitrenes, parque, edificio abandonado.

« Vive o duerme en algtn lugar publico o privado que normalmente no se usa como residencia o alojamiento para dormir
regular.

« Vive en una vivienda que no retine las condiciones de habitabilidad (es decir, no tiene electricidad, agua corriente, etc.).

Por la presente certifico que toda la informacion proporcionada es verdadera y correcta a mi mejor saber y entender. También
reconozco que presentar informacion falsa o engafiosa, omitir informacién intencionalmente o intencionaimente hacer que
otros omitan o dejen de proporcionar informacién es motivo de que se me deniegue o se me dé de baja del programa de
cuidado infantif y que puedo quedar sujeto(a) a todos los remedios legales y en equidad.

Nombre del solicitante Firma del (la} solicitante Fecha de hoy
Nombre del co-solicitante Firma del (la} co-solicitante Fecha de hoy
DISCRIMINACION

Este programa prohibe la discriminacién al determinar Ia elegibilidad pare recibir asistencia para ef cuidade infantii.
Si considera que en &l Programa de Subsidios para &} Cuidado Infantil de New Jersey se le ha discriminada debida a su raza, color, incapacidad, religion o nacionalidad ¢ por ofra razin, puede comunicarse con:
Office of the Diracior, Division of Family Development, N.4. Department of Human Services, P.O. Box 716, Trenton, New Jersey 08625



A4S OF PASSAIC COUNTY, INC,

AUTORIZACION PARA COMUNICACION VIA INTERNET =

Al ingresar y verificar su direccién de correo electrénico a continuacion le
estad concediendo permiso a 4CS of Passaic County, Inc. (4CS) vy
confirmando que esta al tanto de que recibira informacion confidenciai y
sensible, del programa y a su vez Informacién de la agencia de 4CS del
Condado de Passaic con respecto a su ayuda financiera para el cuidado
infantil y correspondencia general. Aseglrese de revisar su correo
electrénico regularmente para asegurarse de que esta recibiendo todos los
documentos emitidos por 4CS. Tenga en cuenta que si no responde de
manera puntual, puede haber una interrupcién en su ayuda financiera de
cuidado infantil. Por lo tanto, sea consistente en revisar su correo
electronico. Los tiempos criticos para buscar correos electronicos de la

agencia de 4CS son, entre otros, os siguientes:

. Cambio de proveedor

« Cambio de empleo

. 45 dias previos a su Redeterminaciéon Anual
(cada 12 meses)

Direccion de Correo Electrénico Verificacion de Correo Electronico

Por favor escriba y firme su nombre a continuacién confirmando su permiso
y autorizacion.

Nombre impreso del cliente Fecha

X
(Firma del cliente)

“Twe Markel Street (Patersen Museum Buliding). Paterson, NJ, 07501 « 4cspassaic.org » info@4cspassaic. org
Phone (Q73) B84-1604 = Fax (973) 684-0468



AC8S

Elegibilidad de Cuidado Infantil y Servicios’ de Educacién Temprana
Certificaciéon de Verificacion y Documentacion de Padre

4CS OF PASSAIC COUNTY, INC.

Two Market Street, Paterson, N1 07501 » Phone {973) 684-1904 » Fax (373) 684-0468

Carta del Empleador
La carta del empleador fue proveido por mi proveedor

Informacion del Ingreso Familiar
Yo reporte y entregue toda la informacion de ingreso que recibo. Esto Incluye 551, Suplemento,
Manutencion, y calquier otro ingreso no ganado
Tamaiio del Hogar
E} tamafio de unidad de familia solo incluye el numero de adultos y ninos como esta en mi
aplicacion

Es illegal el obtener asistencia financier para servicios de cuidado infantile proveyendo informacidn falsa o
engafiosa, incluyendo pero ne limitada a informacion sobre mi elegibilidad y/o informacién relacionada a:

—  No reportar con precisién todos los recursos de mi (nuesrto) ingreso. Ejemplos incluyen, pero no
son limitados a no reporter multiples recursos de ingreso, 0 un aumento o diminucién en
salariofsueldo, pagos de manutencion, o pension, o caulquier orto ingreso.

— No reportar con precision la cantidad de mi igreso. Ejemplos incluyen, pero no son limitados a
reporter la cantidad precisa de ingreso del trabajador de cuenta propia, renta de propiedad propia
o cambiando o alterando informacion en su contra cheque.

—  No reportar con precision el numero de los miembros de familia. Ejemplos incluyen, peroc no estan
limitados a no reportar que mi pareja u otro padre/guardian esta viviendo en la casa.

Esta informacién se da con relacién a fondos ptiblicos federales, estatales y locales y se utilizaran a través
de programas de computadoras para confirmer la exactitud de mi (nuestras) declaraciones y verficar mi
(nuestra) ingresos, recourses y necesidad para asistencia de cuido infatil, como se garactiza.

Yo certifico que las declaraciones anteriores hechas por me son verdaderas. Soy consiente de gue si
alguna de las declaraciones anteriores son falsas, estoy sujeto a castigo y puedo ser terminado del
programa del subsidio del cuidado infantile.

Nombre de Aplicante Nombre del Co-Aplicante
Firma Firma
Fecha:

Website: http://www.4cspassaic.org




Qe
(G 4CS OF PASSAIC COUNTY, INC.

Two Market Street, Paterson, NJ 07501 « Phone {973) 684-1904 « Fax (973) 684-0468

1. Is your child a citizen?

Yes or No

2. Does your child have health insurance?

Yes or No

I understand that I must report any changes that may occur in my household within
10 days of that change or I may be responsible for repaying any money the 4CS paid
for the care of my children.

Print Name: Telephone #:

Signature: Date:
emailaddress:. 1 L L L LI T T 1 ]
n@hotmail.com n@gmail.com n@yahoo.com n@aol.com o@outlook.com
p@optimum.net  o@icloud.com o@other

1. Es su hijofa ciudadano de este pais?
Si o No
Tiene su nifio (s) seguro médico?
Si o No
Yo entiendo que cualquier cambio que pueda ocurrir en mi hogar, yo les notificare

dentro de 10 dias. De no ser asi yo podria ser responsable de pagar el dinero que la
agencia de 4CS ha pagado por el cuido de mi(s) hijo(s).

Nombre: NUmero de teléfono:

Firma: Fecha:
correo electrnico:[_JL_JL I I T T 1 0§ i |
a@hotmail.com c@gmail.com m@yahoo.cofn o@aol.com n@outlook.com
o@optimum.net  o@icloud.com n@other

Website; httpy//www.4cspassaic.org
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E{Jd 4CS OF PASSAIC COUNTY, INC.

Two Market Street, Paterson, N1 07501 « Phone (973) 684-1904 « Fax (973) 684-0468

ACKNOWLEDGEMENT OF CHILD CARE POLICY REGARDING

DISQUALIFICATION OF SERVICES FOR PARENTS

I acknowledge receipt of the State of New Jersey Child Care Policy for Disqualification of
Services for Parents dated 7/7/14 DFDI 14/07/01 from 4CS of Passaic County Inc. I have
read the Disqualification Policy and understand my rights and responsibilities for the subsidy
programs I am participating in.

Parent Signature Date
Parent Signature Date
Print Name
Print Name

Return signed acknowledgement to 4CS with completed Subsidy application.

Website: http://www.4cspassaic.org




4C S OF PASSAIC COUNTY, INC.

CHILD CARE POLICY REGARDING DISQUALIFICATION OF SERVICES FOR PARENTS- STATE OF NJ INSTRUCTION
DATED 07107114

Parents/applicants are required, at all times, to comply with New Jersey’s subsidized_child care program regulations
and policies.

Any ype of program viclation will subject a parent/applicant to penatties that may include disqualification, terminafion, denial at
time of application or reapplication, criminal investigation and/or recoupment of payment, if the parent/applicant is found by the
CCR&R or DHS/DFD to be in violation of New Jersey's subsidized child care program segulations and policies.

DISQUALIFICATION PROCESS

A case of program violation can be brought to the Depariment of Human Services, Division of Family Deveiopment's (DFD)
andior CCR&R’s attention through a variety of means, such as a phone call, letter, e-mail, newspaper arlicle, television news
broadcast, personal knowledge, or stale databases used duwiing the normal applicant eligibilily determination and
redetermination process. The CCR&R will then conduct an investigation to determine whather or not the program violation is
substantiated. The CCR&R shall seek DFD guidance on cases in which clarification is required.

A substantiated case of program violation will result in the suspension or disqualification of child care subsidy and make the
parentfapplicant ineligible to apply/reapply for andfor receive subsidized child care for a specified period of time depending upon
the number and type of violations. A parent or applicani may appeal the decision to suspend or lerminate the child care subsidy.

The steps to take to suspend or disquafify a parent/applicant child care subsidy for variaus victations are cufiined below,
General program violations that may result in suspension or disquafification include but are not limited to the following:

(1} Faiture to report within ten (10) calendar days any change in family size/composition, family income or any other
circumstances that change eligibility, such as work/schoolftraining status or income that exceeds program specific Federal
Poverty Level (FPL) requirements, elc.

{2) Failore to accurately report all sources of income. Examples include, but are not limited to, not reporting multiple
sources of income {muitiple emplayers), or an increase or decrease in wage/salary, child support payments, or alimony,
unemployment, workman’s compensation, pension, supplemenial security Income (SSI), social security disability incorne (SSDH),
survivor benefits or any other income.

3) Failure to accurately report the amount of income. Exampies include, but are not limited to, not reporting the accurate
amouni{s) of income from self-employment, rent from property ownership, or changing or altering pay stub informatfon.
{4) Failure to accurately report the number of household members who are required fo be counted to determine family or

household composition. Examples inciude, but are not limited fo, falling to report that a spouse or another parent/guardian is
fiving in the househoid,

ECC — Program Violation
Failure to comply with the E-Child Care Parent/Provider Responsibiiities and Agreement may result in a warning notice,

suspension or disqualification.
PENALTIES/PROCEDURES
Warning Notice

Upon. evidence of an E-Child Care program violation, the CCR&R has seven (7) calendar days to send a waming letter (see
attached) to the parents and offer training. CCR&Rs are required fo provide written notification of parental warning to providers,
For WENJ cases, copies of all notices must also be sent to the County Welfare Agency (CWA). The parent/applicant will have
up to two weeks (14 days) from the date of the waming fetter to attend training and remedy the acfion by demonstrating
consistent use of ECC. To document compliance or nencompliance, the CCR&Rs must print out the fransaction repert for that
two-week period once the 14-day back swipe period has closed.

General Program and EGC Violations Penalities

Warning Notice

Upon evidence andfor nofification of a program violation, the CCR&R has seven (7) calendar days 1o send a warning letter (see
attached) to the parenis/guardians, CCR&Rs are responsible for taking the necessary action to determine i the parent/guardian
remains eligible and if repayment of funds is required.




First Violation {except fraud) - One (1) month disqualification

Upon completion of the one month disqualification, 1f the case is eligible, redetermination rules will apply. The eligibility threshold
is 250% of the Federal Poverly Level (FPL} or below (350%-500% FPL for Kinship). WFNJ cases will require written notice to
the CWA and verificafion that the CWA was informed of the disqualification,

Second Viclation (except fraud} —Three (3) ronths disqualification

Upon completion of the three menth disgualification, if the case is eligible, redetermination rules will apply. The redetermination
eligibility threshold is 250% FPL or below (350%-500% FPL for Kinship). WENJ cases will require written notice to the CWA and
verification that the CWA was informed of the disqualification,

Third Violation andlor Fraud - Termination for up to twelve (12} months andfor permanent disqualification
If the violation has not resulted in permanent disgualification, parent could be subject to up to a twelve (12} month termination,
after which the parentfapplicant must reapply with the eligibiiity threshold being at 200% FPL or below,

Fraud or program violations that may he subject to up to a twelve {12) month termination include the following:

{1} Failure to provide, or provision of, false or misleading or deliberate misrepresentation of, required information in
connection with a new application or current child care subsidy case. {This may also resull in the denial of any subsidy,
and referral to federal, state or local agencies for criminal or civil court aclion, gamishment of wages or tax intercept, as
well as private claims collection agencies for claims action involving repayment and recovery of funds.)

(2) Reporting child{ren} present in alfendance when child{ren) were nol in altendance.

{3) Repeated misuse of the ECC card resulting in multiple violations.

{4) Repeated general program viclation resulting in multiple violations.

WFNJ cases will require written notice to tha CWA and verification that the CWA was informed of the termination for up to
twelve (12) months.

Appeal Procedures:

It is the right of every parent who receives a disqualification notice from the CCR&R to request a review of his/her case by the
CCR&R andfor DFD. The CCR&R must inform the parent of his/her right {o request a review. A timely request must be made
within ten {10) days of the date of the disqualification nofice. See information on appeal rights below:

CHILD CARE PROGRAM APPEAL RIGHTS

1. Gase review conducted by the county CCR&R Agency

In the event you wish to have the action or amount in guestion reviewed by the county CCR&R responsible for the decision, you
must make this request in writing within ten (10) days of the effective date of the adverse decision. Requesfs should be
addressed to the agency on the front side of this notice.

You will be nofified of the date and time of the review and you may appear with or without legal representation or may be
represented by a friend or other spokesperson. Only those persons directly involved with the issue will be permitted fo attend
any review proceedings. You will also be given an cpportunity to view all pertinent documents prior fo the review date.

2. Administrative review conducted by the Division of Family Development

You may also have an adverse decision reviewad by the Division of Family Development (DFD) in place of, of in addition fo, the
case feview conducted by the county GCR&R. A request for an administrative review from DFD may be made by calling the
Bureau of Administrative Review and Appeals (BARA) at 1-800-792-6774.

You will be reguired to submit the following to BARA:
« A written statement indicating the request for a review and the reason
for your disagreement;
o All documents verifying eligibility and justifying your case;
e Any other relevant documents which you believe the county CCR&R or
child care provider may not have considered.

This DFD review must be requested within 90 days of the date of the original nofice of adverse action. All materials should be
mailed o BARA at:

Bureau of Administrative Review and Appeals
Division of Family Development

P.0.Box 716

Trenton, NJ 08625-0716




"Omo encontrar cuidado infantil de calidad

Como encontrar un programa de cuidado infantil o aprendizaje temprano de calidad

La investigacion muestra que los nifios gue durante su primera
infancia pasan por programas de cuidado infantil y de aprendizaje
temprano de catidad, estan mejor preparados para el kindergarten
con mejeres habilidades de lectura, mas habilidades de
matematicas y mas palabras en su vocabulario.

Srow NJ Kids, el Sisterna de Mejoramiento de Calificaciones de
Calidad de New Jersey {New Jersey's Quality Rating Improvement
System|] trabaja para elevar la calidad del cuidado infantily del
aprendizaje ternpranc en todo el estado de New Jersey.

Brinda infermacién a los padres sobre cdmo seleccionar un
proveedor de catidad para ayudarles a apravechar al maximo las
oportunidades de aprendizaje temprano de sus hijos.

Alos programas de cuidado infantil y de aprendizaje tempranao,
brinda recursos que les ayuda a elevar su calidad y mejorar su

" programa constanternente.

Hay muchos tipos de programas de cuidado infantil o de
aprendizaje temprano de donde escoger. Algunos son en
escuelas, otros en centros de cuidado infantil o en casas
particulares.

Cuidado basado en hogares:

Ouidado infantil en familias

Este tipo de cuidada se brinda en una casa particular. En New
Jersay, un proveedor no puede cuidar a mas de cinco nifios,
mas un maximo de tres de sus propios hijos, Los proveedores
en hogares pueden optar por registrarse, lo que significa que
cumplen con los requisitos basicos de seguridad y del programa
establecidos por la ley estatal. Los proveedores de cuidado en el
hogar que estdn registrados también pueden aceptar pagos de
las familias que participan en programas de asistencia para et
cuidado infantil subsidiados por el gobierno.

Cuidado basado en centros y en escuelas:

Ceniros de Culdado ifantil

Con licencia del estado de New Jersey, astas instalaciones se
inspeccionan cada dos afios y deben cumplir con los requisitos
bésices de salud, seguridad, del programa y de personal. Puaden
cuidar a seis nifios o mas de edades entre 6 semanas y 13 anos.
Hay muchos tipos de centros de cuidado infantil can licencia,
incluides, entre otros, programas para bebés/nifios pequenas,
pregramas de cuidado y educacién tempranos y programas

para nifos en edad escolar. Los centros con licencia también
pueden optar par satisfacer normas mas rigorosas basadas en
la investigacisn o de acreditacion. [También hay centros exentos
de licencias, como los programas que forman parte de un distrito
escolar pUblico o de una escuela privada.}

Los programas Head Start y Early Head Start apoyan el desarrollo
mental, social y emocional de los ninos desde el nacimiento
hasta los 5 anos de edad. Ademas de servicios educatives, les
pragramas brindan a los nifios y sus familias servicios de salud,
nutricidn, seciales y otros.

En este tipo de cuidado, la persona
va a su hogar y ahf cuida a sus hijos.
Este proveedor podria ofrecer otros servicios
coma timpieza ligera de la casa, empezar la
cena o hacerla completamente o lievar a su hijo

o hijos a sus lecciones o citas de juegos. A pesar de
queé puede Usar una agencia para encontrar a un
proveedor de este tipo, el estado no los regula ni les

otorga licencia y no pueden participar en Grow NJ Kids.

Programas Preescolares de
Distritos Escolares

Los distritos escalares proporcionan programas preescolares de
alta calidad basados en la investigacién a nifios de 3y 4 afios de
edad. Estos programas pueden ubicarse dentro de localidades de
un distrito escolar, un proveedor privado o una agencia local de

Head Start.

Distritos Escolares de Servicios Especiales

Estos distritos proporcionan opciones a los estudiantes
preescolares con necesidades especiales y se crearon para
atender las necesidades educativas y de desarrotlo de nifios

de 3 a5 afos de edad. Generalmente, estos distritos estan
formados de tres tipos de clases: clases que educan a estudiantes
de 4 afios de edad con necesidades especiales en el mismo

salan de clase gue los estudiantes que no tienen necesidades
especiales; clases preescolares para estudiantes cen Programas
Educativos Individualizados y la necesidad de estar en clases

mas pequefias y programacion mas individualizada; y clases con
instruccién altamente especiatizada
para estudiantes con autismo y
estudiantes con discapacidades
auditivas.




Al visitar un programa de cuidado infantil o de
aprendizaje temprano, puede hacer ciertas preguntas
para ayudarse a determinar cual programa es el mejor

para sus hijos y su familia. Estas preguntas estan
basadas en indicadores de calidad integrados en las

normas de Grow NJ Kids.

srdizaje segurs

W e .

O ;Hay comunicaciones regulares entre
los maestros/el personal del programa
y los padres? ;Como se comunica la
informacién [correo electrdnico, lamadas
telefanicas, cartas enviadas al hogar con
el nifio o ninal?

Ll

;Estd limpic el lugar?

0 ;Ve que el personal y los nifios se

lavan las manos antes y después de las
comidas y de cambiar los pafales? ;Las
instalaciones son seguras?

]

¢Elespacio de juego al aire libre es
sequro, esté limpio, sin basura ni vidrio
rato?

L ;Qué comidas proporciana el programa?
.Se permite a los nifios traer su
propia comida por razones religiosas o
alimenticias?

0 ;Flprograma tiene una politica de salud
orat o de cepillado de dientes?

00 ;El programa revisa los ojos, la audiciér,
los dientes y el crecimiento de los nifios
mediante examenes de deteccidn?

1 ;Elpregrama apoya el amamaniamiento
(almacenamienta de lecha materna/un
lugar para amamantar}?

1 ;Se cuidan juntos a ninos de edades
diferentes o se agrupan por edades?

G ;Cémo se supervisa a los nifos durante
distintas situaciones (al dormir o jugar al
aire libre)?

O ;Cuéntos nifios estaran en la clase/el
grupo de su hijo? jCudles son las edades
de los nifios en ia clase/el hogar?

& ;Hay un horario diario?
Q0 ;Elhorsria diario incarpera

oportunidades de juego tanto baja teche
como al aire libre?

0 ;0bserva interacciones y conversaciones
positivas, célidas y enriguecedoras entre
los maestros y los nifios mientras estan el
saldn de clase/el hogar?

(1 Ve a los nifias interactuando entre si?

0 ;bos nifios tienen acceso a libros y otros
materiales?

1 ;Seles lee a los nifios diariamente?

11 ;FEiprograma usa un curriculo basado en
la investigacién (apropiada segun la edad
para bebés y ninos pequefios]?

1 ;Seles da tiempo libre para jugar” a
las nifios [per ejemplo, s& permite a los
nifos a elegir el libro que desean leer o la
actividad que les gustaria hacer}?

Participacidn de s Tamilia y
comunidad

O ;Elprograma tiene la politica de puerta
abierta? ; Se permite a los padres visitar
en cualguier momento?

1 ;El programa pone a disposicién de las
familias los recursos de la comunidad
(evenias, informacién acerca de
servicios]?

0 ;Flprograma acoge el idiorma gue su hije
o hija habla en el hogar, tanto en el salon
de clase/el hagar come an los materiales
gue se tisan?

0 ;Fl programa comparte informacién
sobre las actividades/lecciones en que
estan trabajando para que los padres
puedan reforzarias en el hogar? Para los
behés, ;tienen un registro diario?

0 ;Elprograma ofrece oporiunidades para
que los padres hagan servicia como
voluntarics en el salén de clase/el hogar?

1 ;Elprograma ofrece talleres para padres?

{3 ;El programa tiene un concejo de padres
o grupe de padres?

Desarrollo profesional/planta
fabotal

@ ;Cudles el nivel educativo del personal?

[ ;Durante cudntc tiempo el personal ha
estado empleado en el programa?

1 ;A qué tipos de capacitacién asiste el
personzl cada aho?

0 ;Cuéntos integrantes del personal han
recibido capacitacién en Resucitacién :
Cardiopulmonar [Cardio Pulmonary
Resuscitation; CPR}y de primeros :
auxilios?

O Siel programa usa un curricule basado
en la investigacion, jel personal ha
obtenide capacitacion formal en el
curriculo?

Administracion y gerencia

1 ;Elprograma tiene una licencia vigente
para el cuidado infantii o esta registrado
para brindar servicios de cuidado infantil
en una familia? [Si corresponde, pues a
algunos programas de distrito escolar
no se les exige tener una licencia para el
cuidada infantil)

1 ;Cuanto esia matricula/el costo? ; Otras
cuotas?

3 ;Flprograma tiene un manual para
padres que describa las politicas
y los procedimientos, inctuidos los
correspandientes a enferrmedades de los
nifios, emergencias, disciplina?

[0 ;Eldirector del programa esta en las
instalaciones durante el horario de
operacion?

[l ;Cudles la politica diaria de registro de
entrada y salida al dejar y recoger a su
hijo o hija?

1 ;El programa estd inscrite en Grow NJ
Kids?

Para obtener recursos para padres, visite
GrowNJKids.com. Linea de Ayuda de Cuidado
Infantit 1-860-332-9227



Documeni’atmn Checkhst

Betow is a general IESt of requared documents for each section of the Child Care Subsndy Program Application that must
be submitted for initial eligibility consideration. Additional documents may also be required based on program
requirements. Please contact and check with the Child Care Resource and Referral Agency (CCR&R) if you have
questions or need assistance. You can reach your local CCR&R at 1-800-332-9227 or by visiting www.ChildCareNJ.gov.

For each applicant/co-applicant, submit one of the documents from Column A. If you are unable to provide from
Column A, you may submit two documents from Column B:

COLUMN A (PRIMARY DOCUMENTATION) COLUMN B (SECONDARY DOCUMENTATION)
Submit one: Submit two:

[ Driver's License {1 High School Diploma, GED, or College Diploma

[ ] Government Issued Photo ID Card [ 1Health Insurance Card or Prescription Card

[ 1 Military Photo 1D Card [ Printed Paystub

[ ] Employer Issued Photo ID [_] Birth Certificate (applicant/co-applicant or child's)
[] School Photo 1D [] Social Security Card

[ ] Passport

[ ] Permanent Resident Card (Green Card)

For any applicant/co-applicant, submit one of the following to verify residence®:

[_] Current RentalfLease Agreement or Mortgage Bill {1 Home utility bills

[ 1 Court decree (if applicable) [ 1 Medical documentation

[T School records showing residence [} Vehicle Registration or Title or NJ Driver's License

[1Custody Agreement or other court documents for [T Most recent filed tax forms showing dependency
guardianship {For dependents 18+, must provide filed IRS 1040 Form)

*If vou or your child are homeless and do nof have a fixed address, please contact your CCR&R for assistance.

For any child in need of child care services, submit the following to prove relationship:

[ ] Child’s Birth Certificate
[l Court decree (if applicable)
[] Custody Agreement or other court documents for guardianship (if applicable)

For each dependent residing in the home and included in the family size, submit one of the following to verify family size:

[ Birth Certificate [ Court decree (if applicable)
[ Custody Agreement or other court documents for [ 1 Most recent filed tax forms showing dependency
guardianship {if applicable) (For dependents 18+, must provide filed IRS 1040 Form)




NJ CHILD CARE SUBSIDY

Documentation Checklist Continued

For any child in need of care, submit one of the following:

[ ] U.S. Birth Certificate [_] Permanent Resident Card (Green Card)

[ ] Certificate of Citizenship [ 1USCIS Form 1-551 {Alien Registration Card)

[]U.S. Passport or Passport Card [ 1Refugee Travel Document (Form 1-571)

[ Social Security Card [ JUSCIS/INS Form 1-94 stamped “Refugee’, “Parolee”,

“Asylee”, or “Notice of Action”

INCOME FROM EMPLOYMENT: OTHER INCOME OR BENEFITS TO FAMILY UNIT:

[ 1 Must provide current one month's worth of current pay  Doctmentation must show the rate and frequency of the
stubs {e.g. 4 weekly, 2 biweekly, etc.) income received from the sources below:
[ Unemployment documentation

NEW EMPLOYMENT ONLY: If paystubs are not available  [_] Pension documentation
] Employer letter on company letterhead (signed/dated) [ ] Worker's Compensation
Must include rate of pay, hours worked per week, [ 1 Social Security award letter
employer contact information, and first date of [} Retirement/Pension
employment; or [ Spousal Support/Alimony
[ ] DFD “Verification of Employment” Form [ 1 Veterans/Military Benefits
If approved for subsidy, applicant/co-applicant will {1 Disability Bengfits
be required to follow up with pay stubs. [] Child Support — minimum of 6 months of
Payment/Disbursement History
E] SELF-EMPLOYED ONLY: Submit Current IRS Tax (Note: If child support or alimony s not court ordered, wnite the
Transcript of Form 1040 Schedule G, “Profit or Loss amount you receive monthly in Section C of the applicafion)

L1 Any other income required for federal/state tax

from Business” )
reporting purposes

[ 1 UNABLE TO WORK or INCAPACITATED: DFD

“Parent Incapacitation Verification” Form

For each applicant/co-applicant, submit one of the foflowing:

[ ] SCHOOL: Detailed schoo! schedule naming the schoot and the student, including days and hours attending, credits,
start and end date

] TRAINING PROGRAM: Letter on Program letterhead (signed/dated) indicating name of program, start and end
date and weekly schedule

DFD 10-17
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Child Care and Early Education
Service Eligibility Application

STATE OF NEW JERSEY & DEPARTMENT OF HUMAN SERVICES

Applicant Instructions for Completing the Child Care Eligibility Form

The following instructions are keyed to the various sections of this form. Please read carefully.

B INSTRUCTIONS FOR COMPLETING SECTION A

1, Enter your full name (last, first, middle initial), social security
number and date of birth (month/date/year). Check one or more
of the appropriate boxes provided to indicate your race. Check
the appropriate box to indicate your ethaicity and sex. Check the
appropriate hox to indicate the relationship of the parent/
applicant to the child{ren) for which you are making an
apptication for assistance. If you are not an immediate relative
{motherffather), please indicate whether you are another legally
responsible person, a foster parent or other. If other, please

specify.

2. If applicable (resides in househoid), enter the full name of your
spouse or co-applicant, social security number and date of birth
(month/datelyear). Gheck the appropriate boxes provided to
indicate the race, ethnicity and sex of the co-applicant/spouse.

3. Enter your home address and county in which you reside. Enter
the school district which the child(ren} attends.

4. Enter your home telephone number,

5. Enter the “family size” meaning the number of adults (persons
18 years or older who are legally responsible for the children)
and dependent aduits (persons 18 years or older) who are in
your immediate family unit, and the number of dependent
children (persons under age 18).

Examples: In a single parent family with two children state:
“# of Adults: 1, # of Children: 2.

In a two parent family with a dependent adult (grandparent} and
two children state: “# of Adults: 3, # of Children: 2."

Note: If as a single parent, you and your child{ren} live with your
mother and father, you would NOT include the grandparents in
the family size.

B~ INSTRUCTIONS FOR COMPLETING SECTION B

Provide income Information Based on the Current Year.
Fill In All Blanks. List Gross Figures Unless Otherwise
Indicated. If You Receive None in a Certain Category,
Write “0.”

For each adult {applicant co-applicant or other dependent adult)
residing in the household unit, list ali current income information.
Columns are provided to enter income information either by week,
every two weeks, month or year. For separated or divorced spouses,
include only that income (i.e., child support or alimony) which is
available to the custodiat family.

1. List all gross income due to wages and salary.
2. List all benefit income received fram pensions and retirement.

3. List all benefit income received from Supplemental Security
Income {SSI}.

4. List alt benefit income received from unemployment and
workmen's compensation.

5. List ail benefit income received from public assistance (TANF).

6. List income received from an absent parent for child support or
alimony.

7. Include any other income received which is required to be listed
for federal and state tax reporting purposes.

8. Indicate the annual total of all sources of income.

P INSTRUCTIONS FOR COMPLETING SECTIONC

Provide Information of Current Work, School and/or Training
Activity for Applicant and Co-Applicant (if applicable).

1. Enter the name, complete address and telephone number of
Primnary Work/SchoolfTraining Site.

2. Check the appropriate box to indicate if activity is work, school
or training.

3. Enter your starting date (month/date/year).

4. Check the appropriate box to indicate if Work/School/Training
activity is full time, part time or seasonal. Enter the number of
hours per week and months per year spent at site.

5. Include the information for your Secondary Work/School/Training
activity (if applicable).

b INSTRUGTIONS FOR COMPLETING SECTIOND

Questions 1-9. Check the appropriate box (gither “Yes" or "No™)
for each question. I you answer “Yes” to any of guestions 2-5,
provide the requested information.

Questions 10. Check the appropriate box to indicate if you are
applying for assistance hecause you are ineligible for the TANF or
TCC programs.

Questions 11. Check whether you understand you are applying
for voucher of contracted child care services.

Questions 12. Check whether alt of the childrer in your family have
health insurance and if you wish to receive an application for NJ
Family Care.

P INSTRUCTIONS FOR COMPLETING SECTICNE

1-2. Enter ful name (iast, first, middle initial), social security number
and date of birth (month/datelyear) for each chitd for whom
assistance is requested. Check the appropriate boxes provided to
indicate race, ethnicity and sex of child{ren). indicate the hours,
days and duration for which child care is needed. Check the
appropriate box to indicate if the child(ren) has a special need, if
yes, state the need. Check the appropriate box to indicate if the
child is a US citizen. If yes, attach a copy of the child’s birth certificate
and social security card. Proof of the child's citizenship is not
required for Abbott, Child Protective Services, Kinship or Post-
Adoption sibsidies.

P INSTRUCTIONS FOR COMPLETING SECTIONF

After reading the certification, applicant and co-applicant (if
applicable) sign on the appropriate fine and include the date.

Rey 12/08




fl ADDRESS REPLY TO:

4CS of Passaic County

. S . 2 Market Street Suite 300

Child Care and Early Education Paterson NJ 07501
Service Eligibility Application -

STATE OF NEW JERSEY @ DEPARTMENT OF HUMAN SERVICES

i Applicant/Co-Applicant Information
1. PARENT/APPLICANT NAME

I
SOCIAL SECURITY NO.

DATE OF BIRTH

/ /!
{Mo./Dy./Yr)

{Tasl) (First) I T G Digh Number)
The following information is needed for siatistical purposes. Check one or more of the appropriate boxes to indicate applicant response.

RACE: O American Indian or Alaskan
ETHNICITY: Hispanic/Latino: [Yes

3 No
Relationship of APPLICANT to children: T Father O Mother ] {.egally Responsible Adult OFoster Parent O Other:

O Asian

SEX: OMale [ Female

[ Black or African American [ Native Hawa#an/Pacific Islander [ White

2. PARENTICO-APPLICANT NAME (if Applicabls)

(First) (M.1)

(Lasl) (@ Digit Number)
The folfowing infarmation is needed for statistical purposes. Check one or more of the appropriate boxes fo indicale applicant response.

SOCIAL SECURITY NO.
- /

DATE OF BIRTH

/

{Mo./Dy./¥r)

4. HOME TELEPHONE:

5. NUMBER OF ADULTS IN FANILY:

be eounted to datermine the size of the family.

Family Income Information

Family size includes parent, spouse, children for whom subsidy
IRS 1040. In cases of kinship, family size includes the child for
relative’s IRS 1040. For DYFS cases, a child and any of his/her s

NUMBER OF CHILDREN iN FAMILY:

TOTAL FAMILY SIZE:

is requested, other dependent children, or adulls claimed on applicant’s or co-applicant’s
whom subsidy s requested and all dependents claimed on the grandparent's, aunt’s or
iblings living in the same home and who are in DYFS-paid out of home placement shalf

For each source, enfer income information PARENT/CO-APPLICAN
either by week, bi-weekly, month or year. List gross income for current: List gross income for current:
Include child support and/or afimony. WEEK 2 WEEKS _ MONTH YEAR WEEK 2 WEEKS ___MONTH YEAR
4. Wages and Salary (gross);
2. Pensions, Retirement:
3. SupplementallSocial Security Benefits:
4. Unemployment, Workmen's Compensation:
5. TANF Cash Assistance:
6. Child Support/Alimony:
7. Other:
8. TOTAL GROSS INCOME:
Work/School/Training Information h1001.0 € 00 RegISLallo b6 Allachec
PARENT/CO-APPLICANT PARENT/CO-APPLICANT
Name of PRIMARY Work/School/Training Site:
Complete Address (Street, City, Slaie, & Zip):
(If applicable, enter "Self-Employed’)
Telephone Number: }{ ) ( )
Check One: Eriter Starting Datte (Mo/Dy/Yr): 0 wark [1 Schoot [] Training O Work [ Schoot {71 Training
Stant Date / / Starf Date / !
Check One and Enter. Number of Hours/ [ Full Time [ Part Time # HrsWk O Fudl Time O Part Time # HrsfWwk
Weelk and Months/Year for Work/SchoolTraining 1 Seasonal Employment # Mos/NT [ Seasonal Empioyment # Mos/YT
Name of SECONDARY Work/Scheol/Training Site:
Complele Address (Street, City, Slate, & Zip):
Telephene Number: | ) ({ )
Check One: Enter Starting Date (Ma/Dy/Yr): 1 Work O School [} Training 0 Work £ School [ Training
Start Date £ / Start Date / Vi
Check One and Enter: Number of Hours/ [ Fuit Time O Part Time # Hrs/Wk O Full Time ] Part Time # Hra/Wk
Week and Months/Year for Work/School/Training | [] Seasonal Employment # Mos/Yr {1 Seasonat Employment # Mas/¥r

* incomplete Applications Will Not Be Accepted *

DHSICC: T (12/2008}

RACE: 3 American Indian or Alaskan [ Asian O Black or African American [ Native Hawalian/Pacific slander 3 White
ETHNICIFY:  Hispanic/Latino: DOYes O No sex: 1 Male O Femaie
3. HOME ADDRESS (Numberand Streef) _______ .~ e — - ——
City: State: Zip Code:
County: Schaool District:



0 O 2. Are you currenty receiving/have you received assistance for child care with a Temporary Assistance for Needy Families (TANF) or
Transitional Chiid Care {TCC) grant through the Work First New Jersey (WFNJ) Pragram within the last two years? I yes, indicate when

benefits dofdid expire by entering Month, Day and Year / / and TANF case number:
[0 1[I 3. is your family an active case with the Division of Youth and Family Services (DYFS) and are the children for whom you are requesting
subsidy residing with you? If yes, please give the name of the office:
4. Are you currenily Teceiving & TANF grant? If yes, please indicate the TANF case number:
5. Do you or a member of your family have a chronic medical problem far which child care is recommended as part of a treaiment/rehabilitation
plan? If yes, indicate the name of the individuat/agency authorizing the treatment plan and telephone number:
Agency Name: Telephane #: { 3
6. Are you the head of the household iz which you reside?
Are you currently homeless or at risk of becoming homeless?
. Are the children for whom you are requesting child care assistance in a DYFS foster home, DYFS para-foster home, or DYFS pre-adaptive
home. If you are employed or participating in a school or iraining program, proof must be attached for DYFS purposes.
9. Do you receive any cash or voucher assistance lo specifically pay for housing?
10. Are you requesting assistance because the County Weifare Agency/Board of Social Services (CWA/BSS) informed you that you are
ineligible for the Temporary Assistance for Needy Famities (TANF} or Transitional Child Care (TCC) Program?
11. tunderstand that] am apglying lothe agency for: [ VOUCHER payment assistance [ ] CONTRACTED services in a comnunity-based center
12. Do all of the children in this family have health insurance benefits? [ Yes [ Mo
¥ NO, do you wish to receive an application for NJ Family Care?  Yes [ Na

I Children hild Needing Child Care Servi
Information

O0c
OO

oo Og.
co o ooad
o

FULL NAME OF CHILD NO.1 ' " SOCIAL SECURITY NO. DATE OF BIRTH
R / /
{Last) (First) {M.L) {9 Digit Numnber) (Mo./Dy./YT.)
The following information is needed for statistical purposes. Check one or more of the appropriate boxes fo indicate applicant response.
RACE: ] American indian or Alaskan [} Asian [ Black or African American  [[] Native Hawailan/Pacific Istander  [L] White

ETHNICITY: Hispanic/fLatino: [JYes [INo  sg&x: [IMale []Female

Indicate the hour/days/duration for which child care is needed:

Child has a special need: INo [Yes Ifyes, state special need and atfach verification:

Childis a US citizen or aqualified alien?  [(INo [Yes If yes, attach verification (copy of Social Security Card and Birth Certificate or,
if applicable, Resident Alien Card}

AGENCY USE: Status {Check One): [iDenied [] Approved [J Waiting List ] Pending
DYFS USE: (Enter the NJ Spirit Case No.) Program: Code: Component:
Assessed Co-Payment (Enter and Circle One): $ Wk. Mo. Enrallment Date: / /
FULL NAME OF CHILD NO., 2 SOCIAL SECURITY NO. DATE OF BIRTH
e T / /
{Last) (First) (M.L) {9 Digit Number} (Ma./DvSYr)
The following information is needed for statistical purposes. Check one or more of the appropriate boxes lo indicate applicant response.
RACE: [[J American Indian or Alaskan [2 Asian [1 Black or African American [ Native Hawaiian/Pacific Islander  [] White

ETHNIGITY: Hispanicfatino: [lYes [Na sex: [OMale [JFemale

Indicate the hour/days/duration for which child care is needed:

Child has a special need: UINo  DYes Ifyes, stafe special need and attach verification:

Childis a US cilizen or g qualified alien?  [INo [lYes If yes, attach verification {copy of Social Security Card and Birth Cerfificate or,
if applicable, Resident Alien Card}

AGENCY LISE: Status (Check One): benied [} Appraved [J Whaiting List [[] Pending
DYFS USE: (Enter the NJ Spirit Case No.) Program: Code: Component:
Assessed Co-Payment (Enter and Circle One): $ Wik, Mo. Enroliment Date: / /
FULE NAME OF CHILD NO. 3 . SOCIAL SECURITY NO, DATE OF BIRTH
(Last) (First) 1) T oDigitNumber) {(Mo./Dy./YT.)
The following information s needed for stafisiical purposes. Check one or more of the appropriate boxes lo indicate applicant response.
RACE; [ Amarican indian or Alaskan ] Asian ] Black or Afsican American [ Native Hawatian/Pacific Islander 3 White

ETHNICITY: Hispanicfatino: [lYes [ONo sex: [OMale 3 Female

indicate the hour/days/duration for which child care is needed:

Chiid has a speciai need: [CINo [ Yes [fyes, state special need and attach verification:

Childis 2 US ciizen or aqualified alien? [ONo [JYes If yes, atfach verification (copy of Social Security Card and Birth Certificate or,
if applicable, Resident Alien Card)

AGENCY USE: Status (Check One): Openied [ Approved [ waiting List 1 Pending
DYFS USE; (Enter the NJ Spirit Case No.) Program: Code: Component:

Enrollment Date:




I ADDRESS REPLY TO: ' ' '

N
Child Care and Early Education
Service Eligibility Application

STATE OF NEW JERSEY @ DEPARTMENT OF HUMAN SERVICES

Parent/Applicant Name:
Social Security Number: Date of Birth: / /

4 FUL NAME OF CHILD NO. 4 SQCIAL SECURITY NO, DA'DE OF B/IRTH
] (Last) (First) M) T (oDigitNumber) (Mo./Dy./Yr)
The following information is needed for statistical purposes. Check one or more of the appropriate boxes fo indicate applicant response.
RACE: [ American indian orAlaskan [0 Asian [ Black or African Ametican [ Native Hawaitan/Pacific lslander White

ETHNICITY: Hispanicflatino: [JYes [INo  sex: [IMale [ Female
Indicate the hour/days/duration for which child care is needed:
Child has a special need: [ONe [Yes Ifyes, state special need and attach verification:
Child is a US citizen or a qualified alien? [INo [Yes  If yes, atiach verification (copy of Social Security Card and Birth Certificafe or,

if applicable, Resident Alien Card)

AGENCY USE: Status {Check One): [lDenied [ Approved  [1Waiting List [ Pending
DYFS USE: (Enter the NJ Spirlt Case No.) Program: Cade: Component:
Assessed Co-Payment (Enter and Cirde Onej: $ Wk, Mao. Enrciiment Date: / /
|§ FULL NAME OF CHILD NO. 5 SOCIAL SECURITY NG. DM}E OF B}RTH
(Last) (First) M3 T T(9Digit Number) (Mo./Dy./Yr.)
The following information is needéd for statistical purposes. Check one or more of the appropriale boxes to indicate applicant response.
RACE! [ American IndianorAlaskan [ Asian O Black or African American [] Native Hawailan/Pacific Islander [} White

ETHNICITY: Hispanic/Latino: [GYes [TINo  sex; [IMale [] Female
indicate the hour/days/duration for which child care is needed:
Child has a special need:  [INo [J Yes Ifyes, state special need and attach verification:
Child is 2 US citizen or a qualified alien? C1No [iYes I yes, attach verification {copy of Social Security Card and Birth Certificate or,

if applicable, Resident Alien Card)

AGENCY USE: Status (Check One): [MDenied [ Approved £ Waiting List {1 Pending
DYFS USE: (Enter the NJ Spirit Case Na.) Program: Code: ... ... GComponent:
Assessed Co-Payment (Enter and Circle One). $ Wk Mo, Enrollment Date: / /
I;ﬁ; FULL NAME OF CHILD NO, 6 SOCIAL SECURITY NO. DAT/E OoF B/IRTH
{Last) TFirst) ™M1 TS Digit Numbery {Mo /Dy./Yr)
The following information is needed for statistical purposes. Check one or more of the appropriate boxes to indicate applicant response.
RACE: 1 American Indian or Alaskan [ Asian {] Black or African American  [] Nalive Hawaiian/Pacific Islander [1 wWhite

ETHNICITY: Hispanic/Latino; (Yes [INo  sex: [OMale [J Female
Indicate the hour/days/duration for which child care is needed:
Child has a speciaineed:  [INo [] Yes [fyes, state special need and attach verification:
Child is a US citizen or aqualified alien? CINo [[Yes I yes, attach verification (copy of Social Security Card and Birth Certificate or,

if applicable, Resident Alien Card)

AGENCY USE: Status (Check One): [Ooenied [J Approved 3 Waiting List {3 Pending
DYFS USE: (Enter the NJ Spirit Case No.} Pregram: Code: Gampenent:
Assessed Co-Payment {Fnter and Circle One): $ Wk. Mo. Enrcliment Date: / /
| 7 FULL NAME OF CHILD NO. 7 SOCIAL SECURITY NO, DATE OF BIRTH
- - / /
(Last) (First) {M.1} _@ Digit Number} (Mo./Dy./YT.)
The following information is needed for statistical purposes. Check one or more of the appropriate boxes to indicate applicant response.
RACE: [0 American Indian or Alaskan ] Asian [ Black or African American L1 Native Hawaiian/Pacific lslander L1 White

ETHNICITY: HispaniciLatino: [lYes {1No  seEx: [OIMale [ Female
indicate the hour/days/duration for which child care is needed:
Child has aspecial need:  [[INe [] Yes Ifyes, state special need and attach verification:
Child is & US citizen or aquaiified alien? [INo [3Yes if yes, attach verification {copy of Social Security Card and Birth Certificate or,

if applicable, Resident Alien Card)

AGENCY USE: Status {Check One): [)Denied ] Approved 7] Waiting List [ Pending
DYES USE: {Enter the NJ Spirit Case No.) Program: Code; Component:
Assessed Co-Payment (Enter and Cirdle One): $ Wk, Mo. Ervoliment Date: / /

DHS/CG:2A {12/08)



Child Care and Early Education Service Eligiblity Application Certification
READ CAREFULLY BEFORE SIGNING

| (we) hereby certify that all of the information provided is true and correct to the best of my (our) knowledge. | {(we) know that submitling
false information about my (our) situation, failing to give the necessary information or causing others o hold back information is
against the law and may subject me {us) to prosecution. 1 {we) also understand that:

1. Acceplance of child care financial assistance is not far my (our) personal use or expenses and that federal, state and local public
funds are and will be used as payment for costs that are directly associated with services rendered by a child care provider.

2 It is unlawful to obtain financial assistance for child care servicas by providing any false or misleading information, including but not
limited o informaticn about my eligibility and/or information that refates to child attendance for provider records, sign-in sheets or
voucher payment forms. Examples of unlawful behavior include, but are not limited to:

« Failing to accurately repart all sources of my (our) income. Examples include, hut are not imited 1o not reporting multiple
sources of income, or an increase or decrease in wagefsalary, child support payments, or alimony, o any other income.

« Failing to accurately report the amount of my income. Examples include, but are not limited fo reporting the accurate amount(s)
of income from self-employment; rent from property ownership or changing or altering pay stub information.

» Failing to accurately report the number of household members. Examples inciude, but are not limited to failing to report that
my spouse or ancther parent/guardian is lving in the househotd.

« Pre-signing and dating voucher certification forms, sign-in sheets or other provider records used to track and verify child
attendance.

« Failing to accurately verify child attendance on voucher payment records/forms within the reporting fimeframes.

3. This information is being given in connection with federal, state and local public funds and wilt be used through computer matching
programs to confirm the accuracy of my {our) statements and verify my {our) income, resaurces and need for child care assistance,
as warranted.

4. Providing the requested information, including the Social Security Numbers of Parent(s)/Applicani(s), is voluntary. Agency staff may
use my {our) names and Social Security information with federal and state agencies and other sources deemed necessary for
official examination. However, copies of birth certificates, social security and qualified alien resident cards, if applicable, are
required for all children for whom subsiday services are being requested.

5. Failure to provide or defiberate misrepresentation of required information will result in the denial of my (our) application, termination
of child care benefits to the family and referral to federal, state or local agencies for criminal or civil court action, gamishment of
wages or tax intercept, as well as private claims coflection agencies for claims action involving repayment and recavery of funds.

&. Providing false or misleading information in connection with my (our} application for child care financial assistance, and/or failing
ta report within ten days any change in my (our) family size or family income or any other circumstances that might change my (our}
eligibility, such as work/schoolftraining status, may result in the termination of my (our) child care subsidy and make me (us)
neligible to apply for and/or receive subsidized child care for a periad of six months for the first viotation; for a period of 12 months
for a second violation; and permanent disqualification for the third violation,

7. 1f | receive financial assistance as a result of false or misleading information, [ (we) may be responsible to repay the costs of child
care and may be subiect to a civil fine and pessible criminal prosecution.

8. | (we) understand that in order to verify my (our) income and service need, an agency representative may need to contact my (our)
erployer(s). | (we) hereby authorize my (our) employer(s) to release information regarding my {our} income, pay scale, hours and
schedule of work to the agency to which 1 am applying.

Parent/Guardian Signature: Dale:

Paren¥Guardian Signature: Date:

Unsigned applications cannot be processed. A copy of this document wili be provided to you for your records.

DYFS USE ONLY

DYFS Case Manager Name and Number: Date:

Nate:

SAR has been completed; voucher payments for DYFS/CPS child care services are approved for the period / / thru / /
DYFS Voucher Payment Autharization Signature: Date:

CCR&R or CENTER-BASED CONTRACTED {CBC) PROVIDER USE ONLY:

Check One: [ Initial Application - [] Re-determination Certification Date: / /
Family Size: Annual Family Income: §
Family's Toial Assessed Co-Payment, if applicable (Enter Amt. and Check One): § 7] WEEK [ MONTH

Check One:; [IDENIED [ APPROVED [ PENDING

Staff Member Certification: Date:

Note:

Name of CCR&R or CBC Provider:

DHSICC:3 (12/08)




CC-192 {Rev 12i17)

STATE OF NEW JERSEY
DFEPARTMENT OF HUMAN SERVICES
DIVISION OF FAMILY DEVELOPMENT

NJ CHILD CARE SUBSIDY PROGRAM

All families receiving a subsidy through the NJ Child Care Subsidy Program must provide the following information:

Are your family assets worth more than $1,000,0007 [INo []Yes

Note: Assets may include but are not limited o, personal bank accounts, business accounts, real estate, and personal praperty.

If the primary language spoken in your home is not English, please specify that language:

Is the Applicant:
On Full-Time Active Military Duty [JNo []Yes
In the National Guard/Miiitary Reserve [ _INo [ ] Yes
Self-Employed [INo {_iYes

s there a Co-Applicant? { INo []Yes
If yes, are they:
On Full-Time Active Military Duty [INo [ ]Yes
In the National Guard/Military Reserve || No  [_] Yes
SelfEmployed [INo []Yes

Are you homeless based on one or more of the following? [(INe [ ]Ves

« Living in an emergency or transitional shefter.

» Staying in a motel, hotel, trailer park, or campground or sharing housing with other persons due to loss of housing,
ecohomic hardship, or similat reason.

« Living in a car, busftrain station, park, abandoned building.

o Living or sleeping in any public or private place that is not normally used as a residence or as a regular sleeping
accommodation.

« Living in subslandard housing (i.e. no electricity, running water, etc.).

| hereby certify that all of the information provided is true and correct to the best of my knowledge. | also acknowledge that
submitting faise or misteading information, intentionally omitting information or intentionally causing others to omit or fail to
Teport information is cause for denial or termination from the child care program and | may be subject to alt legal and
equitable remedies.

Applicant Name Applicant Signature Date

Co-Applicant Name Co-Applicant Signature Date

DISCRIMINATION

This program prohibiis diserimination in determining eligibikly far child care assisiance,
I yau balive yau have heen disciiminated against by he New Jeisey Child Care Subsidy Progiam because of tace, color, disabilty, religion, safienal erigin or another feason, you can contacl:
Office of the Direclor, Division of Family Development, N..). Department of Human: Services, P.O. Bex 7486, Trenton, New Jersey 08628

Application Addendum




A4S OF PASSAIC COUNTY, INC.

AUTHORIZATION TO COMMUNICATE VIA INTERNET

By entering your email address below and then a second time to verify its
accuracy, you are granting permission to 4CS of Passaic County, Inc. (4CS)
and confirming that you are aware that you will be receiving confidential,
time sensitive information and other program and agency information from
ACS regarding your child care subsidy and general correspondence. Make
sure that you check your email regularly to ensure that you are receiving all
the documents issued to you from 4CS. Please take note that if you do not
respond in a timely manner, there may be a disruption in your child care
subsidy. So, please be consistent in checking your email. Critical times 1o

look for emaiis from 4CS are but not limited to the following:

e Change in Child Care Provider
¢ Change in Employment
e 45 days prior to your Annual Redetermination (every 12 months)

Email address Email address verification

Please print and sign your name below confirming your permission and
authorization.

Client Print Name Date

X
(Client Signature)

Two Market Street {Paterson Museurn Bullding), Paterson, NJ, 07501 ¢ 4cspassaic.org « infof4cspassalc.org
Phone (873) 684-1904 « Fax (873) 684-0468



4@ 4CS OF PASSAIC COUNTY, INC.

A Two Market Street, Paterson, NJ 07501 » Phone (973) 684-1904 « Fax (973) 684-0468

Child Care and Early Education Service Eligibility
Parent Documentation and Verification Certification

Employer’s Letter
Employer’s letter was provided by employer

Family Income Information
I reported and submitted all the income information that 1 receive. This includes 551, Supplemental,
Child Support, or any unearned income

Family Household Size
My family size unit only includes the number of adults and children as stated on my application

It is untawful to obtain financial assistance for child care services by providing any faise or misleading
information, including but not limited to information about my eligibility and/or information that relates to:

—  Failing to accurately report ali sources of my (our) income. Examples include, but are not limited to
no reporting multiple sources of income, or an increase or decrease in wage/salary, child support
payments, or alimony, or any other income. '

-~ Failing to accurately report the amount of my income. Examples include, but are not limited to
reporting the accurate amount(s) of income from self-employment, rent from property ownership
or changing or altering pay stub information.

— Failing to accurately report the number of household members. Examples include, but are not
limited to failing to report that my spouse of another parent/guardian is living in the household.

This information is being given in connection with federal, state, and local public funds and will be used
through computer matching programs to confirm the accuracy of my {(our) statements and verify my {our)
income, resources and need for child care assistance, as warranted.

I certify that the foregoing statements made by me are true. I am aware that if any of the foregoing
statements made by me are willfully false, I am subject to punishment and may be terminated by the child
care subsidy program.

Print Applicant’s Name Print Co-applicant’s Name
Signature Signature
Date:

Webhsite: http://www.4cspassaic.org




il ' O\
K;Q 4CS OF PASSAIC COUNTY, INC.

Two Market Street, Paterson, NI 07501 « Phone (973) 684-1904 « Fax (973) 684-0468
1. Is your child a citizen?
Yes or No

2. Does your child have health insurance?
Yes or No
I understand that I must report any changes that may occur in my household within
10 days of that change or I may be responsible for repaying any money the 4CS paid

for the care of my children.

Print Name: Telephone #:

Signature: Date:

emailaddress:_ 1 L L L L L LT 1]

n@hotmail.com n@gmail.com u@yahoo.com o@aol.com o@outlook.com

o@optimum.net  n@icloud.com n@other

1. Es su hijo/a ciudadano de este pais?
Si o No
Tiene su nifio (s) seguro médico?
Si o No
Yo entiendo que cualquier cambio que pueda ocurrir en mi hogar, yo les notificaré

dentro de 10 dias. De no ser asi yo podria ser responsable de pagar el dinero que la
agencia de 4CS ha pagado por el cuide de mi(s) hijo(s).

Nombre: Numero de teléfono:

Firma: Fecha:
correoelectrénico:|_JL_JL_ L L T T I 1 I % & |
n@hotmail.com n@gmail.com o@yahoo.com a@aol.com o@outlook.com
o@optimum.net  o@icloud.com n@other

Website: http://www.4cspassaic.org




4CS OF PASSAIC COUNTY, INC.

Two Market Street, Paterson, NI 07501 s Phone (973) 684-1904 «» Fax {973) 684-0468

ACKNOWLEDGEMENT OF CHILD CARE POLICY REGARDING

DISQUALIFICATION OF SERVICES FOR PARENTS

I acknowledge receipt of the State of New Jersey Child Care Policy for Disqualification of
Services for Parents dated 7/7/14 DFDI 14/07/01 from 4CS of Passaic County Inc. I have
read the Disqualification Policy and understand my rights and responsibilities for the subsidy
programs I am participating in.

Parent Signature Date
Parent Signature Date
Print Name
Print Name

Return signed acknowledgement to 4CS with completed Subsidy application.

Woebsite: hitp://www.4cspassaic.org




4C S OF PASSAIC COUNTY. INC,

CHILD CARE POLICY REGARDING DISQUALIFICATION OF SERVICES FOR PARENTS- STATE OF NJ INSTRUCTION
DATED 07107114

Parents/applicanis are reguired, at all times, to comply with New Jersey’s subsidized child care program regulations
and policies.

Any type of program victation will subject a parent/applicant to penaities that may include disqualification, terminalion, denial at
time of application or reapplication, criminal investigation and/or recoupment of payment, if the parent/applicant is found by the
CCR&R or DHS/DFD to be in violation of New Jersey's subsidized child care program regulations and poiicies.

DISQUALIFICATION PROCESS

A case of program violation can be brought to the Department of Human Services, Division of Family Development's (DFD})
andfor CCR&R's attention through a variety of means, such as a phone call, letter, e-mail, newspaper article, television news
broadcast, personal knowledge, or state databases used during the normal applicant eligibility determination and
redetermination process. The CCR&R will then conduct an investigation to determine whether or not the program violation is
substantiated. The CCR&R shall seek DFD guidance on cases in which clarification is required.

A substantiated case of program violation will result in the suspension or disqualification of child care subsidy and make the
parent/applicant ineligible to applyfreapply for and/or receive subsidized child care for a specified period of time depending upon
the nuraber and type of violations. A parent or applicant may appeal the decisfon fo suspend or ferminate the child care subsidy.

The steps to take o suspend or disqualify a parent/applicant child care subsidy for various violations are outlined below,
General program violations that may resuit in suspension o disqualification include but are not limited to the following:

{1) Failure to report within fen (10) calendar days any change in family size/composition, family income or any other
circumstances that change eligibility, such as work/schoolftraining status or income that exceeds program specific Federal
Poverty Level (FPL) requirements, elc.

(23 Failure to accurately report all sources of income. Examples include, but are not limited to, not reporting multiple
sources of income (multiple employers), or an increase or decrease in wagefsalary, child support payments, or alimony,
unemployment, workman’s compensation, pension, supplemental security income (581}, social security disability ihcome {SSDI},
survivor benefits or any other income.

{3) Failure to accurately report the amount of income. Examples include, but are not limiled to, not reporting the accurate
amouni{s) of income from seff-employment, rent from property ownership, or changing or altering pay stub information.
(4) Fallure to accurately report the number of household members who are required to be counted {o determine famity or

household composition. Examples Include, but are not fimited to, failing io report that a spouse or another parent/guardian is
living in the household,

ECC « Program Violaticn
Fallure to comply with the E-Child Care Parent/Provider Responsibilifies and Agreement may result in a warning notice,

suspension or disqualificafion.
PENALTIES/IPROCEDURES
Warning Notice

Upon evidence of an E-Child Care program violation, the CCR&R has seven {7) calendar days to send a waming letier (see
attached) to the parents and offer training. CCR&Rs are required fo provide written notification of parental warning o providers.
For WFNJ cases, copies of all notices must aiso be sent to the County Welfare Agency (CWA). The parentfapplicant will have
up to two weeks (14 days) from the dale of the waring letler to aftend training and remedy the action by demonstrating
consistent use of ECC. To document compliance or nencompliance, the CCR&Rs must print out the fransaction report for that
two-week period once the 14-day back swipe period has closed.

General Program and ECC Violations Penalties

Warning Notice

Upon evidence andfor nofification of a program viotation, the CCR&R has seven (7) calendar days to send a warning letter (see
attached) 1o the parents/guardians, CCR&Rs are responsible for taking the necessary action to determine if the parentfguardian
remains eligible and if repayment of funds is required.




First Vicokation {except fraud) - One {1) month disqualification

Upon completion of the one month disqualification, if the case is efigible, redetermination rules will apply. The eligibility threshold
fs 250% of the Federal Poverty Level (FPL) or below {350%-500% FPL for Kinship). WFNJ cases will require written notice fo
the CWA and verification that the CWA was informed of the disqualification.

Second Violation (except fraud} ~Three (3) months disqualification

Upon completion of the three menth disqualification, if the case is eligible, redetermination rules will apply. The redefermination
eligibility threshold is 260% FPL or below (350%-500% FPL for Kinship). WENJ cases will require wiitten notice to the CWA and
verification that the CWA was informed of the disqualification.

Third Violation andfor Fraud - Termination for up to twelve {12) months andlor permanent disqualification
If the viotation has not resulted in permanent disgualification, parent could be subject to up to a twelve (12} month termination,
after which the parentfapplicant must reapply with the eligibility threshold being at 2060% FFL or below.

Fraud or program violations that may be subiect to up to a twelve {12} month termination include the following:

{1} Fallure to provide, or provision of, false or misleading or defiberate misrepresentation of, required information in
connection with a new application or current child care subsidy case. {This may also resull in the denial of any subsidy,
and referral to federal, state or local agencies for criminal or civil court action, garnishment of wages or fax intercept, as
weli as private daims colfection agencies for caims action Involving repayment and recovery of funds.}

(2} Reporiing child{ren} present in attendance when child(ren} were not In aitendarnce.

(3) Repeated misuse of the ECC card resuiting in multiple violalions.

{(4) Repeated general program violation resulting in multiple violations,

WFNJ cases will require written notice to the CWA and verification that the CWA was informed of the termination for up lo
twelve (12) months,

Appeal Procedures:

it is the right of every parent who recelves a disqualification notice from the CCR&R to request a review of his/her case by the
CCR&R andior DFD. The CCR&R must inform the parent of his/her right to request a review. A timely request must be made
within ten {10) days of the date of the disqualification notice. See information on appeal rights below:

CHILD CARE PROGRAM APFEAL RIGHTS

1. Case review conducted by the county CCRE&R Agency

In the event you wish to have the action or amount in question reviewed by the county CCR&R responsible for the decision, yau
must make this request In writing within ten (10) days of the effective date of the adverse decision. Requests should be
addressad to the agency on the front side of this nofice.

You will be notified of the date and time of the review and you may appear with or without legal representation or may be
represented by a frlend or other spokesperson. Only those persons directly involved with the issue will be permitted to aftend
any review proceadings. You will also be given an opportunity to view alf pertinent documents prior to the review daie.

2. Administrative review conducted by the Division of Family Development

You may also have an adverse decision reviewed by the Division of Family Development (DFD} in place of, or in addition to, the
case review conducted by the county CCR&R. A request for an administrative review frem DFD may be made by calling the
Bureau of Administrative Review and Appeals (BARA) at 1-800-792-9774.

You will be required to submit the following to BARA;
» A written statement indicating the request for 2 review and the reasen
for your disagreement;
« All documenis verifying eligibitity and justifying your case;
e Any other reievant documents which you believe the county CCRER or
child care provider may not have considered.

This DFD review must be requested within 90 days of the date of the original nofice of adverse action. Al materials should be
mailed to BARA at:

Bureau of Administrative Review and Appeals
Division of Family Development

P.0. Box 716

Trenton, NJ 08625-0716
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Finding a Quality Child Care or Early Learning Program

Research shows that children who are in quality child
care and early learning programs when they are young
are better prepared for kindergarten with better reading
skills, more math skills and larger vocabularies,

Grow NJ Kids, New Jersey's Guality Rating Improvement
System, is working to raise the guality of child care and
early learning across the state of New Jersey.

For parents, it provides information on selecting a quality
provider ta help them make the most of their kids' early
learning opportunities.

For child care and early learning programs, it provides
rescurces that help them raise their quality and
continuously improve their program.

There are many types of child care or early learning
programs to choose from. Some are

in a school, others in a child care

center or in scmeone’s home.

Home-Based Settings:
Family Chila Care

This type of care is provided in someone’s home. In New
Jersey, a provider can care for ne more than five children,
plus a maximum of three of their own children. Home
providers can choose to be registered, which means

they meet the basic safety and programs requirements
established by state law. This registration also allows
these in-home providers to accept payments from
families participating in government-subsidized child
care assistance programs.

Center- and School-Based Settings:
Child Care Centers

Licensed by the state of New Jersey, these facilities are
inspected every two years and must meet basic health,
safety, program and staffing requirements. They can care
for six or mare children frem the age of 6 weeks to 13
years. There are many types of licensed child care centers,
including but nat limited to infant/toddler programs, early
care and education programs and school-age programs.
Licensed centers also may choose to meet more rigorous,
research-based or accreditation standards. {There also are
license-exemngt centers, such as programs that are part of
a public school district or private school }

&

Head Start and Early Head Start programs support the
mental, social and emotianal development of children from
birth te age . In addition to education services, programs
provide children and their families with health, nutrition,
social and ather services.

o

B B 8. gy, F B e
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in this type of care, a person
comes te your home to care for your
child. This provider might offer other
services such as light housekeeping, starting
or making dinner or driving your child to
lessons or play dates. Aithough you may use an
agency to find such a provider, they are neither
regulated nor licensed by the state and cannot participate
in Grow NJ Kids.

School District Preschool Programs
School districts provide research-based preschool
programs for 3- and 4-year-olds, that may be located
within a school district site, a private provider or a local
Head Start agency.

Special Services Schoeol Districts

These districts provide options for preschool students

with special needs and were developed to address the
educational and developmental needs of children

ages 3-5. Typically, these districts are comprised of three
types of classes: classes that educate 4-year-old students
who have speciat needs in the sarme classroom as those
students who do not have special needs; preschool classes
for students with Individualized Educational Programs and
the need for smaller groups sizes and more individualized
programming; and classes with highty specialized
instruction for students with
autism and students with
hearing impairments.




When visiting a child care or early learning
program, there are guestions you can ask to help
you determine which program is best for your
child and family. These questions are based on
indicators of quality that are embedded in the

Grow NJ Kids standards.

Safe, Healthy Learning

Enyironment

3 Is there regular communication
between pragram stafffteachers
and parents? How is the information
communicated [email, phone calls,

letters sent home with child]?
X Is the space clean?

X Do you see staff and children washing
their hands before and after meals
and diapering? |s the facility safe and
secure?

1 s the outdoor play space safe, clean,
free of litter and broken glass?

0  What meals are provided by the
program? Are children allowed to
bring their own food for religious or
dietary reasons?

3 Does the program have an oral health
or a tooth brushing palicy?

1 Does the program check the
chitdren’s eyes, hearing, teeth, and
growth by providing screenings?

O Does the program suppert
breastfeeding (breast milk storage/
place to breastfeed)?

1 Are children of different ages cared
for together ar are they grouped by
age?

3 How are children supervised
during different situations {sleep or
outside play}?

& How many children will be in your
child's class/group? What are the
ages of the children in the classroom/
home?

1 Is there a daily schedule?

O Does the daily schedule incarporate
bath indoor and outdoor play
opportunities?

3 Do you chserve positive, warm and
nurturing teacher-child interactions
and conversations while in the
classroom/home?

0 Do you see children interacting with
each other?

i1 Do the children have access to books
and other materials?

3 Arethe children read to each day?

4 Doesthe program use a rasearch-
based curriculum {age appropriate
for infants and young children]?

1 Are children given "free play” time
[Far example, are children aliowed to
choose the book they'd like to read or
what activity they'd tike to do]?

Family ang Community
Engagement

+

{

01 Does the program have an open door
policy? Are parents allowed fo visit at
any time?

&1 Does the pregram make community

resources ievents, infarmation
regarding services] available to
families?

3 Dees the program embrace your
child's hame language in the
classroom/home and/or in the
materiats being used?

¥ Does the pregram share infarmatien
about activities/lessons being worked
on sa parents can reinforce at home?
For infants, is there a daily log?

@ Does the program have opportunities
for parents to volunteer in the
classraom/home?

O Does the program offer parent
workshops?

71 Does the program have a parent
council or parent group?

Waorkforece/Professional
Development

@ Whatis the education level of the
staff?

L} How long have the staff been
employed with the program?

1 What types of trainings do staff attend
each year?

00 How many staff have received Cardio
Pulmonary Resuscitation {CPR] and
First Aid training?

L3 if the proegram uses a research-based
curriculum, have the staff had formal
curriculum training?

Administration and
Management

& Does the program have a current
child care license or family child care
registration? (If applicable, as some
school district pregrams are not
required to have a child care license.}

[} What is the tuitionfcast? Other fees?

0 BDoes the program have a parent
handbook that outlines policies and
srocedures including child iliness/
sickness, emergencies, discipline?

3 Isthe program director ar site during
aperating hours?

[} What is the daily child check-in and
check-out policy when dropping off
and picking up your child?

Is the program enrolled in Grow NJ
Kids?

Far parenting resources, visit GrowNJKids.com
Child Care Helpline 1-800-332-9227




