	CC-200-A-FF (9-11)
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Child Care Administration
	

	CERTIFIED FAMILY CHILD CARE PROVIDER APPLICATION (Addendum)
This is to be used for additional Household Members and Adult and Minor Children Out-of-Home from the CC-200.

	APPLICANT’S FULL LEGAL NAME (Last, First, Middle)

	     

	HOUSEHOLD MEMBERS

(Include your spouse. Use complete names, maiden names, nicknames, other married names, etc.)

	Name (Last, First, Middle)
	Birthdate
	Soc. Sec. No.
	Relationship to Applicant
	18 Years or Older

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	I understand that any person who is present in my home for 21 days or more will be considered to be a household member.

I also understand that the above shall not be the sole consideration of who is a household member.

	ADULT AND MINOR CHILDREN OUT-OF-HOME

(Include spouse’s children and stepchildren. Use complete names, maiden names, nicknames, other married names, etc.)

	Name (Last, First, Middle)
	Birthdate
	Soc. Sec. No.
	Relationship to Applicant
	18 Years or Older

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	     
	     
	     
	     
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


	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. ( Disponible en español en línea o en la oficina local.


