Maryland State Department of Education/Office of Child Care
Child Care Scholarship Program
PROVIDER CHANGE FORM

Return to:
https://family.childcareportals.org/

Section1  General Information

First Name: Last Name:
Party ID: Date of Birth (DOB):
Social Security Number (SSN) (optional): Contact Phone Number:

Section2 Leaving Provider Information
You will need to complete a separate Provider Change Form for each provider you are leaving.

Effective Date of Change:

Name of Provider You are Leaving: Provider Phone Number:
Provider's Address: Street Apt # City State Zip Code
Child’s Name Date Leaving Care

Remember:

o You must give at least 5 days prior notice to the child care provider you are leaving
e You must not have a CCS assigned copayment balance with the child care provider you are leaving

By signing this document both parties agree no copayment is owed to the provider. If the provider is unwilling to sign this document,
the parent must attach the most recent copayment receipt indicating that the child care provider is paid in full.

Parent Signature Date Leaving Provider Signature Date

Section 3 New Provider Information
You will need to complete a separate Provider Change Form for each new child care provider.
Note: The new scholarship will take effect, whichever is later, the first day of care or when this form is received by CCS Central 2.

New Provideris: [ ] Formal (Licensed)
[] Informal (Please call CCS Central 2 at 1-877-227-0125 to obtain the forms required for informal care.)

Child’s Name First Day of Care
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Temporary Start Date: VDD VYV End Date: V/\WV/DD/YYYY
Scholarship

Provideris: [ ] Formal (Licensed)
[] Informal (Please call CCS Central 2 at 1-877-227-0125 to obtain the forms required for informal care.)

Under penalty of perjury, | declare to the best of my knowledge and belief that the information provided is true and correct.

Signature Date

This request will not be processed if the form is not signed.
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