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	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Child Care Administration


	

	VERIFICATION OF UNABLE/UNAVAILABLE STATUS

	CLIENT’S NAME (Last, First, M.I.)
	 SOC. SEC. NO.
	 PHONE NO.

	     
	      
	      

	CLIENT’S ADDRESS (No., Street, City, State, ZIP Code)

	     

	CHILD CARE SPECIALIST’S NAME
	 FAX NO.
	 PHONE NO.

	     
	      
	      

	I authorize the below named organization or person to release the information requested. 

	PATIENT/PARTICIPANT’S NAME (Last, First, M.I.) – (Print or Type)

	     

	PATIENT/PARTICIPANT’S SIGNATURE
	 DATE

	
	      

	The patient or program participant listed above has authorized the release of information requested below, and is requesting child care based on their inability or unavailability to provide adequate child care to their child(ren). The information provided will become part of a permanent file with access limited to representatives of DES and the client or the client’s authorized representative.  

	REASON FOR CHILD CARE SERVICES: COMPLETED BY ORGANIZATION OR PERSON PROVIDING INFORMATION

	 FORMCHECKBOX 
 MEDICAL REASONS: Child Care is requested due to a mental, physical, or emotional disability. (Must be verified by a licensed physician, certified physician assistant, certified nurse practitioner, certified psychologist or behavioral health specialist.)

	1. DIAGNOSIS

	     

	2. PROGNOSIS

	     

	3. DESCRIPTION OF TREATMENT PLAN NEEDED FOR SPECIFIED ILLNESS

	     

	4. DESCRIPTION OF HOW THE NATURE OF CLIENT’S IMPAIRMENT PRECLUDES PROVISION OF CHILD CARE

	     

	5. LENGTH OF TIME CHILD CARE REQUIRED
	 DURATION (MM/DD/YYYY)
	 ANTICIPATED DATE OF RECOVERY

	No. hours per day:
	     
	 No. days per week:
	      
	 From:
	     
	To:
	     
	      

	 FORMCHECKBOX 
 DRUG REHABILITATION PARTICIPANT: Child Care is requested due to participation in a drug treatment/rehabilitation program. (Must be verified by a treatment program counselor or administrator.)  

	1. DESCRIPTION OF TREATMENT PLAN

	     

	2. DRUG REHABILITATION PARTICIPATION SCHEDULE

	     

	3. LENGTH OF TIME CHILD CARE REQUIRED
	 DURATION (MM/DD/YYYY) 
	 ANTICIPATED DATE OF RECOVERY

	No. hours per day:
	     
	 No. days per week:
	      
	 From:
	     
	To:
	     
	      

	 FORMCHECKBOX 
 COURT ORDERED COMMUNITY SERVICE PARTICIPANT: Child Care is requested due to participation in a court mandated activity. (Must be verified by a probation officer or court official.)

	1. LENGTH OF TIME CHILD CARE REQUIRED
	 DURATION (MM/DD/YYYY)

	No. hours per day:
	     
	 No. days per week:
	      
	 From:
	     
	To:
	     

	PERSON PROVIDING INFORMATION: (Must be a licensed physician, certified physician assistant, certified nurse practitioner, certified psychologist, behavioral health specialist, treatment program counselor, treatment program administrator, probation officer or court official.)

	NAME (Print or type)
	 TITLE
	 PHONE NO.

	     
	      
	      

	SIGNATURE
	 DATE

	
	      


Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. The Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service or activity. For example, this means if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. To request this document in alternative format or for further information about this policy, contact 602-542-4248; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available upon request. • Ayuda gratuita con traducciones relacionadas con los servicios del DES está disponible a solicitud del cliente.
