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Child Care Support Network

Center-Based Provider Application Form


Please fill out this form to apply for a Child Care Support Network program. If you type your information, use the tab key on your keyboard to move to each gray-shaded field. Email your completed form to Kristine Campagna at kristine.campagna@health.ri.gov or fax it to her attention at 401-222-1442.

Contact Information




Date:      
Agency:      
 
Center:      
Agency Director:      
Center Owner:
     
Phone:      
Fax:      

Address (street address, city, state, zip code):      
Email:      






Days/Hours of Operation (e.g. Monday-Friday, 7:00 a.m. to 6:00 p.m.):      
Best Time to Reach Director:      



License Number:      
Licensed by (please check one or both):   FORMCHECKBOX 
 DCYF   FORMCHECKBOX 
 Department of Education

Program Information
	
	Infants
	Toddlers
	Preschoolers
	School-Age
	Total

	# Classrooms
	     
	     
	     
	     
	0 FORMTEXT 

0


	# Enrolled
	     
	     
	     
	     
	0 FORMTEXT 

0


	# Licensed Spots
	     
	     
	     
	     
	0 FORMTEXT 

0


	# Staff
	     
	     
	     
	     
	0 FORMTEXT 

0


	# DHS Slots
	     
	     
	     
	     
	0 FORMTEXT 

0


	# IEP/IFSP
	     
	     
	     
	     
	0 FORMTEXT 

0



1. Are you enrolled in the Food Program?   


       FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

2. Are you NAEYC accredited?   



       FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No           FORMCHECKBOX 
 Pending

3. Do you currently work with a Mental Health Consultant?
       FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No           FORMCHECKBOX 
 Pending   

4. Do you currently work with a Health Consultant (HC)/Nurse?    FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No           FORMCHECKBOX 
 Pending

If Yes: Name of HC/Nurse:      




           Number of hours/week accessible to Center:      
If No: Amount of time without HC/Nurse:      
5. Are you in good standing with DCYF? (Provide details below.)  FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No           FORMCHECKBOX 
 Pending

     
6. Please describe the reasons for your interest in Mental Health or Health Consultation:
     
For Office Use Only: Date Application Rec’d: ___________ Date Assigned: ___________ DCYF Approval: __________
Consultant: _____________________________________ DCYF Waiver: ______________________________________
November 2011

The Child Care Support Network (CCSN) is interested to know about the different resources in which your child care center is currently involved. Please fill out this form and email it along with your application form to Kristine Campagna at kristine.campagna@health.ri.gov or fax it to her attention at 401-222-1442. If you type your information, use the tab key on your keyboard to move to each gray-shaded field.
Center Name: 
     




Date:      
Please check all the resources below that your child care center currently uses.
 FORMCHECKBOX 
 Bright Stars (the state’s quality rating and improvement system)

 FORMCHECKBOX 
 Child Outreach

 FORMCHECKBOX 
 ChildSPAN

 FORMCHECKBOX 
 Comprehensive Child Care Services (cut in Fall 2008)

 FORMCHECKBOX 
 Early Reading First

 FORMCHECKBOX 
 Health Consultation


 FORMCHECKBOX 
 With CCSN


 FORMCHECKBOX 
 With a nurse/other provider

Please list:       

 FORMCHECKBOX 
 Incredible Years Series Training (e.g. Classroom Behavioral Management Training, or CBMS)

 FORMCHECKBOX 
 Kids Connect

 FORMCHECKBOX 
 Mental Health Consultation


 FORMCHECKBOX 
 With CCSN


 FORMCHECKBOX 
 With another provider

Please list:       

 FORMCHECKBOX 
 National Association for the

 Education of Young Children (NAEYC)

 FORMCHECKBOX 
 Positive Educational Partnerships (PEP) / Positive Behavioral Interventions and Supports (PBIS)

 FORMCHECKBOX 
 Ready 2 Learn Providence

 FORMCHECKBOX 
 RI Association for the Education of Young Children (RIAEYC)

 FORMCHECKBOX 
 RI Child Care Facilities Fund

 FORMCHECKBOX 
 RI Child Care Policy Research 

 FORMCHECKBOX 
 RI Child Care Directors Association

 FORMCHECKBOX 
 RI Early Learning Standards Project

 FORMCHECKBOX 
 Level I, II, III training

 FORMCHECKBOX 
 Technical Assistance Project

 FORMCHECKBOX 
 Director’s Training
 FORMCHECKBOX 
 RI Food Program

 FORMCHECKBOX 
 Strengthening Families

 FORMCHECKBOX 
 TouchPoints

 FORMCHECKBOX 
 Washington County Coalition for Children 

 FORMCHECKBOX 
 Watch Me Grow RI

 FORMCHECKBOX 
 Other Services

Please list:      

Please tell us if you provide the following to parents/caregivers.

A parent handbook






 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Printed resources on health topics




 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Printed resources on healthy growth and development


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
Information about the Women, Infants, and Children (WIC) Program
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Information about Early Intervention




 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Information about Department of Human Services Programs

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

(e.g. Rite Care, FIP, Food Stamps)

Information about domestic violence




 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Information about food/shelter/clothing




 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Other resources (please explain):      
Please tell us a little more about your center.
Does your center have online computer access? 


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Additional Comments:      
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For Office Use Only:


□PRE     □6 Month (CCHC only)     □POST     □One Year Follow-Up


November 2011
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