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STATE OF MICHIGAN If you do not understand this, sall an MDHHS offics in your area.

y MDHHE empioyees are prohibited by faw from providing legal advice.

Depar’tmem of Hezith ﬁ!‘%d Human Services 5{ dsted no entiende esto, llame a una ofizina de MDHUS en su area,

. - : l-a ley prohiba & les empleados de MDHHS proparclonar asesorla lagal,
ctilele o d g el MDMHS 350y Juetld Ul 150 g (8 &y puie igil g 13 50 0

A Aapatll clle} MDHHS gilipe e RN alen
_._The Michigan Depariment of Health and Human.Service
(MDHHS) does not discriminate against any individual or
- .. group because of race, religion, age, national arigin, color, -
.. height, weight, marital status, ganetie information, sax, sexual -
 orientation, gender identity or expression, political befiefs or disabilly. _
Lo e R e ) - AUTHORITY: Public Act 280
T © CORPLETION: Mandatory.
" CONSEQUENCE FOR NONCOMPLETION: Child care
R oo -+~ -~ subsidy payments will ot ba authorized:
CHILD DEVELOPMENT &KD CARE {€DC) PROVIDER VERIFICATION

PURFPOSE: You have recaived this form bacause you have applied for assistance with child cars expenses through the Child

Develapment and Cars {(COC) program or have changad your CDG provider. You must complete and send this fom by the Due Date to your MDHHS
Spectialist via matl, fax or by using wnw.michigan.govimibridges. You will not receive CDOC benefits until you compiete this form and recelve your spproval
noficg, ‘

INSTRUCTIONS:

*  \Afgrk with your chosen provider to compizte gl the information included on Page 1 and Page 2 of this form. Both you and votir provider must raad the
agresment and sign and dafs Page 2.

Return the form to your MOHHS specialist by the Due Dae. If the form is hot recaived by the Due Date, you or your provider will not recaive CDC
payments for child care expenses.

You and your provider will reczive a notice from the CDO program if care is approvad,

Dus Date:

SECTION 1: PROVIDER IRFORRATION {To be completed by the provider)
Providar or Child Care Canter Director Name Child Cars Center Name .. . Provider CDC ID #

Pryden Community Schools Cardinal Early Learning 8805203

Academy
Address {Nurnber and Streaf) City - . Staie | Zip Code
3835 N. Mill road Dryden )] 484283

County Telephone Number

Emait

Efusrstlidryden . k12.mi,us
for caring for the children listed in Sechion 27

Lipser 810~ 796- 2201
Do you receive any othar paymants (zuch as from an empioyer, child support, or other assistance program)

1

NO Y% O « YES, for what children (list chiidren)? If YES, whom do you regeive payment from?

Where do you usually care for the children listed in Sscton 27 (Chack one)

Mote: If you ars an unficensed provider whe is not refated te the children in Sectio
Child Care Center

n 2, yol must provide care in the children’s home.
Group Child Cara Home

Wy Home

‘ 13 Family Chiid Care Home
Haome Where the Child Lives

SECTION 2: CHILD INFOREIATION (To be Eampﬁaﬁed by the provider): (Please list all children in the
famity in your care. Attach a list of additional childran to this form if needed.)

Child’s Name Dafe of Birth Date Care Began | s the child related to you? I YES, how are you refated?

1. 7 . —I— NO r veEs [




2 I No O ves O

LI no []vyesO

+ O no O vyes O
DHS-4025 (Rev. 12-15) F'rewous edition obsolete. 1 For additional assistance, contact your MDHHS spacialist,
Casa Name '

Case Number Speciailst

SECTION 3: PARENT!SUBS_TETUTE ?ARENT AGREEMENT (To be complsted by the parent) By
signing, you agres {o the following:
1. T understand that ifl choosa an) uni’censed prowder

-8, tam respans:bla for eny chlid care expenses for the time rmy ¢hild Is in care befora my provider cormpletes the Great Start to Qualify Orlantation
training.’ :

b. CDC payments will be lssuad to meand | am responsibie for paying my pravider,

c. [am respons:b[e for raporting’ chlld care paymenis fo the IRS and issuing my provider a Form W-2 or Form 1099 MISC, if appropriate. -
I certify that my phlld or children are of will be'in care with this provider as of the “date care began” listed in Section 2.

I understand that my child care agreament is bat men myssif and my providar,

1 understand that the Departrnent may request information from ma in order to verify my provider's billing information.

| understand and agrse that if an.overpayment is mada %o my provider for any reason, my provider must repay the extra payments, To help repay thE:
money, ths Depariment may reduce any fulurs payments to my provider by Up to 20%.

I undarstand that | may be prosecuted for petjury or fraud i1 intentionally lsave out or glve any faisse informafion that causes me to receive CDC benefits
that | am elther not qualified for, or are greater than what | should recsive.

1 understand if [ viglate any of the program rules, I may be disgualifisd from the program for six (6) monthg, 12 months, or a iifetime.

h

N e R wN

Parent/Substifute Parent Signature Date

SECTION 3: PROVIDER AGREERIENT (To be wmpﬁeted by the provider) By
_sligning, you agres to the following:

1. undarstand if [ am an unficensed provider:

a. | must apply to be a CDC provider by completing the CDC Uniicensad Provider Appllcahon The application can be found at
v michigan.gov/childcare

b. [ will not receive CDC payment for any care [ provide in the period before | complete the Great Start to Quality Orientafion training. More information on
the training can be found at www. GreatStartioQuality. org.

¢. CDC payments will be issued to the parent of tha child or children in care. The parent is responsible for paying me, reporting my wages fo the IRS, and
issuing me a Form W-2 or Fom 1099 MISC, when apprapriats,

d. 1will use the CDC Daily Time and Atfendance form found at hitp:/www.michigan.gov/childgare,
I understand that 1 am not employed by the State of bichigan or the CDC Program, and that [ will not receive unemployment insurance. _

I will maintain fime and aftendance records for each child in my care. Each child’s parent/substifute parent must sign the records eash
day they are in my care. | will retain these racords for four (4) years,

Parents of the children in care will have unlimitad access te their chitdren whils in my cara.
ifan aydit or investigation finds that | do not keep accurate time and attendance records, | may have to return CDC payments fo the Depariment.

If | am ovarpaid for any reason, 1 must repay the Depariment, aven if 1 am overpaid in error. i | am overpaid, the Department may hold up fo 20% of any
future payments,

1 am responsible for what happens in tha CDC |-Biliing system by anyone using my PIN,

1will immadiately centact the CDC Central Reconciliation Unit at B66-090-3227 to request a PIN reset if someone has accessed my PIN without my
permission.

1 will not bill for hours when the child is in school, to hold a spot for a child, or if the child is not expacted to retum to my care.

0. I understand that | ma{ be prosacuted for perjury or fraud if | intentionally isave out or give false information that causes the parent/substiute parent to
raceive CDC banefits they are either not qualified for, or are graater than what they should receive.

11. 1 understand if | violate any of tha program ful gi_lgy. be-disglalified from fhe program for six (§) months, 12 months, or a fifsfime.

w N

N Dok

-t (O

Provider Signatuer~—-'m--- - Date
7, a4

For more inforhation an uirgrhents, sk the CDC program handbook at hitp:/ww.michigan.govichildcare
DHS-4025 (Rév,/12- i)/P/re?Z edition obsoleta. 2 For additional assistance, contact your MDHRS specialist.



