	State of Hawaii- Department of Human Services 
	Worker’s Name:
	     

	Benefits Employment & Support Services Division 
	
	Unit #/Tel:
	     /     


CHILD CARE CERTIFICATE AND PROVIDER CONFIRMATION 
FOR ADDITIONAL CHILD(REN) ATTACHMENT FORM
A.
FAMILY INFORMATION (DHS Staff shall complete Section A):  Originating Unit  FORMCHECKBOX 
CCCH
 FORMCHECKBOX 
FTW CC
	CLIENT NAME:
	          

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
	CLIENT ID#
	          

 FORMTEXT 
     

 FORMTEXT 
     


1.
  List the first and last name of the child(ren) who receives care from the provider being certified:


	#
	HANA Child ID #
	Name of Child
	Date of Birth (MM/DD/YY)

	1
	
	
	

	2
	
	
	

	3
	
	
	


2.
Certificate Start Date for each child (mm/dd/yy) Child 1        Child 2          Child 3        
B.
CHILD CARE PROVIDER INFORMATION (Provider shall complete Section B):
	1.  
	Provider :
	     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     


Must be same provider from DHS 918, pg. 1, B.1.  If different, must have a separate DHS 918 for different provider
2.
Date the child(ren) will begin/has begun care at this facility:  Child 1        Child 2          Child 3        
3.  
Days and time care is provided:  
Child 1: (What is the child’s relationship to the provider?       

 FORMTEXT 
     

 FORMTEXT 
     )
	 FORMCHECKBOX 
 Mon             am/pm to             am/pm
	 FORMCHECKBOX 
 Tues         am/pm to           am/pm
	 FORMCHECKBOX 
 Wed          am/pm to            am/pm

	 FORMCHECKBOX 
 Thurs           am/pm to             am/pm
	 FORMCHECKBOX 
 Fri             am/pm to           am/pm
	 FORMCHECKBOX 
 Sat            am/pm to            am/pm

	 FORMCHECKBOX 
 Sun              am/pm to             am/pm
	 FORMCHECKBOX 
 Check this box if weekly hours vary.
	Child care cost (amount charged) per month:  $      


Child 2: (What is the child’s relationship to the provider?       

 FORMTEXT 
     

 FORMTEXT 
     )
	 FORMCHECKBOX 
 Mon             am/pm to             am/pm
	 FORMCHECKBOX 
 Tues         am/pm to           am/pm
	 FORMCHECKBOX 
 Wed          am/pm to            am/pm

	 FORMCHECKBOX 
 Thurs           am/pm to             am/pm
	 FORMCHECKBOX 
 Fri             am/pm to           am/pm
	 FORMCHECKBOX 
 Sat            am/pm to            am/pm

	 FORMCHECKBOX 
 Sun              am/pm to             am/pm
	 FORMCHECKBOX 
 Check this box if weekly hours vary.
	Child care cost (amount charged) per month:  $      


Child 3: (What is the child’s relationship to the provider?       

 FORMTEXT 
     

 FORMTEXT 
     )
	 FORMCHECKBOX 
 Mon             am/pm to             am/pm
	 FORMCHECKBOX 
 Tues         am/pm to           am/pm
	 FORMCHECKBOX 
 Wed          am/pm to            am/pm

	 FORMCHECKBOX 
 Thurs           am/pm to             am/pm
	 FORMCHECKBOX 
 Fri             am/pm to           am/pm
	 FORMCHECKBOX 
 Sat            am/pm to            am/pm

	 FORMCHECKBOX 
 Sun              am/pm to             am/pm
	 FORMCHECKBOX 
 Check this box if weekly hours vary.
	Child care cost (amount charged) per month:  $      


	4. 
	Parent’s portion per child: 
	Child 1: 
	$      
	Child 2: 
	$      
	Child 3: 
	$      

	
	Provider scholarships/child care assistance other than from DHS:
	Child 1: $     
Source:
	Child 2: $      
Source:
	Child 3: $      
Source:


	5.
	Registration and/or activity fee once per State fiscal year (July 1 – June 30):
	Child 1: $      

	
	
	Child 2: $      

	
	
	Child 3: $      


	Completed by (Print Name):
	     
	Title:
	     

	Signature:
	
	Date:
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