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BEST BEGINNINGS CHILD CARE SCHOLARSHIP
CHILD SUPPORT VERIFICATION

7o Be Completed By The Applicant
Custodial Parent - R
(porint or type) SSN (last 4 digits only): ###-##
Child(ren) CSSD Case No.

| authorize the Child Support Services Division of the Department of Public Health and Human Services (CSSD), its
employees or agents, to share information about my child support case(s) to the Best Beginnings Child Care
Scholarship Program. An electronic signature is accepted for purposes of this form.

Date:

Signature:

7o Be Completed By A Child Care Agency Representative

Please reply to the following program representative:

Office Location:

Name:

Fax: Email:

Phone:

To Be Completed By A Child Support Services Division (CSSD) Representative
CSSD Case No. | Absent Parent Child(ren)

Compliance Status

Amount of support paid to the Custodial Parent in the past 12 months: S
It is the discretion of CSSD on how many months of payment history to include.

Date:

CSSD Employee Name:

Email:
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