
 
117 Alex Hately Drive 

PO Box 927, Bethel, Alaska  99559 

Phone (907)543-2608 ∙ Fax (907)543-2639 

 

Child Care Assistance Program – Relative/Non-Relative Provider Application 
 

This category of child care provider must submit a new application and be determined eligible once a year to participate 

in the Child Care Assistance Program and receive subsidy payments. 
 

Name (First, MI, Last)  Social Security Number  

Main Phone Work Phone Message Phone Email Address 

Mailing Address City, State, Zip 

Physical Address of Facility City, State, Zip 

 

RELATIVE/NON RELATIVE PROVIDER:  Provides child care services at the child(s) own home as the sole caregiver for 

eligible children.  Eligible children must be related to the provider by marriage, blood, or court decree and are 

grandchildren, great-grandchildren, niece, nephew, great niece/nephew, or sibling.  The children in care and the 

Provider must live in separate residences. The Provider may care for no more than a total of 5 children who are 13 

years of age and under, and no more than 2 may be under 30 months of age, including their own children.  
 

If you are approved, would you like to be put on a list of “Eligible providers” for future reference?       ☐Yes       ☐No 

 

CRIMINAL HISTORY REQUIREMENTS: All individuals living in the location where child care services are provided who are 

16 years of age and older must submit a Release to Review Background Information Form (ROI). ROI form for individuals 

who are 16 or 17 years of age must also be signed by their parent or legal guardian. All individuals living in the location 

where child care services are provided who are 18 years of age and older must also submit an Interested Person’s 

Report, issued within the last 90 days from the Department of Public Safety. 

 

HOUSEHOLD MEMBERS: Starting with yourself, list all individuals living in the location where child care will be provided. 

For additional individuals, attach a separate page. 

 

Family Members (Last, MI, First) Relationship to you Last four of SSN  Date of Birth Age 

 SELF XXX-XX-   

  XXX-XX-   

  XXX-XX-   

  XXX-XX-   

  XXX-XX-   

  XXX-XX-   

  XXX-XX-   

 



Orutsararmiut Native Council | Child Care Assistance Application   

 

 

FRAUD PENALTY WARNINGS: You may be prosecuted or otherwise sanctioned if you knowingly give false, incorrect, or 

incomplete information to obtain or try to obtain Child Care Assistance Program payments you are not eligible for, or to 

assist someone obtain payments for which they are not eligible. If you are found to have committed an intentional 

program violation or are convicted of defrauding Child Care Assistance Program, you may be disqualified from program 

participation and obligated to repay any amount attributable to the intentional program violation or fraudulent act(s), in 

addition to any applicable criminal penalties. 

 

CERTIFICATION AND STATEMENT OF TRUTH 

Under penalty of perjury or unsworn falsification, I certify that I am the only individual providing child care at the 

physical address listed. The statements made on this application regarding myself and individuals living in the location 

where child care is provided are true and correct and that I have read or had read to me, and understand the 

information provided on this application. I understand my information may be verified through collateral contact and/or 

available databases to ensure my participation eligibility. I have retained a copy of this application and the Approved 

Relative/Non-Relative Child Care Provider responsibilities document. 

 

I understand that I am responsible for compliance with program rules and requirements, penalties, and repayment of 

any overpayments. I further understand I will not receive any payment for child care services I provide prior to 

determination of my eligibility and issuance of approval regarding my child care provider application. 

 

 

 

 

 

 

 

______________________________________________________________                 ___________________________ 

Signature of Provider                                                                                                                     Date 

 

 

 

______________________________________________________________                 ___________________________ 

Signature of Witness, if signed with and “X”                                                                           Date 

 


