North East Texas Workforce Development Board 

                                                                                                                               FORM RP-2430 



	Provider No.






	Type of Facility



Licensed Child Care Center
Licensed Child Care Home
Registered Child Care Home
Licensed Camp

	Name of Facility


	Telephone No.

(          ) 

	Address of Facility (Street, City, State, ZIP)



	Facility Owner’s Name


	EIN/Social Security No.


	Telephone No.

(          ) 

	Address of Owner (Street, City, State, ZIP)



	Mailing/Billing Address (Street, City, State, ZIP)



	Contact Person (If not owner)


	Title


	Telephone No.

(          ) 


PROVIDER PUBLISHED RATES:
	 AGES SERVED
	FULL-TIME DAILY RATE*
	PART-TIME DAILY RATE*

	0 – 17 MONTHS
	$
	$

	18 – 35 MONTHS
	$
	$



	3 – 5 YEARS
	$
	$

	6 – 12 YEARS
	$
	$


*The Provider’s Rate is the provider’s published rate plus any enrollment fee and/or activity fee(s) pro-rated to a daily rate. 

What ages of children do you wish to accept in care? __________________________________________                                (All information must be verifiable
                                                                                                                                                                                                          using the Texas Department of        
What days of the week are you open?          Mon           Tues             Wed           Thurs           Fri             Sat          Sun               Family and Protective Services
                                                                                                                                                                                                          (DFPS) web site.) 
What are your operating hours? ___________________________________________________________  
CHILD CARE REIMBURSMENT SCHEDULE:

	         Monthly (Submit all claim information at the end of the month

         for reimbursement)
	       Bi-monthly (Submit claim information for the 1st-15th of the
       month and again for the 16th to the end of the month)


The provider will comply with Title VI of the Civil Rights Act of 1964 (Public Law 88-352), Section 504 of the Rehabilitation Act of 1973 (Public Law 93-112). The Americans with Disabilities Act of 1990 (Public Law 101-336), the Health and Safety Code Section 85.113 (relating to workplace and confidentiality guidelines regarding AIDS and HIV), and all amendments to each, and all requirements imposed by the regulations issued pursuant to these acts. In addition, the provider agrees to comply with Title 40, Chapter 73, of the Texas Administrative Code. These provide in part that no persons in the United States shall, on the grounds of race, color, national origin, sex age, disability, political beliefs or religion be excluded from participation in, or denied any aid, care, service, or other benefits provided by federal and/or state funding, or otherwise be subjected to discrimination.
I have received a Regulated Provider Handbook and I understand and agree to abide by the rules and procedures described within.
          Yes         No
I understand that I must provide North East Texas Child Care Services (CCS) with a completed and signed W-9, a copy of my signed Social Security card or proof of EIN and name recognized by the IRS, and a current copy of my TDFPS license or registration. I also understand that I must keep all of the information requested above accurate and up to date by submitting any changes in writing.
I attest that the information provided above is true and accurate.  I understand that if the above information is misrepresented or untrue, it may be grounds for non-payment of child care services and removal of all children receiving CCS child care assistance.   I further agree to the reimbursement terms described on the back of this form.  


Signature–Authorized Provider Representative

Date


	REIMBURSEMENT TERMS                                                     
        REIMBURSEMENT FOR CHILD CARE:  CCS will reimburse the child care provider after services are rendered.  The provider will request 
        reimbursement by completing a Declaration of Services (Form 2455) in accordance with the Regulated Provider Handbook.

        CCS will reimburse the provider for absences when the child is scheduled to attend under the following conditions:

· Up to 3 days of absence when the child is scheduled to begin enrollment if the provider notifies CCS on the 3rd day the child does not attend.

· Up to 5 consecutive days of absence without word from the parent if the provider notifies CCS on the 5th day the child does not attend.
· Up to 30 day of absence per year.
· For days the child does not attend but is authorized by CCS to attend due to the parent’s irregular work schedule.

CCS will reimburse the child care provider for each child currently enrolled with the provider during the following 9 holidays: 
         New Years                                             Independence Day                   2 Days at Christmas            
         MLK Jr.’s Birthday or Good Friday        Labor Day                               
         Memorial Day                                        2 Days at Thanksgiving                  
          CCS  will also reimburse the child care provider for each child currently enrolled when they are closed due to emergency situations,
          such as icy roads (when the local school is also closed for that day), fire, electrical or gas outage, etc. for up to 5 business days per calendar 
          year.  CCS must be notified that the facility is closed before payment can be authorized for an emergency closing. 

REIMBURSEMENT RATES:  Providers will be reimbursed for child care services rendered at the provider’s published rate up to the maximum reimbursement rate established by North East Texas Workforce Development Board.  Providers will not be reimbursed at a rate higher than their published rate for the age of the child receiving child care services.  
  Effective October 1, 2006, the current maximum reimbursement rates are as follows:

Age of children served

Licensed Centers/Camp

Licensed Child Care Homes

Registered Child Care Homes 
Full-time

Part-time

Full-time

Part-time

Full-time

Part-time

Infant (0-17 months)

$ 15.01
$15.01
$ 11.72
$11.72
$11.72
$ 11.72
Toddler ( 18-35 months)

$ 13.34
$13.34
$11.72
$11.72
$11.72
$11.72
Preschool (3-5 years)

$ 12.39
$12.39
$ 11.72
$ 5.86
$ 10.54
$  6.23
School (6-12 years)

$ 12.31
$12.31
$ 16.76
$ 5.86
$ 10.84
$ 5.86
Note: The parent’s share of cost (commonly referred to as a “parent fee” or “co-pay”) will be deducted from the provider’s reimbursement.  It is the provider’s responsibility to collect the parent share of cost before care.

          REQUESTING REIMBURSEMENT:  Prior to reimbursement, CCS must have on file a verifiable copy of facility TDFPS license or registration, a signed and completed W-9, and a signed copy of provider’s Social Security card or proof of EIN name and number. CCS will reimburse the child care provider for services rendered on either a monthly or bi-monthly basis, as requested by the provider on the Regulated Provider Financial Agreement.
MONTHLY REIMBURSMENT:  The child care provider will submit a complete, signed Declaration of Services (Form 2455) and Contact Log after the last day of the month. 
· Declaration of Services (Form 2455) and Contact Log must be submitted to the CCS by the 8th day of the following month in order to be paid.  

BI-MONTHLY REIMBURSEMENT:  The child care provider will submit a complete, signed Declaration of Services and Contact Log after the 15th day of the month and again after the last day of the month. 
· Declaration of Services (Form 2455) and Contact Log for the first half of the month (1st – 15th) must be submitted by the 23rd day of the month.  
· Declaration of Services (Form 2455) and Contact Log for the second half of the month (16th – end of the month) must be submitted by the 8th day of the following month.  

          The Declaration of Services (Form 2455) must be signed by the Authorized Representative of the facility.

Note: Requests for reimbursement that are not submitted within 30 days of the last day of the service period will not be paid.

RECEIVING REIMBURSEMENT:  The reimbursement payment is directly deposited into the provider’s specified checking or saving account.


REGULATED PROVIDER FINANCIAL AGREEMENT
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