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25 W Main Suite 310 Spokane, Washington 99201

Phone- (509) 484-0048
Fax-(509)444-3077
Email -parentline@community-minded.org
 

 




Child Care Resource and Referral

CHILD CARE REFERRAL INFORMATION


Child Care Resource and Referral provides a child care referral service for parents or guardians.  We maintain a database of all the licensed child care providers in Eastern Washington.  This information enables us to do a search that adequately meets your needs.

If you decide you would like to use our service, we ask that you fill out the attached information sheet and check the appropriate space according to your income.  We track income data for policy and community planning.  For any family making over 200% of the poverty level, we suggest a donation to help us continue our work in this community. 

After filling in the appropriate information, mail or fax to Child Care Resource and Referral.  Or email the form to parentline@community-minded.org. As soon as we receive your information, we will immediately do a search for providers that meet your needs.  If the list of child care providers that we send does not meet your needs, please contact us again, so that we can do another search for you. Call us with any questions at 509-484-0048, or 1-800-446-2229.

Have you used our child care referral service before? ______________________








First Name:





Home Phone:





Last Name:





Work Phone:






Address:













City:




State:





Zip:



Email Address:_______________________________________________________________
**I would like this list Mailed_______ Emailed________Faxed________

School child Attends:




How many children need care?:
______
FOR STATISTICAL PURPOSE ONLY (OPTIONAL)
How many people are in your family?





Are you a single parent?







Your Employer:




College Attending:





Work/College Address:




________________________________

Workfirst?





Child’s Information

Name:






Date of Birth:






(circle all days that care is needed)  SUN  MON  TUES  WES  THURS  FRI  SAT

Time needed:  Earliest Hour

am/pm  Latest you would pickup

am/pm

Full Time
Part Time
Type of Care: Center

Family Child Care Home


Near Home

Near Work

Near School

Other





Do you prefer: (Please Circle One) 

  Faith Based
              Smoking                        Pets                       Field Trips
        

Yes/No/Either           Yes/No/Either            Yes/No/Either            Yes/No/Either
Are you receiving assistance from the Department of Social & Health Services (DSHS) to help pay for your child care? (Working Connections)  Yes

No



Please indicate if your child has special needs: Development Disability

Chronic Illness


Physical Disability

Behavioral Disability

Visual Impairment




Hearing Impairment

Other



Concerns





If you indicate if your child has a special need, and want us to do a search for a provider that has experience dealing with that type of need, please fill out the following information:

Child’s Name













I understand that I/we be receiving a more comprehensive resource and referral service.

Parent/Guardian Name:











I would like one of the following for this child:  
Preschool Program






School-Age Program




SECOND CHILD

Name:






Date of Birth:






(mark all days that care is needed)  SUN  MON  TUES  WES  THURS  FRI  SAT

Time needed:  Earliest Hour

am/pm   Latest you would pickup

am/pm

Full Time
Part Time
Type of Care: Center

Family Child Care Home


Near Home

Near Work

Near School

Other





Are you receiving assistance from the Department of Social & Health Services (DSHS) to help pay for your child care?  Yes

No



If yes, please indicate what type of program:  Employment Child Care 

Workfirst


Other














Please indicate if your child has special needs: Development Disability

Chronic Illness


Physical Disability

Behavioral Disability

Visual Impairment




Hearing Impairment

Other



Concerns





If you indicate if your child has a special need, and want us to do a search for a provider that has experience dealing with that type of need, please fill out the following information:

Child’s Name













I understand that I/we be receiving a more comprehensive resource and referral service.

Parent/Guardian Name:











I would like one of the following for this child: 
 Preschool Program






School-Age Program





THIRD CHILD

Name:






Date of Birth:






(mark all days that care is needed)  SUN  MON  TUES  WES  THURS  FRI  SAT

Time needed:  Earliest Hour

am/pm    Latest you would pickup___
am/pm

Full Time
Part Time
Type of Care: Center

Family Child Care Home



Near Home

Near Work

Near School

Other





Are you receiving assistance from the Department of Social & Health Services (DSHS) to help pay for your child care?  Yes

No



If yes, please indicate what type of program:  Employment Child Care 

Workfirst


Other














Please indicate if your child has special needs: Development Disability

Chronic Illness


Physical Disability

Behavioral Disability

Visual Impairment




Hearing Impairment

Other



Concerns





If you indicate if your child has a special need, and want us to do a search for a provider that has experience dealing with that type of need, please fill out the following information:

Child’s Name













I understand that I/we be receiving a more comprehensive resource and referral service.

Parent/Guardian Name:











I would like one of the following for this child:  
Preschool Program






School-Age Program





Donation information:

This service is free and confidential. Community-Minded Enterprises (A private non-profit organization), suggests a $10 donation for the child care referral service you are requesting.

The suggestion is waived for those earning less that 200% of the Federal poverty level.

Thank you for using your local Child Care Resource and Referral.  If you have a concern or question, please call 484-0048, or 1-800-446-2229.
Comments/Requests-________________________________________________________________________________

