Association of Village Council Presidents

Child Care Program
Youth & Child Unit
PO Box 219, Bethel, AK 9955
Phone: (907) 543-7430 or (800) 478-3521
Fax: (907) 543-4261

Child Care Provider Application
Applications will not be reviewed until complete. Providers are not authorized by AVCP to
provide care until the parent/guardian(s) and provider’s applications are approved and the
criminal history report is received.

Please submit the following to your local Tribal Workforce Navigator or fax or mail to the
Child Care program address above.

[J Complete application packet: including two criminal background check forms, W9 form, and
direct deposit form.

[] State of Alaska Child Care license (if applicable)

(1 PictureID

Provider Applicant Information

Full Legal Name: Date of Birth:

Maiden Name: Any Other Names/Alias:

Business Name: Child Care License # (if applicable):
Phone Number: Alternative Phone:

Email:

Street Address/P.O. Box

Village and State: Zip Code:

Families in Care
Include all families for which you will be providing care.

Parent/guardian(s) for whom you are # of children Address
providing care receiving care
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Check all that apply:
[J lam arelative provider. | am the child(ren)’s adult sibling, great-grandparents, grandparent,
aunt, or uncle. (In order for an adult sibling over 18 to be the provider they CANNOT be living in
the same home as the children).

[J lam a provider licensed by the state of Alaska.

[J I have lived outside the state of Alaska in the last five years. List ALL states where you resided
and the dates of residence in the past five years:

[J 1 will provide care in the home of the children.

[ 1 will provide care in my own home. (If yes, a criminal history report will be required for all
members of the home that are over the age of 16. Please complete the following information
for all household members and attach a criminal history form for those over 16.

Name Relationship to provider Date of Birth Age

Self

Provider Responsibilities (all providers)

As a child care provider, participating in AVCP’s program | have read and agree to the following
requirements. (initial each statement)

| certify that | will never leave the children in my care unattended or with another person.
| understand that as an AVCP child care provider | will be required to learn about AVCP’s
Health and Safety Standards before starting to provide care, and | will be responsible for following all of
the standards. Failure to do so will result in termination of my provider status.
| understand and agree to participate in the required health and safety training within 90 days

of beginning care and update annually as required. My AVCP child care specialist will assist with a
training plan and support my training.
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| understand that AVCP staff will make announced and unannounced visits during child care
hours a minimum of two times per year, to monitor my compliance with the Health and Safety
standards. | understand that monitoring staff will have access to the entire residence.

| agree that it is my responsibility to keep an accurate time sheet of child care hours worked
every day, to have those time sheets verified by the parent/guardian with a signature, and to submit the
accurate verified time sheet 10 days after the end of each month to the Bethel Child Care Office.

| understand that AVCP will only pay me for child care hours up to the total number of hours
authorized in the child care certification letter, and including any additional hours approved in advance
by the child care office, due to temporary schedule changes of the parent/guardian. Hours not approved
as part of the care plan are the parent/guardian(s) responsibility.

| agree to give the parent/guardian and AVCP Child Care staff at least 30 days notice of my
intent to end child care, or sooner upon mutual agreement between myself and the parent/guardian(s).

| understand that | am not an employee of AVCP. | am an independent contractor and will be
responsible for all applicable taxes and obligations related to payment received from AVCP under the
terms of this agreement.

| understand that | am not eligible for any federal, social security, state workman’s
compensation or unemployment insurance benefits from AVCP by virtue of payment received as a child
care provider.

| understand | will receive a 1099 tax form on or before January 31.

| understand failure to comply with requirements of the AVCP child care assistance program
could result in termination from the program.

| agree to hold harmless AVCP from any liability claims or damages that may result from the
performance of my duties, for any accidents, injuries, or damages that may occur to myself, the

parent/guardian(s), and/or the child(ren) participating in the program.

This next section to be completed by providers intending to care for child(ren) in the provider’s own
home.

As a child care provider caring for children in my own home and participating in AVCP’s program, | have
read and agree to the following requirements. (initial each statement)

| certify that parents will have unlimited access to the home or facility whenever the children
are in care.

Rev (date)



| understand that | may not provide care until the required criminal history investigation is
complete for each member of my household and | receive notification that | am approved by the AVCP’s
child care office.

| agree to notify Child Care Staff immediately of any changes to my household, specifically
anyone joining the home who is over the age of 16.

| agree to notify AVCP if |, or any member of my household, is convicted of a criminal offense
after the criminal history checks have been completed.

| agree to notify AVCP if my home becomes uninhabitable due to an Act of God or sudden
catastrophe.

Licensed Provider Only

| understand that a child care certificate becomes null and void if my child care license expires
or is revoked.

| agree not to discriminate against any family based on race, color, creed, age or sex. | will
comply with all applicable federal state and local laws and regulations.

| certify that | have read and understand my responsibilities as a child care provider under AVCP’s
Child Care Program. | further certify that the above information is correct. | understand any false
statements on this form or in any other written statement, declaration, and/or background check
request may result in termination of my child care agreement and prosecution for fraud.

Child Care provider Signature Date
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Association of Village Council Presidents

Client Direct Deposit Form

:-f_lmw{n 3iw\fuux i

G Convenient Your money is deposiled automatlca[ly for you and |t ellminates a tflp to the bank
+ Fast- You have Immediate access to your money on the day of deposit,

*» Safe ~Never worry about checks getting lost, delayed or stolen.

¢ Simple — Submit this completed application to your Case Manager for processing.

CLIENT INFORMA'TION

Date of
Fadl Nawse; Birlh
SSN: Phone: Email;
Address:
BANK INFORMATION
Bank Nameo: —
Routing
Account momber: Nimber:
Type of Accownt; ‘ (Iiwckiugl::l Sa\'ingJ ,
(Provide copy of voided cheek)
Uso kdormation tomiel sivyoir dhisechy
SAMPLE CHECK SALY
FAY 01 SRR s ]
AN
T o . .
Ii‘ b d H. .twn'in:“m [ \h!ni‘.‘ﬂl'tlﬁl [RR110Y
i e e |
Routing Account Check
Numbar Number Number '
toler Youcan ase find yourr Account Numbo *
ofy Youlr statenyent of onilie account documents
provicar] 3 oot aporiy).
SIGNATURE

I suthorize AVCP and my bank to automatically deposlt my funds into my account listed above. This
authorization will remaln in offect unti! I give written notlce fo cancel it

Client Signalure;

K:\Forms

Date

Associatlon of Village Council Presldents
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Alaska Department of Family and Community Services
Office of Children’s Services
CLEARANCE FORM
Worker
CONFIDENTIAL Field Office or
Private Agency

Instructions: Complete a separate form for EACH foster care applicant, unlicensed relative caregiver, adoptive applicant or
guardian, household member age 16 years and older, and adult with direct access to children in the home.

Name (Last, First, Middle) Household Name

Aliases (Maiden Name, Previous Married Name(s)) Social Security # Gender:O\/IaIe OFemaIe
Date of Birth Place of Birth (City, State, Country)

Driver License Number State of Issuance Home Phone Number Alternate Phone Number

Physical Address (City, State, Zip)

Mailing Address (City, State, Zip)

Residency: Alaska Yrs Mo’s Physically here Yrs Mo’s
Please list your previous residence for the last five(5) years. Attach additional page(s) if necessary.
From (MM/YY) To (MM/YY) City State Country

Have_you been previously licensed to care for children or adults?
G YES If yes, indicate city, state, and type of care and dates of licensure:

ou ever had a license to care for children or adults revoked, denied, or suspended in Alaska or any other state?
NO YES If yes, attach an explanation

Have_ you or any sehold members at any time ever been investigated for child abuse or neglect?
YES If yes, attach an explanation.

0 you have a physical, health, mental health, or behavioral problem that might pose a risk to the health, safety, or well-being of
ChI|C| n? If you have a question regarding a problem, discuss it with your licensing worker.
6 YES If yes, attach an explanation.

Do you have a domestic violence problem or alcohol or other substance abuse problem that might pose a risk to the health,
safety, or well-beipg of children?
NO YES If yes, attach an explanation.

Have_you been convicted of a crime or charged with a criminal offense?
Od YESb If yes, attach an explanation.

| authorize the department representative to review criminal justice (CJ), including, where applicable, juvenile criminal history, protective
service, and licensing records and to share this information (except federal CJ records) with the applicant/licensee and if applicable,
between the department and agency responsible for evaluating the facility. | agree and understand that | will be placed on the APSIN
flag system. | certify that the contents of this form and information provided with it are true, accurate, and complete.

Signature Date

06-9437 (Rev 1/23) LIC ADOP CPS Page 1 of 2 Authority: AS 47.05.310, AS 47.32
42 U.S.C. 671(a)(20)



(Office of Children’s Services Staff Use Only)

Worker Name Date

Required Background Checks

Child Protective Services History

o

Court View History
Sex Offender Registry History
Previous Licensing History

Criminal Justice JOMIS Check (must also be run on all youths age 12 and older)

00000

PP

o

Background Check Program Cleared

[ ] Criminal Justice APSIN Check

[] Other:

Comments:

Name of worker who did the checks Date

06-9437 (Rev. 1/23) LIC ADOP CPS Page 2 of 2 Authority: AS 47.05.310, AS 47.32
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STATE OF ALASKA
DEPARTMENT OF PUBLIC SAFETY
REQUEST FOR CRIMINAL JUSTICE INFORMATION
From the Alaska Criminal History Record Repository Original fornis
: st be submitted to: -~
Criminal Records and Identification Bureau -
5700 E. Tudor Road, Anchorage, AKX 99507 * -
Telephone: (207) 269-5767 Fax: (907) 269-5091 (RSAs only)
Include fee: $20 single copy, $5 each addifional copy

Check or money order must be niade payable to *State of Alaska’

Type of informalion being requested (from ather than the record subject): (Choose ONE)
[ 1. Criminal Justice information available to ANY PERSON for ANY PURPOSL

8 This report includes current/open criminal charges and charges that resulted in conviction, excluding sealed records.
2. Criminal Justice Informalion available to an INTERESTED PERSON
[ This report inctudes all eriminal charges and dispositions; excluding sealed records

2.A. If you checked item 2, the requester must provide the following information;
I request this report for the purpose of determining whether to grant the records subject supervisory or
Disciplinary power over (check all that apply}: Minot(s)
O Dependent adult(s)
Title or brief description of the position under consideration:

0 3. Criminal Justice Information needed for another purpose auvthorized by federal or state law.

Client Number:
If you check this box, you must provide the client number assigred by the DPS Records and Identification Bureau. To
obtain a client number, you must provide the applicable state or federal statute to this office for review and approval prior to

submitting this request

A check or money order payable to the State of Alaska in the amount of 520 must accompany this request. Additional copies, if requested at
the time of this request, may be obtained for an additional §5 per copy. State agencies with Reimbursable Services Agreement (RSA) in place
may fax the appropriate forms. All other requests must be submitted via U.S, Postal Service or in person.

Subject Name: ' Requester Name:

Maiden/Alias name(s): Title:  AVCP Chitd Care Specialist

Mailing Address: Business/Agency: AVCP

City/State/Zip: Mailing Address;_ PO Box 219

Alaska Driver’s License #: City/State/Zip: ___ Bethel, Alaska 99559

Date of Birth: Date of Birth: Telephone:

Sex: O Male O Female SSN: Sex: [ Mail (]Female SSN;

Telephone: Msg: The req'uesled record wilt be mailed to the above named individual at the listed address. If
you would like the record faxed, check the box below:

To be completed by the record subject: “I authorize the release of my criminal Fax Number: __ 1{907)543-4261

Justice information record, (described above) to the named requester.”

Signaturc of subject: Signature of requester:

Date Signed: Date signed:

Unsworn Falsifieation Statement (Your request will not be processed if you do not sign this statement.)
T certify under penalty of nusworn falsification (AS [1.56.210) that the information 1 am supplying on and with this form is true and correct.

Record Subject’s _Sigiiamre__';_i S R TR . L 'Dale__

13
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