Federal ID #:

Department of Early Education and Care
Child Care Subsidy Application and Fee Agreement

Primary Parent Name (First, Last)  _____________________________________  DOB __________________________

Secondary Parent Name (First, Last) ____________________________________ DOB __________________________

Primary Parent SSN__________________________________  Secondary Parent SSN ___________________________

Primary Parent E-mail __________________________  Secondary Parent E-mail ______________________________

Street Address________________________________________________________________________________________

City/Town/Zip________________________________________________________________________________________

Home Phone #________________________________________	Work Phone #_______________________________

Eligibility Type:  	□ Initial Assessment  	□ Reassessment

Revised May 20, 2014		Parent's Initials: _________

Parent Type - Primary:
· Biological
· Adoptive
· Step-Parent
· Grandparent
· Foster Parent
· Guardian
· Designated Caregiver

Parent Type - Secondary:
· Biological
· Adoptive
· Step-Parent
· Grandparent
· Foster Parent
· Guardian
· Designated Caregiver



Service Need: Primary Parent
· Employment
· Job Search
· Training
· High School
· GED
· College Coursework
· Maternity Leave
· Parent Incapacity
· Retirement, if over 65

Total Hours: _____________________	

Service Need: Secondary Parent
· Employment
· Job Search
· Training
· High School
· GED
· College Coursework
· Maternity Leave
· Parent Incapacity
· Retirement, if over 65

Total Hours: ______________________


Income Detail (Check all that apply):
· Employment – wages, including tips/commissions
· Self Employment
· Business income
· Alimony
· Child Support
· Lottery Earnings
· Retirement Income

· Social Security (i.e., SSI, SSDI, etc.)
· Unemployment Benefits
· Workers Compensation
· TAFDC Benefits Received – for child onlyNet Rental
· Dividends or income from trusts/estates
· Other: ____________________

Total Adjusted Monthly Income for Household (from Monthly Income Calculation on p. 3): $________________

Fee Level:___________	Family Size:______________

Authorization Start Date:____________________	End Date____________________	Reassessment Date___________________

Children in Subsidized Care

First Name: __________________________  Last Name:  __________________________ Child’s SSN: _______________________
DOB: ______________ Enrollment Order: ______Sex: _____________ Special Needs/Disability (Y/N): _______________________
Referral # (if applicable): ___________________________ Referral Agency: _________________ Daily Fee : __________________ Educator/Program Name: _________________________________  Location of Care: ______________________________________

Race / Ethnicity: Check all that apply: 
· 
· American Indian
· Alaskan Native 
· Hispanic / Latino
· Black / African American 
· Asian
· Native Hawaiian / Pacific Islander 
· White
· Other

First Name: __________________________  Last Name:  __________________________ Child’s SSN: _______________________
DOB: ______________ Enrollment Order: ______Sex: _____________ Special Needs/Disability (Y/N): _______________________
Referral # (if applicable): ___________________________ Referral Agency: _________________ Daily Fee : __________________ Educator/Program Name: _________________________________  Location of Care: ______________________________________

Race / Ethnicity: Check all that apply: 
· 
· American Indian
· Alaskan Native 
· Hispanic / Latino
· Black / African American 
· Asian
· Native Hawaiian / Pacific Islander 
· White
· Other

First Name: __________________________  Last Name:  __________________________ Child’s SSN: _______________________
DOB: ______________ Enrollment Order: ______Sex: _____________ Special Needs/Disability (Y/N): _______________________
Referral # (if applicable): ___________________________ Referral Agency: _________________ Daily Fee : __________________ Educator/Program Name: _________________________________  Location of Care: ______________________________________

Race / Ethnicity: Check all that apply: 
· 
· American Indian
· Alaskan Native 
· Hispanic / Latino
· Black / African American 
· Asian
· Native Hawaiian / Pacific Islander 
· White
· Other

First Name: __________________________  Last Name:  __________________________ Child’s SSN: _______________________
DOB: ______________ Enrollment Order: ______Sex: _____________ Special Needs/Disability (Y/N): _______________________
Referral # (if applicable): ___________________________ Referral Agency: _________________ Daily Fee : __________________ Educator/Program Name: _________________________________  Location of Care: ______________________________________

Race / Ethnicity: Check all that apply: 
· 
· American Indian
· Alaskan Native 
· Hispanic / Latino
· Black / African American 
· Asian
· Native Hawaiian / Pacific Islander 
· White
· Other

Non-Subsidized Children in Family
	Name
	Disability
Y/N
	DOB
	Relationship Documentation

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Monthly Income Calculation

	
	Primary Parent
	Secondary Parent

	Gross Monthly Wages, including self- employment:
	$
	$

	Business Income: 
	$
	$

	Alimony:
	$
	$

	Child Support: 
	$
	$

	Lottery Earnings: 
	$
	$

	Retirement:
	$
	$

	Social Security (i.e., SSI, SSDI, etc.):
	$
	$

	Unemployment: 
	$
	$

	Worker’s Comp: 
	$
	$

	TAFDC Benefits – Child Only: 
	$
	$

	Net Rental:
	$
	$

	Dividends/Income from Trusts/Estates: 
	$
	$

	Others (please specify): 
	$
	$

	Total Gross Monthly Income:
	$
	$

	
	
	

	Alimony - Paid:
	$
	$

	Child Support - Paid:
	$
	$

	Employer's Benefit $$$ - when applicable:
	$
	$

	TAFDC Rental - when applicable:
	$
	$

	Other Fed/State Housing Assistance:
	$
	$

	Total Adjusted Monthly Income:
	$
	$



Wage Conversion Calculation
___________________		_______________		________________________		______________	
Gross Weekly x 4.33		=Gross Monthly			Gross every two weeks x 2.17		=Gross Monthly
___________________		_______________		________________________		______________	
Gross twice monthly x2		=Gross Monthly			Gross quarterly divided by 3 		=Gross Monthly

Weekly Fee Computation
Application or Reassessment (Circle One)

		Child Daily Fee				 x # Days 		=		 Weekly Fee
	1st   ___________________	 x	____________________ 		=	_____________________
	2nd  ___________________	 x	____________________ 		=	_____________________
	3rd  ___________________	 x	____________________ 		=	_____________________
	4th  ___________________	 x	____________________ 		=	_____________________
								Total weekly fee		 ____________________
								x 2 = 1st payment 	_____________________

I certify under the pains and penalties of perjury that the information provided is correct and complete to the best of my knowledge. I will report to this agency within fourteen (14) days any change in income, family size, or service need. I agree to pay all weekly fees to the authorized child care provider. I will also pay an initial deposit equal to one week’s fees. Initial deposits will be adjusted accordingly when there are changes to the assessed weekly fee amounts.  I agree to pay the assessed fees for the provider’s EEC-approved closings, and for absences and vacations of my child/ren. I have reviewed a schedule of the child care provider’s holidays/closures and the snow day policy. I understand that I am not required to pay fees for unauthorized provider closings. I understand that I have the right to request an EEC Review should my application for child care services be denied, reduced or terminated. I agree to continue to pay uncontested fees while awaiting an EEC Review decision and I agree to pay any parent fee owed as a result of an EEC Review decision. I certify that I am not receiving more than 50 hours of subsidized child care per week from any source. I understand that providing false or misleading information in connection with this application and/or failure to report within fourteen (14) days any change in circumstances that might impact my eligibility or fee may result in termination of the child care subsidy, ineligibility for any future EEC subsidy, an obligation to repay the cost of child care, and / or the assessment of a civil fine.	
Information on this application and supporting documentation will be used to determine my eligibility for child care financial assistance.  This information may be shared with EEC contracted or other authorized agency personnel for eligibility, billing and/or other administrative purposes. Information submitted for purposes of eligibility determination may be matched with other government agencies. All information will be used in confidence as required under Massachusetts statutes and regulations.  
Notice:  EEC may use your name, date of birth, address, social security number, or other identifying information for purposes permitted by federal and state law, including to verify the information you have provided on this application, such as any information that you have provided about your wages, income, assets and receipt of public benefits or services. EEC may use the identifying information in conducting matches to confirm your eligibility for assistance and to detect fraud.  EEC may also match the identifying information that you provided on this application relating to your family members, such as your spouse, an absent parent, or your dependents.  Names, dates of birth, addresses, social security numbers or other identifying information may be matched with computer or other files, to include but not be limited to, files from the following Data Holders: Internal Revenue Service; Social Security Administration; Alien Verification Information System; Center for Medicare and Medicaid; MassHealth; Registry of Motor Vehicles; Department of Revenue; Department of Revenue Child Support Enforcement Division; Department of Transitional Assistance; Division of Unemployment Assistance; Department of Veterans’ Services; Bureau of Special Investigations; Bureau of Vital Statistics; Department of Criminal Justice Information Services; employers; landlords; Local Housing Authorities, schools, insurance companies, banks and/or financial institutions. 
Certification: I certify, under penalty of perjury, that the information that I have provided on this application is correct and complete to the best of my knowledge.  
Consent:  To the extent that my consent is required, I authorize the Department of Early Education and Care to use identifying information on this application to perform matches with the Data Holders to confirm the information on this application as it pertains to the determination of my eligibility for assistance and to detect fraud.  I also authorize the Data Holders to release my wage, tax, child support, benefits, income or other information to EEC for purposes of verifying the information on this application and for detecting fraud.  


_________________________________________________			___________________________________________
	Signature of Parent or Guardian / date 					Signature of Agency Staff / date
