DCC-86


              Commonwealth of Kentucky 



N
(R. 05/08)                                                          Cabinet for Health and Family Services
Department for Community Based Services
Division of Child Care


               REFERRAL FOR LOW INCOME CHILD CARE ASSISTANCE

Date: ___________________
To:

	Service Agent Name:
	

	Address:
	

	City, ZIP:
	

	Phone:
	


From:

	 FORMCHECKBOX 
 
	Protection and Permanency

	 FORMCHECKBOX 

	Family Support


	Worker Name:
	

	Address:
	

	City, ZIP:
	

	Phone:
	

	Email Address
	


The person listed below has inquired about child care benefits.  The family does not qualify for DCBS approval (DCC-85).  He/she has been advised to contact your agency to explore eligibility as a low income working family.
_____________        __________________________                _______________________           _____ 
SSN                           Last Name                                                  First Name                                        M I

ADDRESS: ___________________________________________________________________________

_____________________________________________________________________________________                     

City, St., Zip                                                                                                            County    



HOME TELEPHONE: (____) _________________      WORK: (____) ______________________                 

	Check all that apply 
	Briefly describe the family’s need for child care.

	 FORMCHECKBOX 

	Food Stamps
	

	 FORMCHECKBOX 

	Medicaid
	

	 FORMCHECKBOX 

	Kinship Care
	

	 FORMCHECKBOX 

	Former K-TAP recipient   (Disc.  
effective date: ____________)
	

	 FORMCHECKBOX 

	Relative placement – (not Kinship Care)
	


Cabinet for Health and Family Services                                                                                            An Equal Opportunity Employer M/F/D

 Web site: http://chfs.ky.gov/
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