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The Michigan Department of Health and Human Services
(MDHHS) does not discriminats agalnst any individual o
graup bacause of race, raigion, age, naticnal origin, cofor,
hisight, weight, marital status, genetic Information, sax, sexual
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disability.

AUTHORITY: Public Act:280 of 1834.,
COMPLETION: Mandatory. ‘
CORSEGUERCE FORNONGOMPLETION: Ghild care
subsldy payments will not be authorized.

CHILD DEVELOPMENT AND CARE (CDC) PROVIDER VERIFICATION

PURPOSE: You have received this form because you have apgied for assistance with child care expenses through the Child
Development and Care (CDG) program or have changed your CDC provider. You must complete and send this form by the
Bue Dsie toyour MPHES Specielist via mal, fax o by using www.michigan.govimibildges. You wili not receive CBC benefits
until you complete this form and receive your approval notice.

INSTRUCTIONS:
= Werle with unir chasen nravider io.complete all the informetion included onPage t.and Page 2 of this forre. Both you angd
your provider must read the agreement and sign and date Page 2.

e Retumn the form to your MDHHS specialist by the Due Date. If the form is not received by the Due Date, you or your

provider will nct recelve CDC payments. for child care expensss.

= You and your provider will receive a notice from the CDC program if care is approved.

| Due Dats: | |

SECTION 1: PROVIDER INFORMATION {To be complsted by the provider)

Provider or Child Care Center Director Name -Child-Care Center Namz Provider CDC 1D #
Tiny Stepping Stones Childeare ,

Address (Number and Strest) City : T State | ZIp Code

4515 Seuth Wayne RD Wayne ffy | 48184

. County Talephone-Numbsr Email

Wayne 734 8587470 tinysteppingstonestic@gmail.com
Do you recelve any other paymenis (3uch as from an employer, chlld suppoen, or ether assistance program) for caring for the children listsd in Ssction 27

NO [ ves— If YES, for what children (list children)? ¥ YES, whom do youw.receive.payment from?

Whera do-you usually care for the-children listed In Section 22 (Gheck one)

Note: If you are an unlicensad provider vip is not relzted to the chifdren in Section 2, you must provide care in the chifdren’s home.
- &l child Gare Center [} Group Ehild Care Home [} FamilyChild Care Home

[ 1 Home Where The Child Lives 1wy Home _

SECTION 2: CHILD INFORMATION {(To bocompleted by the provider):

(Pleass list all children in the family in your care. Aftach a fist.of.additional children to this form. if needed.).
| Child’s Name . Dg:gf . D‘{.‘;‘:’“ . Is the child rolatod to you? HYES, how are you related?
1. | NO YES -

2] I I — | O ~vo O ves o

8] | [ NO [ YEs —f

4. I 1 t O no O ves —

DHS-4025 (Rev. 12-15) Previous edition obsolete. 1 For additional assistance, contact your MDIMHS specialist.
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SECTION 3: PARENT/SUBSTIUTE PARENT AGREEMENT (Te be complsted by the parent)

‘ By signing, you agres o the followling:
T understand that it I choose an unifcensed provider:

a. {am raspansthle for any child care expenses for the fime my chiid is in care before my provider complstes the Great Stari o Quality
Orientation training.

o. GDC. payments will be issued to me and i am responsibie for paying my provider.
. lam resnggnslble for reporting child care payments forthe IRS and issuing my provider a Form W-2 or Form 1098 MISC, i
approp

I certify that my child or children are or will be In care with this provider as of the “date care began listed in Section 2.

. | understand that my child eare agreement is betweean myself and my provider.

| understand that the Department may request information from me In order to verify my provider's billing information.

1 understand and agnes that if an overpayment is made to my providsr for any rsason, my provider must repay the exira payments. To
help repay the money, fhe Depariment may reduce any fuiure payments to my prcherby up to 20%.

. tunderstand that | be prosecuted for perjury or fraud if 1 intantionzlly leave out ot gmeany faise informatipnthat causss ma fo
recelve CDGC benefits that | am sither not qualified for, or are greater than what 1.shoul

! undersiand if 1 violate any of the program nules, | may be disqualified from the progrem for six {8) monihs, 12 monihs, or 3 lifstime.
Parm!f&xbshmepmmsyaua Pate

SECTION 2: PROVIDER AGREEMENT {To be complsted by the provides)
By signring, you agree fo the following:
[ understand if I am an unficensed provider:

a. {must agg!y to be a.COC provider by completing the CDC Unlicensed Provider Application. The application can be found at
wranw.michigan.govichildcare

b. 1will not recelve CDC payment for any care | provide in the peried before | complete the Great Start to Quality Orlentation ralning.
More information on the training can be found at www. GreatStarttoQuality.org.

¢. CDC payments will be issued to the parent of the child or childres in care. The parent is responsible Tor paying me, reporting my
wages to the IRS, and issulng me & Form W-2 or Form 1099 MISC, when appropriate.

d. 1 wiil use the CDC Dally Time and Atiendance form Tfound at htip:/www.michigan.gov/childeare:

N e maeN

2. 1 undersiand that1 am not employed by the, Siate of Michigan or the CDG Program, and that 1 will not receive unemployment insurance.

3. 1 wilt maintain ims and attendance records for each child in my care. Each child's parentlsubsiitute parent must sign ihe records each
day they are:in my care. b will retain these records for four (4} years.

4. Parents of the children in care will have unlimited access to their childrsn while in my care.

5. gan audit or invesflgation finds that | do not keep accurate time and attendance records, | may have to refurn CDC payments o the

epariment.

6. Iflam overpaid for any reason, | must repay the Department, even If'l am overpald in error. If | am overpaid, the Department may hold
up to 20% of any future payments

7. 1am responsible for what happens in the CDC 1-Billing system by anyone using my PIN.

8. | will imnmediatsly contact the CDC Cenfral Reconciliation Unit at 866-990-3227 to request a PiN reset if someone has accessed my PIN
without my pemiission.

| 9. 1'wili not bill for hours when the shild is in school, o holkd a spotfor a ehild, or if the child is not expected to retum to my cara.

10. ! undsrstand that | may be prosesuted for perjury or fraud if | Intsntionally leave out or give ialse Information that causes the
parentisubsiituta paxemtamma CDC banafis thay are elther sot qualified for, of are greater than what they should receiue.

11. 1 urderstand i lﬁe any of the progsam rules, | may be disqualified from the program for six (6) months, 12 months, or a lifetims.

Provider ssgnatum % Date
/Y’W R LENN -

For more information and requirements, see the CDC program handbook at
hitp/hsany.michigan.govichildoare

DHE-4025 (Rev. 12-185) Previous edition obsalete. 2 For additional assistances, contact your MDHHS specialist.
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