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CCAMPIS Child Care Assistance Redetermination
Application

NAME _______________________________


PHONE 1 _________________________________
ADDRESS _______________________________

PHONE 2 _________________________________
CITY, MN ZIP __________________________
_

email: ____________________________________
In order to continue receiving CCAMPIS Child Care Assistance, your ongoing eligibility must be determined. If you are interested in continuing services, you must return this completed form to Mary Ann PRado, Counseling and Advising Office by 
2010 to prevent a possible break in eligibility. If you fail to return this form, your CCAMPIS Eligibility will end on 
2010.
If you are a STUDENT, you must provide your class schedule and fee statement for the next semester / term, as well as your most recent grades or current transcript. You also need to provide your financial aid award letter each fall, or by the start of the spring semester, if you have not yet received it.

If you are also EMPLOYED, you must provide verification of all earnings. Have your employer complete the work verification form and return it. If your work hours vary, also send a copy of your schedule for the past 2 months. If your income varies or you receive tips, commissions or bonuses, please submit your last 2 pay stubs with this form.

Listed below is the information we have regarding your case. If applicable, please update the name of the Child Care Provider for your child in the space provided and submit documentation showing that your new provider is registered within its County. Please add any birth dates that are blank and, if needed, add any additional family members. Completing Social Security numbers is optional.

Please complete / make any changes or corrections below for all members of your household
Fam – Cli ID
Name                     
DOB / Age           
SS#           
Gender
Marital Status
Child Care Provider    

_______

_______________

_______________ _____________
______
___________
_____________________

_______

_______________

_______________ _____________
______
___________
_____________________

_______

_______________

_______________ _____________
______
___________
_____________________

_______

_______________

_______________ _____________
______
___________
_____________________

                SELF

     OTHER ADULT

NAME




Name of school or training center
____________________
____________________

Family ID: _______


Type of training program

____________________
____________________






Anticipated length of enrollment
____________________
____________________






Date started


____________________
____________________

Other changes

Phone numbers:      -- write in, cross out and correct at the top of this form, if necessary.

Address change:     -- write in, cross out and correct at the top of this form, if necessary.  Date moved: ____________________

Other changes:        (income, employer, work hours, student status, training program, etc.)

*Please note if there have been any provider changes*

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

PLEASE READ

I understand that I must report all changes within 10 days, including changes in jobs, income, address, or anyone moving in or out of the household. I understand that my eligibility for CCAMPIS Child Care Assistance must be redetermined each semester / term. The information I have completed on all pages of this Redetermination Application is true and correct.

_________________________________________
_______________________







First Adult’s Signature



Date







_________________________________________
_______________________







Second Adult’s Signature



Date
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CCAMPIS Child Care Assistance Redetermination
PAGE 2

Training and Education

Children’s School Schedule

Income and Expenses

Name of Child ______________
Age: ___   DOB ______
Amt. of childcare needed   MON  TUES  WED  THURS  FRI  SAT  SUN

Name of school _______________________

     # of hours / day:           _____  _____  _____  _____   ____  ___    ___  

School schedule: M – F 
Time: _____AM to _____ PM   Grade: _____  

Name of Child ______________
Age: ___   DOB ______
Amt. of childcare needed   MON  TUES  WED  THURS  FRI  SAT  SUN

Name of school _______________________

     # of hours / day:           _____  _____  _____  _____   ____  ___    ___  

School schedule: M – F 
Time: _____AM to _____ PM   Grade: _____     

Name of Child ______________
Age: ___   DOB ______
Amt. of childcare needed   MON  TUES  WED  THURS  FRI  SAT  SUN

Name of school _______________________

     # of hours / day:           _____  _____  _____  _____   ____  ___    ___  

School schedule: M – F 
Time: _____AM to _____ PM   Grade: _____    

Name of Child ______________
Age: ___   DOB ______
Amt. of childcare needed   MON  TUES  WED  THURS  FRI  SAT  SUN

Name of school _______________________

     # of hours / day:           _____  _____  _____  _____   ____  ___    ___  

School schedule: M – F 
Time: _____AM to _____ PM   Grade: _____     

Fill in all the lines below for yourself and all the people who live in your home. Attach proof of income, such as check stub, an award letter, or written statement from the source of the income, and include proof of expense.

	Kinds of income

	Yes

	No

	Name of person receiving income

	How often received

	$ Amount


	Wages or salary

					
	Child Support or Alimony

					
	Social Security 

RSDI / SSI

					
	Net Income from Self-Employment

					
	Dividends, 

Interest, Rentals

					
	MFIP Grant

					
	Student Grant

					
	Re / Unemployment Compensation

					
	Worker’s Compensation

					
	Other - Describe

					

	


Deductions: Complete this section if you or someone in your family has any of the expenses listed for which you are NOT reimbursed
	Expenses – attach proof of expense
	Amount
	How often do you pay this expense?

	Medical and / or dental insurance premiums
	
	

	Child support payments made for a child not living in your home /County
	
	


RETURN TO:

Mary Ann Prado, Director of Resource & Referral, T 2500; Phone: 612.659.6706
FAX: 612.659.6706; EMAIL: MaryAnn.Prado@minneapolis.edu

