Date Received: ________________

ICCF Round II Grant Application

Non-Traditional Care Slots
Please complete the following information if you are interested in receiving funds for opening additional non-traditional care slots in your licensed childcare facility.  The slots must have been added after January 1, 2003.  You do not qualify for this grant if you had the slots available before January 1, 2003.)

Business





Applicant 

Name
________________________________
Name_________________________

Address _______________________________
Phone_________________________

  _______________________________
Email_________________________

Hours Of Care prior to 1/1/03


              Hours Of Care after 1/1/03

	Day
	Start Time
	End Time
	
	Day
	Start Time
	End Time

	Monday
	
	
	
	Monday
	
	

	Tuesday
	
	
	
	Tuesday
	
	

	Wednesday
	
	
	
	Wednesday
	
	

	Thursday
	
	
	
	Thursday
	
	

	Friday
	
	
	
	Friday
	
	

	Saturday
	
	
	
	Saturday
	
	

	Sunday
	
	
	
	Sunday
	
	


Child Care Slots prior to 1/1/03:




Child Care Slots beginning (         ):
Shift 1 ______________




Shift 1 _______________

Shift 2 ______________




Shift 2 _______________

Shift 3 ______________




Shift 3 _______________

Saturday ____________




Saturday _____________

Sunday _____________




Sunday _______________

Accepted Age Range
From _____ years _____ months _____ weeks




To     _____ years _____ months _____ weeks

What training or resource needs do you anticipate needing for non-traditional care hour staff?

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Completion of this form indicates that you are serious about adding non-traditional care hours.  Applications will be reviewed in the order received.  In addition, it should be understood that funds will be distributed on a reimbursement basis following registration of additional care hours on the CCR&R database.  Funding is limited and intended to assist several providers.  A copy of your issued license and the signed parent/provider form must be provided each quarter for reimbursement.  Please return this application to the address listed below.  For additional information contact Sheryl Jackson at 883-6821.

The Early Childhood Connection

Sheryl Jackson

601 N. Harrison St.

Salem, IN 47167

Non-Traditional Care Slots

County_____________________Date Completed________________

Licensed Child Care                                                 Business 

Provider Name_____________________________Name___________________________________

Business                                                                    Business

Address__________________________________ Phone___________________________________

           ___________________________________E-Mail___________________________________

Hours Of Care prior to 1/1/03


              Hours Of Care after 1/1/03

	Day
	Start Time
	End Time
	
	Day
	Start Time
	End Time

	Monday
	
	
	
	Monday
	
	

	Tuesday
	
	
	
	Tuesday
	
	

	Wednesday
	
	
	
	Wednesday
	
	

	Thursday
	
	
	
	Thursday
	
	

	Friday
	
	
	
	Friday
	
	

	Saturday
	
	
	
	Saturday
	
	

	Sunday
	
	
	
	Sunday
	
	


Child Care Slots prior to 1/1/03:




Child Care Slots beginning (         ):
Shift 1 ______________




Shift 1 _______________

Shift 2 ______________




Shift 2 _______________

Shift 3 ______________




Shift 3 _______________

Saturday ____________




Saturday _____________

Sunday _____________




Sunday _______________

Accepted Age Range
From _____ years _____ months _____ weeks




To     _____ years _____ months _____ weeks

                           Signature of

Licensed Provider_______________________________________________

Date__________________________________

Telephone__________________

Mail this completed form to:  CCR&R

First Call For Help

1531 13th St., Suite 1100

Columbus, IN 47201

866-693-0672

Parent Form/Provider Invoice

Non-Traditional Care Slots

Date____________________________

Provider

Name___________________________________Phone________________________________

Business 

Name___________________________________E-Mail________________________________

                                                                                Number of

Address_________________________________Added Slots_____ X $100 = _______________

	Date Care Began
	Parent Name/Phone #
	Days/Hours of Care Provided
	Child 1
	Child 2
	Child 3

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Parent Signature                                                              Parent Signature

Parent Signature                                                              Parent Signature

	


I have added _______ non-traditional care slots since 1/1/03, and currently have _______more slots available.  Total slots______________.

	


I have not yet filled non-traditional care slots, but beginning _____________date, I will have ______slots available during __________________non-traditional days/hours. 

Provider Signature                                     Mail this form to:

The Early Childhood Connection

601 N. Harrison St.

Salem, IN 47167

