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Change Report
Print Name (Last, First, M.I.): 

Phone Number:   Phone Number New?    Yes    No

Social Security Number (Optional):   Client ID Number: 

Change in Address
Has your address changed?    Yes    No  If yes, please complete this section.

Home Address (No., Street): 

City:   State:   ZIP Code: 

Mailing Address (No., Street or P.O. Box): 

City:   State:   ZIP Code: 

Your Household Employment and Earnings Status
Has any household employment/earnings status changed?    Yes    No
Please provide current verification.

Who receives this 
income?

Employer’s Name and 
Phone Number Date Hourly 

Wage
Hours 
Per Week

How Often 
Paid?

1. 
 Start   End

2. 
 Start   End

3. 
 Start   End

Your Household Unearned Income Status
Has any household unearned income changed?    Yes    No
Please provide current verification.

Who receives this income? Income Source Date Monthly Amount

1. 
 Start   End

2. 
 Start   End

3. 
 Start   End

See page 2 for EOE/ADA disclosures
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Change in Household Members

Name Relationship to You 
and Your Child(ren)

Moved
(Select One) Date Reason

1.  In   Out

2.  In   Out

3.  In   Out

4.  In   Out

Change in Child Care Providers
 All children
 Just the children listed 
below:

New Provider’s 
Name Provider’s Address

Provider’s 
Phone 
Number

Last Day 
at Old 
Provider

First Day 
at New 
Provider

1.

2.

3.

4.

5.

6.

Change in Other Eligibility Factors
Is there a change in medical condition, temporary shelter/transitional housing program arrangements or 
education and training activities (if applicable) for you or anyone in your household?    Yes    No

If yes, please explain: 

Name of the Affected Person: Date: 

Description of the Change: 

Statements made on this form by me or on my behalf are true and correct to the best of my knowledge. 
I understand that I will be responsible for any overpayments which occur as the result of submitting false 
information or concealing material facts in order to qualify for services, and that I may be charged with fraud 
pursuant to A.R.S. §13-2311, a class 5 felony.

Signature:    Date: 

For Office Use Only

Signature of CCA Specialist (if information taken over phone):  Date: 

Equal Opportunity Employer / Program • Auxiliary aids and services are available upon request to individuals with 
disabilities • To request this document in alternative format or for further information about this policy, contact 
602‑542‑4248; TTY/TDD Services: 7-1-1 • Disponible en español en línea o en la oficina local 
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